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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


TUESDAY,  JULY  6,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

W ashing ton^  D.C. 

The  subcommittee  met  at  10  a.m.,  in  room  1114,  New  Senate  Office 
Building,  Hon.  Clifford  P.  Case  presiding. 

Present : Senators  Case  and  Percy. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND 
WELFARE 

Nondepartmental  Witnesses 

SUBCOMMITTEE  PROCEDURES 

Senator  Case.  The  subcommittee  will  be  in  order. 

This  morning  we  begin  a series  of  hearings  on  the  Labor-HEW 
appropriation  bill  for  fiscal  year  1972.  We  will  hear  testimony  from 
nondepartmental — or  as  we  call  them,  public — witnesses  on  this  im- 
portant money  bill. 

Chairman  Magnuson  can’t  be  here  this  morning.  He  has  asked  that 
I preside  in  his  absence.  This  is  one  of  the  few  chances  for  Republicans 
to  shine  just  before  vacation. 

In  keeping  with  the  subcommittee’s  procedure,  I am  hopeful  that 
the  witnesses  will  address  themselves  to  the  budget  we  have  under 
consideration  and  keep  their  testimony  brief  and  to  the  point  so  we 
will  clearly  understand  the  agreements  and  disagreements  that  wit- 
nesses have  with  the  pending  administration  request.  Since  the  House 
has  not  reported  or  passed  the  appropriation  bill,  we  are  really  ahead 
of  ourselves  and  that  is  something  I think  ought  to  be  the  rule  rather 
than  the  exception. 

I do  believe  that  the  House  plans  to  act  within  the  next  2 weeks. 

We  will  receive  all  the  witness’  statements  for  the  record  and  you 
all  may  summarize  them  in  such  fashion  as  you  wish  orally.  I would 
suggest,  too,  we  consider  ourselves  limited  to  15  minutes  in  each  case. 
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STATEMENT  OF  TERRELL  M.  WERTZ,  ASSISTANT  DIRECTOR,  NA- 
TIONAL LEGISLATIVE  COMMISSION,  THE  AMERICAN  LEGION 

ACCOMPANIED  BY  AUSTIN  E.  KERBY,  DIRECTOR,  NATIONAL  ECO- 
NOMIC COMMISSION 

CONCERN  FOR  ADEQUATE  FUNDING 

Senator  Case.  We  will  begin  the  hearing  today  by  calling  our  first 
witness,  Mr.  Terrell  Wertz,  a representative  of  the  American  Legion, 
to  testify  on  labor  items. 

Mr.  Wertz. 

Mr.  Wertz.  I am  Terrell  M.  Wertz,  assistant  legislative  director 
of  the  American  Legion.  We  are  here  to  testify  this  morning  on  the 
funds  for  the  Veterans  Employment  Service  and  related  program. 

We  are  very  happy  to  have  this  opportunity,  Mr.  Chairman,  to  ap- 
pear before  you  and  to  express  the  views  of  the  American  Legion  and 
particularly  our  concern  for  the  funds  to  provide  for  an  adequate 
Veterans  Employment  Service  for  the  returning  Vietnam  veterans. 

PREPARED  STATEMENT 

We  have  a formal  statement  which  we  have  submitted  for  the 
record.  I would  like  to,  with  your  permission,  introduce  Mr.  Austin 
E.  Kerby,  director  of  our  National  Economic  Commission.  He  is 
the  one  who  is  directly  involved  in  our  program  for  economic  aid  to 
veterans.  He  is  going  to  summarize  our  statement. 

(The  statement  follows :) 

Statement  of  Austin  E.  Kerby,  Director,  National  Economic  Commission, 

THE  American  Legion 

Mr.  Chairman  and  members  of  the  subcommittee,  the  American  Legion  has 
traditionally  supported  adequate  funds  for  the  Department  of  Labor  to  operate 
and  carry  on  an  effective  job  placement  and  job  training  program  for  veterans, 
as  well  as  other  programs  designed  to  improve  their  economic  capabilities. 

Current  resolutions  asking  adequate  support  and  funds  for  these  programs  and 
activities  were  adopted  at  our  1970  National  Convention  and  subsequent  meet- 
ings of  our  National  Executive  Oommittee.  My  comments  today  are  directed 
primarily  to  the  Veterans  Employment  Service  of  the  Department  of  Labor  and 
its  affiliated  State  Employment  Agencies.  Resolutions  No®.  173  and  247  of  our 
1970  National  Convention  specifically  request  adequate  earmarked  funds  for 
these  programs.  Copies  of  these  resolutions,  together  with  others  (1970  National 
Convention  Nos.  424,  494,  516  and  No.  8 of  the  May  1971  National  Executive 
Committee)  pertaining  to  the  Department  of  Labor  programs  in  which  the 
American  Legion  is  interested,  are  attached  to  this  statement  which  we  would 
appreciate  being  made  part  of  the  record  of  this  hearing. 

At  the  outset,  Mr.  Chairman,  I would  like  to  bring  to  your  attention  the  deep 
concern  of  the  American  Legion  over  an  omission  in  the  budget  of  the  Man- 
power Administration  of  the  Department  of  Labor.  I note  in  that  part  of  the 
President’s  budget  relating  to  Federal  salaries  and  expenses  of  the  Manpower 
Administration  that  the  portion  setting  aside  specific  funds  for  the  proper  opera- 
tion of  the  Veterans  Employment  Service  was  eliminated.  I refer  specifically 
to  the  section  which  provides  monies  “for  carrying  into  effect  the  provisions  of 
Title  IV  (except  Sec.  602)  of  the  Servicemen’s  Readjustment  Act  of  1944.”  We 
note  that  in  last  year’s  appropriation  language  $2,184,00  was  specifically  al- 
located for  this  purpose.  Responding  to  my  inquiry,  the  Department  of  Labor 
informed  me  that  its  appropriations  estimate  for  fiscal  year  1972  provides 
$2,470,000  for  this  purpose,  the  difference  over  the  1971  amount  refiecting  only 
mandatory  salary  increases.  We  assume  that  this  amount  as  stated  by  our 
informant  is  factual  and  “hidden”  in  other  Manpower  Administration  budget 
items.  If  such  is  the  case  the  amount  of  $2,470,000  is  considered  reasonable  and 
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the  minimum  requirement  for  operating  the  Veterans  Employment  Service.  How- 
ever, Mr.  Chairman,  we  believe  your  Subcommittee  should  restore  this  section 
in  the  appropriation  language  so  that  no  part  of  these  funds  can  be  used  for 
any  other  purpose.  The  Congress  has  traditionally  identified  funds  for  the  Vet- 
erans Employment  Service.  We  respectfully  urge  the  reinstatement  of  this  cus- 
tomary budget  item  in  the  Department  of  Labor  budget  for  fiscal  year  1972. 

■\Vhile  only  a relatively  small  unit,  the  144  professional  and  clerical  employees 
of  the  Veterans  Employment  Service  (16  in  the  Washington,  D.C.  administra> 
tive  headquarters)  are  charged  with  the  nationwide  responsibility  of  assuring 
veterans  preference  and  the  “maximum  of  job  opportunity”  throughout  the  pub- 
lic employment  service  system.  Their  job  is  particularly  difficult  now  in  these 
times  when  jobs  are  scarce  and  the  rate  of  unemployment  of  veterans  is  higher 
than  the  rate  for  non-veterans. 

Through  the  close  contact  which  the  National  Economic  Commission  of  the 
American  Legion  maintains  with  the  Veterans  Employment  Sersuce,  we  are  pro- 
vided with  statistical  data  concerning  veterans.  The  latest  figures  ^how  that 
much  needs  to  be  done  to  help  veterans  find  work  or  training.  For  example, 
from  July  1970  through  January  1971,  only  10.2  percent  of  the  veterans  who 
registered  in  43  State  Employment  Services  were  placed  in  jobs.  In  the  same 
period  jobs  were  found  for  15  percent  of  those  classified  as  disadvantaged. 

The  American  Legion  is  distressed  by  the  figures  which  show  that  the  Viet- 
nam era  veteran  in  the  20-29  age  bracket  experienced  a 9.3  percent  unemploy- 
ment rate  in  the  March  through  May  1971  period  while  the  non-veteran  in  the 
age  bracket  had  only  6.9  percent  unemployment  rate.  According  to  the  current 
population  survey  of  the  Bureau  of  the  Census,  the  March-May  1971  average 
number  of  unemployed  veterans  in  the  20-29  age  group  was  332,000. 

The  American  Legion  has  taken  the  position  that  most  of  the  Department 
of  Labor’s  services  to  veterans,  including  job  training  under  the  Manpower 
Development  and  Training  Act  (MDTA),  do  not  actually  give  veterans  prefer- 
ential treatment.  Some  of  this,  of  course,  is  due  to  the  fact  that  the  great 
majority  of  veterans  who  do  visit  the  public  employment  offices  are  not  con- 
sidered disadvantaged  and  are  therefore,  not  eligible  for  some  of  the  program. 
The  most  recent  computation  showed  that  in  December  1970  only  9.5  percent 
of  all  veteran  applicants  were  disadvantaged. 

In  addition,  veterans  are  registering  at  employment  service  oflices  in  far  great- 
er numbers  than  last  year.  From  July  1970  through  March  1971  about  1,682,500 
new  veteran  applications  had  been  filed  compared  with  1,451,000  a year  ago. 
That  is  23  percent  of  all  new  applications  compared  with  only  20  percent  last 
year.  On  the  other  hand,  placement  of  veterans  remained  at  about  21  percent 
of  all  placements,  the  same  as  last  year. 

The  American  Legion  is  hopeful  that  employment  services  to  veterans  will 
be  improved  in  the  not  too  distant  future.  The  Secretary  of  Labor  recently 
was  instructed  by  the  President  to  find  more  jobs  or  training  for  unemployed 
veterans  with  this  undertaking  to  be  given  the  highest  priority.  The  Presi- 
dent also  called  on  the  Federal  agencies  to  use  all  of  their  resources  and  au- 
thority to  assist  in  this  effort. 

While  the  American  Legion  relies  heavily  on  the  employment  services  pro- 
vided to  veterans  by  the  Federal  Government,  we  also  have  our  own  employ- 
ment program.  For  many  years  our  efforts  have  been  designed  to  encourage  em- 
ployers to  hire  veterans,  the  handicapped  and  the  older  worker.  This  program 
is  publicized  throughout  the  country  by  our  state  organizations.  On  the  basis  of 
nominations  received,  awards  are  presented  annually  to  employers  whose  em- 
ployment practices  in  these  areas  are  outstanding. 

The  American  Legion,  recognizing  the  probiems  and  the  difficulty  encountered 
by  the  returning  Vietnam  veteran  in  obtaining  meaningful  employment,  launched 
a “Job  for  Veterans”  program  in  June  of  1970.  This  program  was  formulated 
even  before  the  national  program  carrying  the  same  name.  Our  “Jobs  for  Vet- 
erans” program,  part  of  the  American  Legion’s  continued  service  contact  pro- 
gram for  returning  veterans,  has  the  full  support  of  the  Veterans  Employment 
Service.  The  program  was  started  on  a pilot  ba'^^is  in  17  states  and  was  expanded 
nationwide  on  Veterans  Day  1970.  Our  goal  is  for  each  veteran  requiring  job 
assistance  to  be  placed  in  contact  with  a potential  employer,  particularly  in  the 
private  sector,  on  a personal  basis  with  continued  contact  until  a job  opportunity 
is  found. 

The  Legion’s  “Jobs  for  Veterans”  program  is  now  operating  state-wide  iu 
44  departments.  Twenty-six  departments  have  held  one  or  more  successful  job 
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clinics  since  June  of  1970.  American  Legion  sponsored  job  clinics  and  fairs  are 
held  almost  daily  in  various  areas  of  the  nation.  Our  most  recent  statewide  job 
fair  was  sponsored  by  The  American  Legion  Department  of  Oklahoma  on  June  23 
in  Oklahoma  City.  One  hundred  participating  employers  hired  more  than  1,000 
veterans  from  a total  of  6,300  that  regisitered  for  employment  assistance.  Ac- 
cording to  supplemental  reports  received  employers  are  continuously  placing 
job  orders  and  many  of  the  jobless  veterans  who  registered  at  the  Oklahoma  City 
Job  Fair  are  being  placed  daily.  As  further  examples  of  the  response  generated 
by  our  program,  4,500  veterans  attended  a job  clinic  sponsored  by  The  American 
Legion  of  Colorado  and  the  Colorado  State  Employment  Service.  These  veterans 
were  inter\dewed  by  34  major  employers  and  15  agencies.  In  excess  of  600 
veterans  were  hired  and  others  continued  negotiating  with  employers  after 
the  clinic. 

The  American  Legion  Department  of  Maryland  in  cooperation  with  ithe  Balti- 
more News  American,  held  a Job  Fair  at  the  War  Memorial  Building  in  Balti- 
more in  March  of  1971.  One  hundred  and  nineteen  employers  participated,  1,971 
veterans  registered  and  278  were  placed  in  jobs  immediately.  Some  were  referred 
to  employers  for  further  discussion.  A total  of  778  veterans  were  placed  in  em- 
ployment and  97  were  placed  in  on-the-job  training.  987  veterans  received  VA 
assistance  and  nearly  100  were  signed  up  for  high  school  courses  leading  to 
a diploma. 

All  of  our  participating  state  organizations  and  many  of  our  posts  have  a 
continuing  “Jobs  for  Veterans”  program.  Post  No.  1,  Seattle,  Washington,  has 
a telephone  recorder  which  operates  24  hours  a day.  Advertisements  have  been 
placed  in  newspapers,  on  TV  and  on  radio.  Veterans  wishing  jobs  may  telephone 
the  Post  and  leave  their  name,  number  and  other  information  on  the  recorder.  A 
volunteer  of  the  Post  takes  the  names  from  the  recorder  and  contacts  the  veterans 
seeking  employment.  As  of  May  21,  1971 — 716  calls  had  been  received  and  447 
veterans  were  placed  in  meaningful  employment. 

Harrison-Powers  Post  No.  79,  McAllister.  Oklahoma,  in  working  cooperatively 
with  the  Oklahoma  State  Employment  Service  and  the  local  Veterans  Employ- 
ment Representative  takes  credit  for  the  placement  of  201  veterans  in  training 
programs  and  354  in  gainful  employment  since  October  8,  1970.  The  American 
Legion  Post  at  Clinton,  Oklahoma,  has  hired  a full  time  man  to  handle  counseling 
and  job  placement. 

We  thought  it  appropriate  to  give  you  a few  illustrations  of  our  own  program 
which  works  hand  in  hand  with  the  veterans  placement  program  of  the  Public 
Employment  Service.  The  Legion  intends  to  continue  and  strengthen  its  own 
program.  We  also  urge  that  the  Labor  Department  strengthen  the  veterans  pro- 
gram of  the  Public  Endowment  Service. 

In  closing.  Mr,  Chairman,  may  I again  urge  the  Subcommittee  to  favorably 
consider  the  over-all  budget  request  of  the  Department  of  Labor  for  carrying 
out  programs  designed  to  place  veterans  in  meaningful  emnloyment  or  job 
training.  Also  as  earlier  discussed,  we  reiterate  our  request  that  funds  for  the 
Veterans  Employment  Ser^dce  be  specifically  earmarked  as  in  previous  years. 


Fifty-Second  Annual  National  Convention  of  the  American  Legion, 
Portland,  Oreg.,  August  28 — September  3, 1970 

Resolution  No.  173. 

Committee : Economic. 

Subject ; Support  funds  of  Federal-State  veterans  employment  service  and  opx>ose 
current  deterioration  of  employment  services  to  veterans. 

Whereas,  The  veteran  population  of  the  United  States  is  increasing  each  year 
by  approximately  one  million  men  and  women  who  are  returning  from  service  in 
the  Vietnam  Conflict  at  a rate  which  will  continue,  and 

Whereas,  Department  of  Labor  and  affiliated  State  Employment  Service  statis- 
tics confirm  an  alarming  decline  in  effective  job  placement  of  veterans,  including 
Vietnam  era  veterans  since  1965,  and 

Whereas,  There  is  every  indication  fhat  this  deterioration  in  services  to  all 
veterans  will  continue  so  long  as  the  U.S.  Department  of  Labor  and  the  affiliated 
State  Employment  Service  persists  in  their  preoccupation  with  and  exuenditure 
of  the  major  portion  of  their  resources,  both  in  personnel  and  funds,  on  a com- 
plexity of  programs  which  exclude  most  veterans,  who  do  not,  under  present 
regulations  meet  Department  of  Labor  “disadvantaged”  criteria,  and 
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Whereas,  It  appears  that  only  Congressional  action  can  reverse  this  continuing 
deterioration  in  employment  service  to  those  who  have  served  their  country  un- 
selfishly and  well  in  periods  of  national  emergency  and  in  war,  now,  therefore, 
be  it 

Resolved,  dy  The  Amei'ican  Legion  in  National  Convention  assembled  in  Port- 
land, Oregon,  September  1,  2,  3,  1970,  that  the  Congress  be  requested  to  provide 
necessary  funds,  earmarked  for  the  following  specific  purposes:  1)  operation  of 
the  Veterans  Employment  Service,  Manpower  Administration,  U.S.  Department  of 
Labor,  2)  qualified  personnel,  including  Local  Office  Veterans  Employment  Rep- 
resentatives in  all  State  Employment  Service  Local  Offices  in  sufficient  number 
to  assure  effective  service  for  all  war  veterans,  including  Vietnam  era  veterans, 
and  he  it  further 

Resolved,  That  the  Congress  be  urged  to  make  it  abundantly  clear  to  the  Man- 
power administrator,  U.S.  Department  of  Labor,  that  it  will  no  longer  tolerate 
an  employment  service  program  which  relegates  veterans  to  the  status  of  second- 
class  citizens  when  they  seek  employment  assistance,  and  be  it  finally 

Resolved,  That  copies  of  this  resolution  be  forwarded  to  the  Secretary  of 
Labor,  the  Manpower  Administrator,  the  Chairman  of  the  Subcommittee  on  Ap- 
propriations of  the  House  of  Representatives  Labor  Committee  and  to  the  Chair- 
man of  the  Subcommittee  on  Appropriations  of  the  Senate  Labor  Committee. 


Fifty-second  Annual  National  Convention  of  the  American  Legion, 
Portland,  Oreg.,  August  28-September  3,  1970 

Resolution  No.  247. 

Committee : Economic. 

Subject : Support  Federal  and  State  veterans  employment  service. 

AVhereas,  The  American  Legion  is  concerned  that  the  intent  of  the  Congress 
is  being  circimi vented  by  the  Manpower  Administration  of  the  U.S.  Department 
of  Labor  in  the  implementation  of  the  provisions  of  Chapter  41,  Title  38,  U.S. 
Code,  which  provides  for  “the  maximum  of  job  opportunity  in  the  field  of  gainful 
employment”  and  “an  effective  counseling  and  placement  service  for  veterans,” 
and 

IVliereas,  The  deterioration  of  employment  service  to  veterans  is  due  to  the 
lack  of  adequate  staff  resources  in  the  local  public  employment  offices,  now, 
therefore,  be  it 

Resolved,  hy  the  Ameriean  Legion  in  Rational  Convention  assembled  in  Port- 
land, Oregon,  September  1,  2,  S,  1970,  Does  hereby  urge  the  Secretary  of  Labor 
to  provide  the  legally  mandated  employment  services  for  veterans  by  (1)  re- 
direction of  existing  resources  and  priorities  in  Title  3,  grants  to  the  several 
State  Employment  Agencies,  or  (2)  request  the  Congress  to  provide  adequate 
earmarked  monies  from  general  revenue,  and  be  it  further 

Resolved,  That  The  Ameriean  Legion,  through  its  Economic  Commission  will, 
as  directed  by  the  Chairman  of  the  House  Subcommittee  on  Appropriations  for 
Labor,  Health,  Education  and  Welfare,  keep  the  Chairman  and  his  Committee 
advised  as  to  what  action  has  been  initiated  by  the  Secretary  of  Labor  to  imple- 
ment the  provisions  of  this  resolution. 


Fifty-second  Annual  National  Convention  of  the  American  Legion, 
Portland,  Oreg.,  August  28-September  3,  1970 

Resolution  No.  424. 

Committee : Economic. 

Subject:  Support  the  Office  of  Veterans  Reemployment  Rights,  U.S.  Department 
of  Labor. 

Whereas,  The  Universal  Military  Training  and  Service  Act  provides  for  the 
procurement  of  military  manpower  essential  to  a strong  national  defense,  and 
M hereas.  The  American  Legion  has  consistently  supported  a strong  military 
establishment  with  full  recognition  of  the  justice  in  protecting  veterans.  Reserv- 
ists. and  members  of  the  National  Guard  against  the  loss  of  their  jobs  and  other 
employment  benefits  because  of  their  absence  in  the  Armed  Forces,  and 

Whereas,  The  Office  of  Veterans  Reemployment  Rights,  U.S.  Department  of 
Labor  is  charged  with  the  responsibility  of  rendering  aid  in  restoring  to  their 
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former  positions  those  persons  who  have  satisfactorly  served  in  the  Armed 
Forces,  now,  therefore,  be  it 

Resolved  l)y  The  American  Legion  in  Rational  Convention  assembled  in  Port- 
land, Oregon,  September  1,  2,  3,  1970,  That  The  American  Legion  will  continue  to 
support  the  Reemployment  Rights  Program,  and  be  it  further 

Resolved,  That  the  Congress  of  the  United  States  be  requested  to  provide  ade- 
quate funds  and  sufficient  personnel  to  enable  the  Office  of  Veterans  Reemploy- 
ment Rights  to  give  prompt  and  effective  service  to  all  persons  having  rights  and 
obligations  under  the  Reemployment  Rights  Statutes. 


Fifty-second  Annual  National  Convention  of  the  American  Legion, 
Portland,  Oreg.,  August  28-September  3,  1970 

Resolution  No.  494. 

Committee : Economic. 

Subject : Asking  veterans  employment  service  to  increase  and  intensify  services 
to  disabled  and  older  veterans. 

Whereas,  The  American  Legion  has  looked  with  compassion  on  the  specialized 
needs  of  the  disabled  veteran  and  the  other  veteran,  and 

Whereas,  Seriously  disabled  Vietnam  veterans,  in  increasing  numbers,  are  now 
seeking  gainful  employment,  and 

Whereas,  The  advancing  age  of  World  War  II  veterans  and  the  incidence  of  dis- 
ability creates  serious  employment  problems  for  these  veterans,  and 

Whereas,  The  American  Legion  has  worked  successfully  in  providing  legisla- 
tion to  provide  “a  maximum  of  job  opportunity  in  gainful  employment,”  and 
Whereas,  The  responsibility  of  providing  specialized  services  to  meet  the  un- 
employment problems  of  older  veterans  and  disabled  veterans  has  been  given 
to  the  U.S.  Department  of  Labor  through  the  U.S.  Manpower  Administration,  the 
Veterans  Employment  Service  and  the  various  State  Employment  Services,  now, 
therefore,  be  it 

Resolved,  by  The  American  Legion  in  National  Convention  assembled  in  Port- 
land, Oregon,  September  1,  2,  5,  1970,  That  the  National  Economic  Commission 
be  requested  to  inform  Congress  of  the  specialized  employment  needs  of  these 
veterans  and  the  request  provision  for  adequate  funds  so  that  the  designated  Fed- 
eral and  State  Agencies  may  fully  comply  with  their  responsibilities  to  serve  dis- 
abled veterans  and  older  veterans,  and  be  it  further 

Resolved,  That  the  U.S.  Department  of  Labor,  the  U.S.  Manpower  Administra- 
tion and  the  Veterans  Employment  Service  be  asked  to  increase  and  intensify 
services  to  disabled  veterans  and  older  veterans. 


Fifty-second  Annual  National  Convention  of  the  American  Legion, 
Portland,  Oreg.,  August  28-September  3,  1970 

Resolution  No.  516. 

Committee : Economic. 

Subject : Permanent  indefinite  appropriation  for  funding  unemployment  compen- 
sation benefits  for  ex-servicemen  and  Federal  employees. 

Whereas,  Congressional  appropriations  are  now  made  on  a fiscal  year  basis  for 
the  payment  of  unemployment  compensation  for  ex-servicemen  (UCX)  nnd  for 
Federal  employees  (UCFE),  as  authorized  by  Chapter  85,  Title  5,  U.  S.  Code,  and 
Whereas,  Funds  thus  appropriated  can  be  used  only  for  the  payment  of 
unemployment  compensation  claims  so  that  amount  of  expenditures  is  controlled 
by  the  number  of  claims  rather  than  by  amounts  allocated  for  particular  periods 
of  time,  and 

Whereas,  The  volume  of  claims  and  payments  may  change  rapidly  due  to  such 
factors  as  the  closing  of  Federal  installations,  the  rate  of  discharge  of  service- 
men, or  economic  conditions  in  a given  area  or  state,  and  such  factors  make  it 
diflftcult  to  predict  the  State-by-State  and  national  rate  of  expenditures,  and 
Whereas,  In  the  past  there  have  actually  been  suspensions  or  interruptions 
of  payments  due  to  the  fact  that  adequate  funds  were  not  available  for  the  volume 
of  claims  and  payments  experienced,  and 

Whereas,  Such  interruption  of  payments  creates  an  inconvenience  and  hard- 
ship to  claimants  and  an  embarrassment  to  both  the  State  and  Federal  Govern- 
ments, and 
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Whereas,  In  order  to  avoid  the  exhaustion  of  funds  available  to  an  indi\udual 
State  Agencj"  at  a time  when  another  State  may  have  more  than  adequate  funds 
on  hand,  the  U.S.  Training  and  Employment  Service  has  resorted  to  numeroun 
telephonic  and  telegraphic  requests  for  reports  from  individual  State  Agencies 
which  has  proven  to  be  both  burdensome  and  difficult,  and 

Whereas,  The  best  interest  of  unemployed  Federal  workers  and  ex-service- 
men as  well  as  the  proper  discharge  of  responsibilities  of  the  State  Agencies  in 
their  role  as  agents  for  the  Federal  Government,  depend  upon  the  continuing 
availability  of  funds  and  the  uninterrupted  payments  of  benefits,  and 

Whereas,  The  appropriation  by  fiscal  year  places  limitations  on  the  use  of 
appropriated  funds  in  the  subsequent  fiscal  year  and  thus  involve  risk  of  delay 
in  the  payment  of  claims  during  early  periods  of  each  new  fiscal  year  despite 
the  statutory  commitment  to  pay  these  claims  whenever  the  obligation  in 
incurred,  and 

Whereas,  The  appropriation  by  fiscal  year  requires  authorization  for  advance 
spending,  adjustment  of  accounting  records  to  show  separately  those  obligations 
incurred  in  a single  year  but  which  were  paid  from  separate  year  authorizations, 
and  other  additional  record  keeping  that  serves  as  real  or  useful  purpose  in 
control  of  amounts  spent  or  accountability  for  funds,  now,  therefore,  be  it 
Resolved,  hy  The  American  Legion  in  Rational  Convention  assembled  in  Port- 
land,  Oregon,  September  1,  2,  5,  1970.  That  the  American  Legion  hereby  urges 
that  the  U.S.  Department  of  Labor  seek  to  obtain  funds  for  payment  of  un- 
employment compensation  to  ex-servicemen  and  Federal  employees  through  a 
permanent  indefinite  appropriation  rather  than  one  limited  to  a specific  fiscal 
year,  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent  to  the  Bureau  of  the  Budget 
the  Chairman  of  the  Subcommittee  on  Appropriations  of  the  House  of  Repre- 
sentatives Labor  Committee,  the  Chairman  of  the  Subcommittee  on  Appropria- 
tions of  the  State  Labor  Committee,  and  to  the  Secretary  of  Labor,  and  the  Man- 
power Administrator. 


National  Executive  Committee  Meeting  of  the  American  Legion  Held 

May  5-6,  1971 

Resolution  No.  8. 

Commission : Economic. 

Subject : Establish  a special  veterans  unit  in  each  job  bank. 

Whereas,  The  implementation  of  the  Job  Bank  system  which  has  a tendency 
to  cater  to  local  office  traffic  rather  than  to  cause  file  search  to  be  conducted  can 
dilute  preferential  manpower  and  supportive  services  to  veterans,  and 

Whereas,  Emphasis  in  the  current  funding  process  is  placed  on  services  on 
the  disadvantaged,  the  nearly  poor,  and  the  poor,  with  limited  Title  III  funds 
for  manpower  and  supportive  services  for  those  who  do  not  meet  the  Manpower 
Administration  criteria  for  disadvantaged,  the  nearly  poor,  and  the  poor,  and 

Whereas,  Most  unemployed  veterans  do  not  meet  the  government’s  definition 
of  “disadvantaged”  and. 

Whereas,  The  State  Agency  is  unable  to  provide  necessary  manpower  and 
related  services  to  each  veteran  due  to  these  restrictions,  now,  therefore,  be  it 

Resolved,  by  the  Rational  Executive  Committee  of  The  American  Legion  in 
regular  meeting  assembled  in  Indianapolis,  Indiana,  on  May  5-6,  1971,  That 
The  American  Legion  request  that  sufficient  funds  be  provided  each  State 
Agency  for  the  prime  purpose  of  providing  priority  manpower  and  related  serv- 
ices to  all  veterans,  and  be  it  further 

Resolved,  That  earmarked  funds  over  and  above  the  current  level  be  made 
available  to  the  states  for  the  purpose  of  establishing  a special  veterans  unit 
in  each  Job  Bank  location  as  described  and  recommended  by  the  Deputy  Assist- 
ant Secretary  for  Manpower  and  Manpower  Administrator. 

INTEREST  OF  AMERICAN  LEGION  IN  VETERANS  PROGRAMS 

Mr.  Kerry.  Mr.  Chairman,  it  is  ^’ood  to  be  with  yon  this  morning. 
The  American  Legion  has  been  traditionally  interested  in  the  various 
appropriations  of  the  Department  of  Labor,  especially  as  they  relate 
to  the  veterans  programs  and  primarily  the  Veterans  Employment 
Service.  ' 
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We,  however,  Mr.  Chairman,  are  very  much  concerned  with  one 
matter  which  was  deleted  in  the  budget  this  year.  I might  say  this  has 
to  do  with  the  earmarked  funds  that  are  normally  provided  for  the 
Veterans  Employment  Service. 

Last  year  this  was  deleted.  When  it  went  from  the  Labor  Depart- 
ment to  the  Bureau  of  the  Budget — now,  of  course.  Office  of  Manage- 
ment and  Budget — the  House  Appropriations  Committee  restored 
this  amount  last  year. 

This  year,  again  with  the  appropriations,  the  earmarked  funds  were 
in  the  budget  as  going  over  to  the  Office  of  Management  and  Budget. 
However,  it  was  deleted  in  this  request. 

We  checked  with  the  House  Appropriations  Committee  last  week 
and  we  understand  that  this  amount  has  still  not  been  restored.  There- 
fore, w^e  are  particularly  concerned,  Mr.  Chairman,  with  this  matter 
because  it  has  been  traditionally  earmarked  for  many,  many  years. 

We  feel  that  this  wmuld  be  maybe  the  beginning  of  deterioration  of 
the  Veterans  Employment  Service.  However,  in  responding  to  my 
inquiry  the  Department  of  Labor  informs  me  that  its  appropriation 
estimate  for  fiscal  year  1972  provides  $2,470,000  for  the  VES  appro- 
priation. 

If  such  is  the  case,  the  amount  of  $2,470,000  is  considered  reasonable 
and  the  minimum  required  for  operating  the  Veterans  Employment 
Service.  However,  Mr.  Chairman,  the  Congress  has  traditionally  iden- 
tified funds  for  the  Veterans  Employment  Service  and  we  respectfully 
urge  the  reinstatement  of  this  customary  budget  item  in  the  Depart- 
ment of  Labor  budget  for  fiscal  year  1972. 

The  Veterans  Employment  Service  is  charged  with  this  nationwide 
responsibility  of  assuring  veterans’  preference  and  the  maximum  of 
job  opportunity  throughout  the  public  employment  service.  Their  job 
is  particularly  difficult  now  in  these  times  when  jobs  are  scarce  and 
the  rate  of  unemployment  of  veterans  is  higher  than  that  for  non- 
veterans. 

In  July  1970,  through  January  1971,  only  10.2  percent  of  the  vet- 
erans who  registered  in  43  State  employment  services  were  placed  in 
jobs.  In  the  same  period  jobs  were  found  for  15  percent  of  those  classi- 
fied as  disadvantaged.  Vietnam  veterans  in  the  20-29  age  bracket  ex- 
perienced a 9.3  percent  unemployment  rate  in  March-May  1970  period 
while  the  nonveterans  in  this  age  bracket  had  only  6.9  percent  unem- 
ployment rate. 

It  is  our  understanding  from  these  statistics  furnished  by  the  Bureau 
of  the  Census  that  veterans  amount  to  332.000  in  this  20-29  age  c:roup 
that  is  now  seeking  employment.  Most  of  the  Department  of  Labor 
services  to  the  veteran  include  job  training  under  the  MDTA.  How- 
ever, this  Manpower  Development  and  Training  Act  does  not  actually 
give  veterans  preference  treatment.  In  order  for  them  to  qualify  for 
treatment,  they  must  meet  the  criterias  established  by  the  Department 
of  Labor  in  their  definition.  So,  therefore,  very  few  veterans  are  eligi- 
ble for  this  program. 

The  most  recent  computation  showed  that  in  December  1970  only 
9.5  percent  of  all  veteran  applicants  were  disadvantaged. 

The  American  Legion,  recognizing  the  problem  and  the  difficulty  en- 
countered by  the  returning  veteran  in  obtaining  employment,  launched 
its  own  jobs- for- veterans  program  in  June  1970.  This  was  some 


1493 


months  before  the  Government  launched  a similar  program,  Mr. 
Chairman. 

We  have  experienced  quite  a bit  of  success  in  44  departments.  We 
have  it  on  a statewide  basis.  Twenty-six  departments  of  the  American 
Legion  have  held  at  least  one  or  more  successful  job  clinics  since  June 
1970.  As  an  example,  the  department  in  Oklahoma  on  June  23  had  a 
job  fair  and  there  was  more  than  6,300  veterans  registered,  and  over 
1,000  jobs  were  obtained  on  the  spot  and  many  more  are  coming  in 
daily. 

I talked  with  the  employment  people  yesterday  in  our  department. 
They  are  being  placed  in  some  of  these  jobs  continuously  since  the 
clinic. 

Other  departments,  the  department  of  Maryland  had  operated  a 
very  successful  clinic  back  in  March.  There  were  778  veterans  that 
were  placed  in  meaningful  employment.  There  were  997  placed  in  on- 
the-job  training  and  many  others  received  assistance  from  the  VA. 
There  were  1,971  in  that  clinic. 

The  department  of  Washington,  Seattle  Post  1,  has  a continuing 
24-hour  program.  We  receive  calls  by  telephone  and  a person  from 
the  post  will  contact  these  people.  Of  716  calls  this  one  post  has  re- 
ceived, 447  have  been  placed  in  meaningful  employment. 

Senator  Case.  I think  this  is  an  excellent  program  and  one  of  the 
most  useful  things  you  could  be  doing  right  now. 

You  have  about  2 minutes  more. 

Mr.  Kerby.  The  reason  I point  this  out  is  because  we  work  com- 
pletely with  the  Veterans  Employment  Service.  They  assist.  They 
have  given  100-percent  cooperation.  Therefore,  these  funds  are  very 
necessary,  that  they  be  earmarked  so  they  will  be  able  to  cooperate 
with  our  people  in  the  field. 

We  sponsor  these  clinics  in  our  posts  and  various  places  around  the 
country.  This  is  most  helpful. 

In  closing,  Mr.  Chairman,  I again  urge  the  subcommittee  to  favor- 
ably consider  the  overall  budget  request  of  the  Department  of  Labor 
and  also  especially  the  earmarked  funds,  that  they  be  so  designated. 

Senator  Case.  Thank  you  very  much. 

Mr.  Kerby.  I would  like  to  submit  this  for  the  record. 

Senator  Case.  Yes;  indeed,  you  may.  It  will  be  incorporated. 

(The  document  follows:) 

Most  Recent  Information  on  Job  Fairs,  Marts  or  Clinics  as  of  June  30,  1971 

The  American  Legion’s  “Jobs  for  Veterans”  program  is  now  operating  state- 
wide in  44  departments.  Twenty-six  departments  of  The  American  Legion  have 
held  one  or  more  very  successful  job  fairs,  marts  or  clinics  since  we  launched 
our  “Jobs  for  Veterans”  program  in  June  of  1970. 

The  foTowing  states  held  outstanding  job  clinics: 

Ai'izona:  Two  Job  Fairs  have  been  held.  One  in  Phoenix,  April  22,  and  one  in 
Tucson,  April  29,  1971.  A total  of  1200  veterans  and  62  employers  attended.  132 
veterans  were  employed  with  78  referrals  and  31  called  in  after  the  Fair  in 
Phoenix.  42  employers  actually  hired  veterans.  Many  jobs  went  unfilled  because 
of  not  being  able  to  find  qualified  veterans.  31  veterans  were  enrolled  in  voca- 
tional school.  17  veterans  received  VA  assistance  and  11  received  veterans  coun- 
seling. 387  veterans  registered  with  the  State  Employment  Ser\dce.  12  em- 
ployers called  in  31  jobs  for  veterans  after  the  Fairs.  All  local.  State  and  Federal . 
Agencies  participated.  News  coverage  was  excellent  from  all  media.  The  follow- 
up procedures  are  that  each  American  Legion  Post  will  act  as  a Job  Referral 
Agency  for  veterans  seeking  employment  wherein  they  will  refer  the  veteran  to 
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the  Veterans  Employment  Representative  in  the  State  Employment  Service 
nearest  his  home. 

Colorado:  A “Jobs  for  Veterans — ^Colorado”  Clinic  was  held  on  April  22,  1971. 
at  the  Colorado  National  Guard  Armory  in  Denver,  and  was  sponsored  hy  The 
American  Legion  Department  of  Colorado  and  the  Colorado  State  Employment 
Service.  Thirty-four  major  employers  and  15  agencies  participated  and  about 
4500  veterans  attended.  In  excess  of  600  veterans  were  placed  in  jobs,  while 
others  are  pending  further  job  development  and  placement.  Many  other  veterans 
received  various  types  of  assistance  such  as  placements  in  on-the-job  training 
and  registering  for  education  under  the  GI  Bill. 

Idaho:  The  American  Legion  Department  of  Idaho  sponsored  a Job  Fair  in 
Boise,  April  21,  1971.  62  employers  attended.  410  veterans  registered  for  inter- 
views. Final  resuUs  are  unavailable  other  than  that  30  veterans  were  hired 
on  the  spot  and  20  veterans  were  hired  later.  Other  applications  are  pending 
physical  examinations,  etc. 

Maine:  Two  Job  Fairs  have  been  held.  One  in  Portland,  November  10,  and 
one  in  Bangor.  November  19,  1970.  A total  of  864  veterans  attended.  320  were 
interviewed  for  educational  benefits,  68  fiVd  applications  or  claims  and  115 
veterans  were  further  interviewed  or  tested  for  VA  assistance.  760  veterans 
were  interviewed  for  jobs.  2 were  hired  on  the  spot  and  243  received  physicals 
and  further  interview.  Additional  Job  Fairs  were  scheduled  in  Portland,  May  18, 
and  in  Bangor,  May  20,  1971. 

Maryland:  The  American  Legion  Department  of  ^Maryland  in  cooperation  with 
the  Baltimore  News  American  held  a Job  Fair  on  March  15-19,  1971  at  the 
War  Memorial,  Baltimore.  119  Employers  participated.  1,914  veterans  registered 
of  which  about  278  veterans  were  placed  in  jobs  on  the  spot  and  1,774  were 
referred  to  employers.  A total  of  778  veterans  were  placed  in  employment. 
97  veterans  were  placed  in  on-the-joh  training.  987  veterans  received  YA  and 
other  assistance.  97  veterans  were  signed  up  for  high  school  courses  leading  to  a 
graduation  certificate. 

isfew  Jersey:  The  American  Legion  Department  of  New  Jersey  sponsored  a 
Job  Mart  on  April  24,  1971,  in  New  Brunswick.  Twenty-eight  employers  plus 
government  agencies  had  nearly  600  interviews  with  almost  300  applicants  for 
over  200  job  openings  in  89  different  categories  resulting  in  46  placements  thus 
far.  80  veterans  were  interviewed  for  YA  and  apprenticeship  programs. 

North  Dakota:  The  American  Legion  Department  of  North  Dakota  cosponsored 
a Job  Fair  on  March  30,  1971,  in  Fargo  in  cooperation  with  the  North  Dakota 
Employment  Security  Bureau,  the  Minnesota  Employment  Service  and  the 
Yeterans  Administration.  53  employers  attended.  551  veterans  registered  for 
employment.  Other  Job  Fairs  were  scheduled  for  May  13,  1971  in  Grand  Forks, 
Bismarck  in  late  August  and  Minot  in  October.  An  earlier  Job  Fair  had  been 
held  on  September  22,  1970  in  Minot.  28  employers  and  288  veterans  attended. 
157  veterans  were  placed  in  employment  or  on-the-job  training  . 

Ohio:  The  American  Legion  Department  of  Ohio  held  a Job  Fair  on  March  30, 
1971  in  Toledo,  in  cooperation  with  the  Ohio  Bureau  of  Employment  Services 
and  Yeterans  Employment  Service.  70  employers  participated,  40  of  which  hired 
veterans.  650  veterans  registered,  and  62  were  placed  in  jobs  immediately  and 
120  others  are  pending  interviews,  physical  examinations,  etc.  350  veterans  re- 
ceived YA  or  other  types  of  assistance.  The  Department  of  Ohio  had  held  other 
very  successful  Job  Fairs.  In  Cincinnati  on  September  23,  1970,  92  employers 
participated  and  interviewed  1,570  veterans  for  employment  or  on-the-job 
training. 

Oklahoma:  The  American  Legion  Department  of  Oklahoma  sponsored  a Job 
Fair  in  Oklahoma  City  on  June  23,  1971.  One-hundred  participating  employers 
hired  more  than  1,000  veterans  from  a total  of  6,300  that  registered  for  jobs. 
Many  more  will  be  hired  pending  further  review  of  applications  and  discussion 
with  employers.  According  to  supplemental  reports  received  Oklahoma  employers 
are  continuing  to  place  job  orders  and  many  more  of  the  jobless  veterans  who 
registered  at  the  Oklahoma  City  Job  Fair  are  being  placed  daily. 

Many  American  Legion  Departments  have  a continuing  “Jobs  for  Yeterans*’ 
program,  Exanmles  are : 

Minnesota:  The  American  Legion  of  Minnesota  cooperated  with  North  Dakota 
in  at  least  two  Job  Fairs.  They  do  an  outstanding  job  in  placing  veterans  in  jobs 
by  circulating  lists  of  unemployed  veterans  along  AviTi  their  qualifications  to  em- 
ployers. Minnesota  was  one  of  the  first  Departments  to  launch  a state-wide  “Jobs 
for  Veterans”  program.  In  Duluth  they  have  a personal  “veteran  contact”  con- 
tinuing program. 


1495 


Oklahoma:  Harrison-Powers  Post  79,  McAllister,  Oklahoma  is  working  cooper- 
atively with  the  Okahoma  State  employment  Service  and  the  local  Veterans 
Employment  Representatire.  201  veterans  have  been  placed  in  training  programs 
and  354  in  meaningtul  employment  since  October  8,  1970.  Clinton,  Oklahoma 
American  Lgion  Post  has  hired  a full  time  man  to  assist  veterans  in  obtaining 
meaningful  employment  and  other  types  of  counseling.  A Job  Fair  is  scheduled 
for  June  23  in  Oklahoma  City. 

South  Dakota:  In  South  Dakota  a meeting  was  held  in  February  by  the  post 
commanders  and  the  local  office  Employment  Service  Managers  in  the  15  largest 
cities  in  the  State.  At  this  meeting  a plan  was  outlined  whereby  they,  in  connec- 
tion with  any  other  organizations  in  their  communities,  would  establish  a task 
force  that  would  make  a door-to-door  canvass  of  the  major  employers  in  these 
communities.  A survey  form  was  drawn  up  and  a promotion  of  Jobs  for  Veterans 
Month  in  April  was  started. 

The  Governor  of  South  Dakota  issued  a proclamation  declaring  April  as  Jobs 
for  Veterans  Month.  This  was  followed  by  a like  proclamation  from  the  Mayors 
in  each  of  the  15  communities.  There  was  excellent  newspaper,  radio  and  tele- 
vision coverage  throughout  the  month. 

With  five  of  the  communities  involved  still  to  report,  we  have  the  following 
statistics  : 


Employer  contacts  made 1,  328 

Job  openings  developed 194 

Placements  made 33 

Employers  requesting  training  information 212 


The  names  of  those  employers  requesting  information  on  training  were  turned 
over  to  the  Veterans  Administration  Regional  Office  where  contacts  were  made  or 
are  being  made  by  the  VA  staff. 

Washington:  Post  #1,  Seattle,  has  a telephone  recorder  operational  24  hours 
each  day.  Advertisements  have  been  placed  in  newspapers,  on  TV  and  on  radio. 
Veterans  wishing  jobs  may  telephone  the  Post  and  leave  their  name,  number  and 
other  information  on  the  recorder.  A volunteer  of  the  Post  takes  the  names  from 
the  recorder  and  contacts  the  veterans  seeking  employment.  As  of  May  21.  1971, 
716  calls  had  been  received  and  447  veterans  were  placed  in  meaningful  em- 
ployment. 62  applications  referred  to  employers  for  further  discussion ; 41  re- 
ferred to  an  Agency  due  to  being  over-qualified.  Balance  pending  further  dis- 
cussions with  Post  Employment  Counselors. 

WORK  OF  AMERICAN  LEGION 

Senator  Case.  Senator  Percy. 

Senator  Percy.  Mr.  Chairman,  I have  no  questions,  however,  I 
would  like  to  make  a brief  statement.  I am,  first  of  all,  pleased  to  have 
my  own  25-year  certificate  this  year  in  the  American  Legion.  From  that 
vantage  point  I can  certainly  point  out  that  outside  of  taking  care  of 
disabled  veterans  and  widows  and  children  of  those  that  have  been 
killed  in  service,  the  wmrk  that  you  are  testifying  on  this  morning  is  the 
most  important  work  the  American  Legion  has  underway,  particularly 
today. 

What  a travesty  it  would  be  in  society  to  have  these  young  men  who, 
by  their  owm  voluntary  services  or  by  a lottery  system,  are  taken  out 
of  the  mainstream  of  American  economic  activity,  their  lives  and  edu- 
cation interrupted,  and  they  come  back  to  find  the  doors  closed. 

I can  report  to  you  after  having  attended  a Business  Council  meeting 
a few  months  ago  in  Hot  Springs,  that  a great  deal  of  attention  is  being 
given  to  this  subject.  These  members  employ  better  than  25  percent  of 
all  veterans  in  the  United  States  and  they  reaffirmed  their  desire  to 
cooperate  in  these  progi'ams. 

I know  our  own  Governor  Ogilvie  of  Illinois  has  been  very  active  in 
rousing  the  business  community  to  work  with  the  Legion  in  this  mag- 
nificient  effort  you  have  underway. 
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So  whatever  we  can  do,  to  have  these  funds  identified  and  make  cer- 
tain that  they  are  put  to  work  in  this  area  is  one  of  the  most  important 
things  we  can  do. 

I very  much  appreciate  your  testimony  this  morning. 

Mr.  Wertz.  Thank  you,  Senator  Percy.  In  Illinois,  your  State,  we 
have  a pilot  project  going  on  there  for  veterans  assistance  and  center- 
ing in  the  Chicago  area.  This  is  probably  going  to  follow  the  pattern 
that  we  hope  to  set  up  nationally.  It  has  been  a most  effective  program 
in  the  State  of  Illinois  in  order,  again,  to  continue  this  type  of 
program. 

We  do  have  to  rely  upon  the  Department  of  Labor  funds  and  em- 
ployment services.  For  this  reason,  I think  the  earmarking  of  funds 
for  this  specific  program  is  of  vital  importance  in  the  entire  setup. 

Senator  Percy.  I can  assure  you  my  own  post  is  located  right  there 
near  a company  for  which  this  is  a very  important  project.  We  have 
been  immensely  successful  in  past  years  in  placing  veterans  there.  I 
know  they  have  made  fine  workers.  The  training  and  skills  they  have 
developed  in  the  military  service  have  enabled  them  to  move  right 
along  in  job  training  and  other  upgrading  programs. 

So  I feel  that  when  we  take  this  story  to  the  country  and  to  American 
industry,  we  are  doing  them  a favor,  and  not  just  a favor  to  those 
veterans  who  have  already  done  so  much  for  their  country. 

Thank  you. 

Senator  Case.  Thank  you. 

The  thing  that  appeals  to  me  most  is  the  post  that  has  put  in  a 24- 
hour,  around-the-clock  service  for  answering  calls.  It  seems  to  me  that 
in  looking  for  ways  in  which  the  private  sector  can  supplement  what 
the  public  agencies  are  doing  is  one  of  the  very  real,  important  things, 
to  keep  it  a human  operation  and  one  that  is  available,  as  well  as  9-to-5 
and  5 days  a week. 

I commend  you  very  strongly.  Thank  you  very  much  for  your  testi- 
mony this  morning. 

Senator  Case.  Our  next  witness  is  Mr.  John  Collins,  Independent 
Oil  Workers  of  New  Jersey. 

Mr.  Collins  must  have  had  a little  trouble  coming  down. 

Mr.  McCauley  ? 

Senator  Case.  Our  next  witness  is  Mr.  Nelson  Jack  Edwards  of  the 
United  Auto  Workers. 

STATEMENT  OF  JACK  BEIDLER,  LEGISLATIVE  DIRECTOR,  UNITED 
AUTOMOBILE,  AEROSPACE  & AGRICULTURAL  IMPLEMENT 
WORKERS  OF  AMERICA 

ACCOMPANIED  BY  FRANK  WALLACK 

PREPARED  STATEMENT 

Mr.  Beidler.  Mr.  Chairman,  Mr.  Edwards  is  not  here  today.  He  is 
engaged  in  some  last-minute  negotiations  trying  to  avert  a strike  in 
New  York. 

So  we  thought  that  he  should  undertake  to  finish  that  negotiation. 

My  name  is  Jack  Beidler,  legislative  director  of  the  United  Auto 
lYorkers.  I am  accompanied  by  Frank  Wallack. 
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(The  statement  follows :) 

Statement  of  Nelson  Jack  Edwards,  Vice  President,  United  Automobile, 

Aerospace,  and  Agricultural  Implement  Workers  of  America  (UAW) 

The  UAW  is  here  today  to  ask  that  Congress  approve  at  least  three  times 
the  money  which  the  Administration  is  asking  to  implement  the  Occupational 
Safety  and  Health  Act  of  1970  for  Fiscal  1972. 

There  is  no  other  law  on  the  books  today  which  more  directly  affects  the  lives 
of  working  Americans  than  does  Public  Law  91-596,  which  covers  57  million  work- 
ers at  4.1  million  workplaces.  This  law  has  properly  been  described  as  a new 
magna  charta  for  working  men  and  women.  But  the  law — ^as  promising  as  it 
is — ^will  be  reduced  to  harmless  bits  of  paper  if  Congress  does  not  vote  enough 
money  for  the  law  to  be  carried  out. 

The  Administration’s  request  of  $50  million  for  Fiscal  ’72  is  shortsighted  and 
cruel.  We  ask  that  Congress  approve  no  less  than  $150  million  for  occupational 
safety  and  health  during  the  upcoming  fiscal  year.  Ultimately  we  favor  an  even 
bigger  level  of  spending.  The  Administration  is  asking  for  $1  per  worker.  We  are 
asking  here  for  $3  per  worker.  We  suggest  that  the  Gordon  Counterbudget  of 
$4  and  ultimately  $10  per  worker  are  the  kinds  of  realistic  expenditures  for 
worker  health  and  safety  which  the  Congress  must  reckon  with  during  the  next 
five  years. 

Health  and  safety  hazards  on  the  job  were  the  number  two  complaint  in  a 
U.S.  Department  of  Labor  survey  completed  this  year.  On  a scale  of  19  sources  of 
job  discontent,  some  38  percent  of  all  workers  said  that  health  and  safety  hazards 
ranked  as  the  second  highest  problem.  We  ask  that  the  pertinent  sections  of  that 
survey  as  described  in  the  Monthly  Labor  Review  (April,  1971)  be  made  part  of 
this  hearing  record.  (Appendix  I) 

In  a U.S.  Public  Health  Service  study  of  1 million  workers  in  the  Chicago  area, 
it  was  found  in  1968  that  46.2  percent  of  those  workers  were  exposed  to  senous 
and  urgent  health  hazards  on  their  jobs.  We  ask  that  a table  prepared  from  that 
study  also  be  made  part  of  the  record  today.  (Appendix  II) 

These  two  government  studies  show  very  clearly,  if  documented  proof  is 
needed,  that  occupational  safety  and  health  is  a sorely  neglected  area  of  national 
concern.  It  is  not  enough  to  say  that  the  problem  be  solved  by  collective  bar- 
gaining. Many  of  the  health  and  safety  problems  suffered  by  workers  today  are 
too  subtle,  too  technical,  and  too  complex  to  be  settled  by  contract  language  be- 
tween labor  and  management.  And  only  20  million  of  the  57  million  workers  under 
the  protection  of  the  law  have  the  added  protection  of  collective  bargaining 
agreements.  Thus  the  role  of  the  federal  government  is  crucial.  We  need  more 
research,  more  training,  and  more  inspectors  so  that  the  American  workplace  can 
be  safer  and  healthier. 

The  National  Safety  Council  has  estimated  that  the  nation  loses  at  least  $20 
billion  each  year  from  unsafe  and  unhealthy  jobs.  The  entire  nation  will  be  the 
gainer  if  the  new  law  is  fully  and  fairly  implemented — workers  will  live  longer 
and  in  better  health,  industry  will  have  more  productivity,  and  the  gross  national 
product  of  our  country  will  expand.  Obviously,  it  will  not  happen  overnight.  Rut 
if  the  Congress  will  support  this  law  with  adequate  money,  we  can  make  signifi- 
cant headway  toward  the  goal  of  a humane  work  environment. 

We  estimate  that  only  1,000  inspectors  can  be  hired,  trained  and  put  into  op- 
eration toward  the  end  of  Fiscal  1972  if  Congress  supports  the  Administration’s 
request  for  $25  million  for  the  Department  of  Labor.  Nobody  can  accurately  meas- 
ure the  output  of  a safety  and  health  inspector,  but  it  is  unlikely  that  any  one  in- 
spector can  make  more  than  200  inspections  at  the  very  most — which  means 
that  only  200,000  inspections  can  be  made  during  the  first  year  of  this  law.  This  is, 
in  our  judgment,  a travesty  upon  the  American  working  man  and  woman.  Every 
one  of  the  4.1  million  workplaces  ought  to  have  at  least  one  inspection,  if  not 
more.  We  realize  that  some  of  these  are  very  small  establishments.  Three  mil- 
lion of  the  workplaces  have  seven  or  less  workers.  We  ask  that  a table  describ- 
ing the  size  and  kind  of  establishments  as  prepared  by  the  Department  of  Labor 
be  made  part  of  the  record  here.  (Appendix  III) 

We  estimate  that  under  our  proposal  the  federal  government  could  hire,  train, 
and  put  into  the  field  a minimum  of  3,000  inspectors  which  could  provide  at 
least  600.000  inspections  during  the  year. 

By  beefing  up  money  for  the  Institute  for  Occupational  Safety  and  Health 
under  the  HEW  budget  for  fiscal  1972,  Congress  will  be  providing  money  for 
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basic  research  and  training  which  is  vitally  needed  to  make  this  new  law  real  in 
the  lives  of  working  people.  Only  one  out  of  every  three  Americans  today  is  in 
the  workforce.  We  in  the  UAW  have  enthusiastically  supported  programs  for 
the  poor,  the  elderly,  the  young,  and  the  handicapped.  We  gladly  support  re- 
search programs  which  study  how  to  nourish  the  young,  help  the  poor  and 
elderly — but  there  are  few  basic  research  projects  underway  today  to  minimize 
the  noise,  the  grime,  the  drudgery,  and  hazards  of  the  American  workplace.  We 
think  that  the  federal  research  arm  of  the  Department  of  Health,  Education, 
and  Welfare  can  do  far,  far  better  than  it  has  for  the  person  who  works  long 
and  hard  hours  at  his  job,  often  at  great  peril  to  his  very  life.  If  Congress 
approves  the  $25  million  for  HEW  which  the  Administration  is  asking  it  will 
be  a rude  slap  in  the  face  to  millions  upon  millions  of  our  fellow  Americans. 

There  are  training  and  education  programs  promised  by  PL  91-596  which 
will  not  get  off  the  drawing  board  if  the  Department  of  Labor  gets  only  the 
$25  milUon  asked  by  the  Administration. 

Finally,  the  50  states  have  $80  million  pending  in  requests  to  implement  their 
state  plans.  DDL  is  asking  for  only  $13  million  for  the  states.  We  hasten  to  say 
that  the  federal  law  was  passed  because  the  states  had  failed.  But  if  we  accept 
the  Administration’s  rhetoric  that  the  states  get  more  money,  that  $13  million 
barely  scratches  the  surface  of  what  the  states  are  asking  for. 

We  indicated  in  our  testimony  before  the  House  Appropriations  Subcommittee 
for  Labor/HEW  that  we  welcome  the  suggestion  of  Dr.  Jerome  Gordon  for  a 
five  year  $2.2  billion  ouPay  for  occupational  safety  and  health  expenditures. 
Half  of  that  money  is  income  from  a 5 percent  tax  on  workmen’s  compensation. 
A smaller  tax  of  this  kind  works  now  in  Michigan  and  Oklahoma  and  is  fed  back 
to  the  state  safety  and  health  programs.  We  are  not  at  this  time  recommending 
such  a tax  on  workmen’s  compensation,  but  we  certainly  approve  Dr.  Gordon’s 
proposal  for  a more  comprehensive  and  larger  attack  on  the  job  safety  and 
health  problems  of  American  working  people.  We  attach  his  proposal  and  ask 
that  it  be  part  of  this  record.  (Appendix  IV) 

The  Administration’s  entire  approach  to  funding  for  PL  91-596  is  a nickles 
and  dimes  approach  which  ill  behooves  a nation  with  a trillion  dodar  gross 
national  product.  The  noise,  the  dust,  the  fumes,  the  gas,  and  the  physical 
hazards  which  face  millions  of  workers  every  day  of  the  year  can  be  reduced 
and  in  time  eliminated  if  the  nation  will  dedicate  more  of  its  resources  and 
talents  to  making  the  workplace  safe  and  healthful.  But  it  will  only  happen  if 
the  Congress  takes  the  initiative. 

Chairman  Dan  Flood  of  the  House  subcommittee  asked  what  wid  happen  if 
Congress  votes  the  money  and  the  President  refuses  to  spend  it.  A fair  question, 
since  $12  bidion  of  approved  money  is  unspent.  We  are  confident  that  the  moral 
imperative,  in  this  instance,  will  compel  the  Administration  to  implement  the 
law  if  Congress  provides  the  strong  level  of  funding  we  are  asking  for  here. 

The  money  we  are  asking  for  here  is  money  which  goes  directly  to  help  the 
people  who  are  the  muscle  and  backbone  of  America.  In  terms  of  the  demands 
upon  the  U.S.  Treasury  the  mere  $150  million  we  ask  for  here  is  very  small. 
It  is  less  than  $1  per  citizen,  but  it  does  represent  $3  per  worker  and  is,  there- 
fore, fully  justified  by  the  promise  and  requirements  of  the  new  job  safety  and 
health  law. 

[Excerpted  from  Monthly  Labor  Review,  April  1971] 

Appendix  I 

The  Working  Conditions  Survey  as  a Source  of  Social  Indicators 

(Preview  of  nationwide  survey  presents  preliminary  findings  on  workers’ 
attitudes  toward  labor  standards  problems  and  on  job  satisfaction  by  Neal  Q. 
Herrick*  and  Robert  P.  Quinn*) 

“It  is  a good  general  rule  that  governments  only  begin  to  do  something  about 
problems  when  they  learn  to  measure  them.”  ^ 


*Neal  Q.  Herrick,  a Federal  Executive  Fellow  with  The  W.  JH.  Uniohn  Institute  for 
Employment  Research,  served  as  director  of  planning  for  the  Workplace  Standards  Ad- 
ministration, U.S.  Department  of  Labor,  from  1967  to  1970.  Robert  P.  Quinn  is  a research 
associate.  Survey  Research  Center,  The  University  of  Michigan.  The  author’s  views  do  not 
necessarily  represent  the  positions  of  the  Institute  or  the  Research  Center. 

1 Daniel  P.  Moynihan,  in  the  Statement  of  the  Counsellor  to  the  President  in  Toward 
Balanced  Growth:  Quantity  With  Quality,  July  4,  1970,  p.  9. 
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Social  legislation  often  has  been  inspired  by  failures  of  the  system.  The  de- 
pression of  the  1930’s  produced  the  Social  Security  Act.  Some  widely  publicized 
scandals  of  the  1950’s  resulted  in  legislation  governing  the  finances  of  labor 
unions.  The  deaths  of  78  workers  in  a Farmington,  W.  Va.,  mining  tragedy  in 
Xovember  1968  helped  bring  about  the  Coal  Mine  Health  and  Safety  Act. 

Some  failures,  however,  are  fragmented  in  time  and  space  and  are,  therefore, 
not  as  easily,  recognized.  For  example,  the  economic  and  emotional  impacts  of 
disabling  accidents  to  persons  not  covered  by  workmen’s  compensation  are  felt 
mainly  by  the  injured  workers  and  their  families.  Despite  the  tragic  dimensions 
of  this  problem  and  the  length  of  time  it  has  existed,  about  a half  million  fami- 
lies a year  are  now  left  without  income  as  a result  of  disabling  occupational 
accidents.  To  make  a bad  situation  worse,  many  of  those  compensated  receive 
far  less  in  proportion  to  their  incomes  than  was  the  case  40  years  ago.  And  so, 
at  least  partially  because  of  an  information  system  that  leans  heavily  upon 
dramatic  and  publicized  disasters  to  stimulate  governmental  action,  workmen’s 
compensation  in  America  remains  inadequate. 

Responsible  government  must  assure  that  headline-making  failures  of  the  sys- 
tem are  not  the  sole  prerequisites  of  action.  There  are  other,  more  accurate  ways 
of  assessing  the  magnitude  of  problems  than  by  their  suitability  for  news  cov- 
erage. As  economic  indicators  are  used  to  formulate  fiscal  and  monetary  policy, 
so  should  working  conditions  indicators  be  developed  to  help  shape  laws  and  pro- 
grams to  meet  workers’  needs. 

An  information  system  is  required  to  help  policymakers  evaluate  working 
conditions.  Three  components  are  essential  to  such  a system  : (1)  Objective  data 
relating  to  working  conditions  problems  (such  as  occupational  safety  statistics)  ; 
(2)  the  considered  judgments  of  specialists  in  these  problems;  and  (3)  data 
refiecting  a view  of  working  conditions  through  the  eyes  of  the  American  worker. 

The  first  two  elements  have  been  available  in  some  degree  for  years.  There 
remains  an  urgent  need  to  develop  and  use  continuing  measures  of  working  con- 
ditions problems  as  experienced  and  evaluated  by  the  workers  themselves,  thus 
providing  much-needed  worker  participation  in  this  field  of  social  change. 

This  was  the  Department  of  Labor’s  intent  in  1968  when  it  contracted  with  the 
University  of  Michigan’s  Survey  Research  Center  to  conduct  the  first  in  a pro- 
posed series  of  triennial  natiom^ude  surveys  of  employed  persons.  The  Department 
recognized  two  major  possibilities  : First,  that  the  proportion  of  its  resources 
allocated  to  existing  programs  might  not  reflect  the  actual  importance  of  these 
programs  to  workers,  and  second,  that  its  traditional  labor  standards  programs 
might  be  ignoring  other  important  problems  confronting  workers. 

The  survey  was  conducted  in  November  and  December  of  1969,  using  a national 
probability  .sample  of  1,533  employed  persons  16  years  of  age  and  older  who 
worked  20  hours  a week  or  more.  It  inquired  into  the  extrinsic  and  intrinsic  ele- 
ments of  work  and  attempted  to  relate  these  elements  to  workers’  satisfaction  with 
their  jobs.  The  extrinsic  elements  were  the  traditional  labor  standards,  such  as 
occupational  safety  and  workmen’s  compensation.  The  intrinsic  elements  related 
to  what  had  been  described  by  a previous  Secretary  of  Labor " as  being  as  great 
a problem  in  our  time  as  unemployment  was  in  the  1930’s : Human  fulfillment 
through  work. 

This  article  reports  some  of  the  preliminary  findings  of  the  survey  as  a preview 
of  other,  more  detailed  reports.  Analysis  of  the  data  has  so  far  "been  confined 
largely  to  the  compilation  of  simple  descriptive  statistics  and  bivariate  frequency 
tables.  Additional  analyses  are  currently  underway  at  the  Survey  Research  Cen- 
ter, the  Department  of  Labor,  and  the  W.  E.  Upjohn  Institute  for  Employment 
Research.  Other  qualified  researchers  are  invited  to  make  use  of  the  data  file.^ 
Until  such  analyses  are  completed,  only  qualified  conclusions  can  be  drawn.  For 
example,  workers  who  received  many  paid  vacation  days  reported  generally  high 
job  satisfaction.  However,  they  tended  to  be  concentrated  in  certain  occupations 
or  income  levels.  Hence,  it  cannot  be  concluded  that  paid  vacation  days  by  them- 
selves contributed  to  job  .satisfaction. 


ConimfssionerT  Willard  Wirtz  made  this  point  at  a 1967  meeting  of  State  Labor 

+-V.I  should  be  address^  either  to  the  Workplace  Standards  Administration  of 

the  L.S.  Departinent  of  Labor  Washington.  D.C..  or  to  Drs.  Robert  Quinn.  Stanley  Sea- 
shore, or  Robert  Kahn  at  the  Survey  Research  Center  of  The  University  of  Michigan 
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TABLE  l.-RANKINGS  OF  LABOR  STANDARDS  PROBLEM  AREAS 
[Percent  distribution] 


Problem  Area 


Inadequate  fringe  benefits 

Health  and  safety  hazards 

Transportation  to  and  from  work 

Unpleasant  physical  working  conditions 

Inconvenient  or  excessive  hours 

Inadequate  income 

Work-related  illness  or  injury 

Unsteady  employment 

Occupational  handicaps 

Invasion  of  privacy  by  employer 

Mistreatment  by  employment  agencies  (within  past  3 years) 

How  democratically  one’s  union  is  run 

How  well  one’s  union  is  managed 

Failure  to  receive  wages  or  salary  due  (within  past  3 years) 

Age  discrimination 

Inadequate  expense  coverage  during  work-related  illness  or  injury 

(within  past  3 years) 

Race  or  national  origin  discrimination 

Sex  discrimination 

Wage  garnishment  or  assignment  (within  past  3 years) 


Percentage  of 
all  workers 
reporting  1 
problem  or 
more  in  each 
area  i 


2 39 
38 
35 
33 
30 
26 
13 
10 
9 
38 
47 
56 

55 

25 

5 


93 

10  3 

11  2 


Percentage 
of  those 
reporting 
the  problem 
who  regarded 
it  as  “sizable 
or  great’’ 


43 

51 

39 

38 

38 
62 
56 
37 

39 
28 
68 
58 
58 
43 
35 

39 

53 

42 

72 


Percentage  of 
all  workers 
considering 
protection 
against  the 
problem 
as  "very 
important’’ 


43 

64 

39 

51 

39 

68 

71 

59 

39 

48 

50 

56 

56 
68 
48 

69 

47 

38 

57 


1 The  1st  percentages  in  this  column  are  based  on  the  full  sample.  Those  in  footnotes  are  based  on  all  workers  “eligible” 
to  experience  the  problem. 

2 45  percent  of  wage-and-salary  workers  only. 

3 9 percent  of  wage-and-salary  workers  only. 

4 47  percent  of  those  who  had  dealt  with  an  agency  in  past  3 years. 

5 18  percent  of  union  members  only. 

5 18  percent  of  union  members  only, 

2 6 percent  of  those  who  at  some  time  in  past  3 years  had  worked  for  wages  or  salary. 

8 68  percent  of  those  who  at  some  time  in  past  3 years  had  been  away  from  work  for  2 weeks  or  more  due  to  a work- 
related  illness  or  injury. 

9 17  percent  of  blacks. 

10  8 percent  of  women. 

44  2 percent  of  those  who  at  some  time  in  past  3 years  had  worked  for  wages  or  salary. 

LABOR  STANDARDS  PROBLEMS 

Special  emphasis  was  devoted  to  investigating  the  problems  faced  by  workers 
in  the  19  labor  standards  areas  listed  in  table  1.  These  problem  areas  range  from 
such  enduring  concerns  as  adequacy  of  income  to  more  recent  concerns  such  as 
transportation  problems  and  the  invasion  of  a worker’s  privacy  by  his  employer. 
Data  were  collected  regarding  the  frequency  with  which  these  problems  occurred, 
their  severity  as  judged  by  the  workers  who  experienced  them,  and  the  extent 
to  which  workers  indicated  they  wanted  to  be  protected  against  the  occurrence  of 
such  problems  by  “government,  a union  (their)  employer,  or  someone  else.” 

According  to  these  criteria,  the  labor  standards  areas  that  were  most  important 
to  workers  were  those  relating  principally  to  the  general  area  of  health  and 
safety  (including  health  and  safety  hazards,  unpif'nsant  physical  working  condi- 
tions, work-related  illness  or  injury,  and  wage  los  \ following  a work-related  ill- 
ness, or  injury)  and,  secondarily,  to  the  general  area  of  income  (including  inade- 
quate income,  inadequate  fringe  benefits,  and  wage  loss  through  either  garnish- 
ment or  an  employer’s  withholding  of  wages).  (See  table  1.)  Looked  at  individu- 
ally, however,  the  importlance  of  more  spiecific  labor  standards,  areas  depends 
somewhat  upon  the  criterion  of  importance  employed.  For  example,  although  prob- 
lems with  the  inadequate  fringe  benefits  were  very  frequent,  relatively  few  work- 
ers considered  protection  from  such  problems  as  “very  important”  when  siicn 
problems  were  compared  to  other  labor  standards  problems.  Transportation 
diflBculties  and  problems  with  inconvenient  or  excessive  hours,  al- 
though occurring  frequently  were  of  comparatively  low  severity,  and 
relatively  few  workers  felt  it  very  important  that  they  be  protected 
against — a work-related  illness  or  injury — was  neither  the  most  frequent  nor 
most  severe  type  of  problem  reported.  Mistreatment  by  employment  agencies 
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and  problems  with  unions  were  among  the  most  severe  types  of  problems 
reported,  yet  their  incidences  were  comparatively  modest.  The  least  fre- 
quently occurring  problem,  wage  garnishment  or  assignment,  was  neverthe- 
less the  most  severe  problem.  The  withholding  or  delaying  of  wages  by  employers 
occurred  infrequently,  and  when  it  did  it  was  not  generally  reported  by  workers 
as  very  severe ; however,  a large  percentage  of  workers  regarded  protection 
against  incidences  of  wage  loss  or  delay  as  very  important  to  them. 

occur ATIOIS'AL  SAFETY  AYD  HEALTH 

The  high  priority  assigned  to  occupational  safety  and  health  problems  by  work- 
ers supports  the  need  for  vigorous  administration  of  the  Occupational  Health 
and  Safety  Act.  Workers  reported  “becoming  ill  or  injured”  as  the  labor  stand- 
ards problem  against  which  they  most  wanted  to  be  protected  and  “health  and 
safety  hazards”  as  the  area  involving  some  of  their  most  frequent  and  severe 
difficulties.  In  addition,  33  percent  reported  working  under  physical  conditions 
they  felt  were  not  necessarily  hazardous,  but  were  unpleasant  or  irritating. 
Workers  reporting  problems  with  such  unpleasant  physical  working  conditions 
principally  complained  about  difficulties  with  heat  (or  lack  of  heat),  overcrowd- 
ing, unclean  conditions,  and  inadequate,  antiquated,  or  uncomfortable  furnish- 
ings. Finally,  a full  13  percent  of  the  workers  interviewed  reported  that  they 
had  actually  experienced  a work-related  injury  or  illness  in  the  last  3 years.  Of 
these  42  percent  reported  that  the  injury  had  kept  them  off  work  for  2 weeks 
or  more.  Furthermore,  two-thirds  of  the  latter  group  indicated  that  they  had 
trouble  meeting  medical  or  living  expenses  during  this  period. 

Xot  unexpectedly,  more  men  than  women  (45  percent  compared  with  26  per- 
cent) and  more  blue-collar  than  white-collar  workers  (50  percent  versus  25  per- 
cent) reported  facing  occupational  hazards.  More  interesting,  however,  is  the 
large  absolute  percentage  of  white-collar  and  women  workers  who  reported  oc- 
cupational hazards.  An  examination  of  workers’  descriptions  of  the  hazards  they 
faced  indicated  that  many  were  respecters  of  neither  sex  nor  collar  color.  These 
included  physical  violence  or  abuse  from  other  people,  communicable  diseases, 
extremes  of  temperature  or  humidity,  exposure  to  the  elements,  and  dangers 
to  which  the  worker  was  exposed  while  traveling  as  part  of  his  job.  The  data 
suggested  that  increased  attention  should  be  paid  to  health  and  safety  hazards 
occurring  outside  factories  or  other  blue-collar  working  environments. 

NEW  DIRECTIONS 

The  survey  data  are  still  in  the  early  stages  of  analysis.  However,  several 
tentative  conclusions  can  be  drawn  about  the  problems  confronting  workers. 
These  conclusions,  and  some  of  their  possible  implications  for  new  directions  in 
policies  and  programs,  follow. 

Safety  and  Health.  Occupational  safety  and  health  hazards  ranked  first  among 
those  problems  workers  wished  to  be  protected  against.  Further,  safety  and  health 
problems  were  among  those  most  frequently  reported  and,  when  reported,  work- 
ers believed  they  were  among  the  most  severe  of  all  labor  standards  difficulties. 
The  survey  data  strongly  support  the  need  for  full  and  complete  utilization  of 
the  provisions  of  the  Federal  Occupational  Safety  and  Health  Act,  effective 
April  28, 1971. 

Workmen's  Compensation.  The  labor  standards  problems  against  which  most 
workers  wanted  protection  were  work-related  illness  or  injury  and  inadequate 
expense  coverage  for  such  illness  or  injury.  The  need  for  improved  protection  is 
further  substantiated  by  the  fact  that,  among  the  workers  who  reported  an 
occupational  disability  of  2 weeks  or  more,  68  percent  had  problems  in  making 
ends  meet  during  disability. 

About  20  percent  of  American  workers  fall  outside  the  scope  of  workmen’s  com- 
pensation laws  and.  of  those  who  are  covered,  few  receive  payments  as  high  in 
proportion  to  income  as  their  fathers  and  grandfathers  received.  This  problem 
is  compounded  by  changes  in  our  consumer  credit  structure — the  increased  avail- 
ability and  use  of  loans  for  the  purchase  of  major  consumer  items  (homes,  auto- 
mobilies.  appliances) — which  have  made  it  increasingly  difficult  for  workers  to 
reduce  their  living  expenses  on  short  notice.  Because  disabled  workers  cannot 
effectively  represent  their  own  interests,  our  workmen’s  compensation  system  ( or 
lack  of  it)  has  been  an  easy  problem  to  dismiss.  The  time  has  come  to  face  this 
issue. 
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No  long  term  planning  designed  to  improve  the  conditions  under  which  people 
work  can  avoid  such  issues  without  being  justifiably  accused  of  constituting  only  a 
partial  assault  on  the  problems  of  the  American  worker.  Government  programs 
have  too  long  avoided  grappling  with  the  less  tangible  aspects  of  working  con- 
ditions, which  nevertheless  have  a significant  impact  upon  workers’  job  satisfac- 
tion, mental  health,  and  self-development. 

The  difficulties  entailed  in  the  solution  of  such  problems  are  immense.  However, 
the  content  of  workers’  jobs  and  its  impact  upon  their  development  and  well  being 
is  an  area  too  important  to  be  ignored  simply  because  there  are  too  few  mechan- 
isms now  available  for  dealing  with  it. 

Increased  attention  should  be  directed  toward  two  basic  human  concerns  in  the 
workplace:  (1)  Satisfaction  of  people  with  the  economic  and  tangible  returns 
from  their  efforts;  and  (2)  self-fulfillment  of  individuals  through  their  work. 
Although  considerable  progress  has  been  made  in  solving  the  first  problem,  the 
importance  of  the  second  has  barely  begun  to  be  recognized.  The  health  of  the 
economy  is  still  measured  solely  in  terms  of  the  efficiency  with  which  it  can 
produce  large  quantities  of  consumer  goods.  A second  measure — and  concern — is 
needed : One  which  considers  the  contribution  work  is  making  to  the  quality  of 
life  and  to  the  growth  and  happiness  of  the  worker.  Since  the  worker  himself 
is  the  best  source  for  such  a measure,  continuing  surveys  of  the  worker’s  attitudes 
will  be  needed. 

TABLE  II.— NATURE  AND  EXTENT  OF  ANY  POTENTIAL  HEALTH  HAZARDS  TO  WHICH  WORKERS  WERE  EXPOSED  IN 
CHICAGO.  ILL,  1968,  PROJECTED  FROM  SURVEY 


Plants  I nplant  workers  at  risk 


Percent  Projected  Percent  Projected 

Nature  of  potential  hazard  1 surveyed  number  surveyed  number 


Urgent 6.3  922  10.6  111,200 

Serious 21.8  3,154  35.6  373,627 

Well  controlled 45.0  6,510  40.3  422,570 

None 26.7  3,873  13.4  141,001 


Total 99.8  214,459  99.9  21, 048,398 


1 Urgent— Plant  needs  immediate  industrial  hygiene  evaluation  on  survey.  Serious— Plant  needs  visit  within  1 year. 
Well  controlled— Plant  needs  visit  within  3 years.  None— Plant  does  not  require  visit  within  3 years. 

2 Totals  of  these  columns  vary  from  other  tables  due  to  truncation. 


TABLE  I.— ESTIMATED  NUMBER  OF  ESTABLISHMENTS,  BY  SIZE  GROUP  AND  BY  INDUSTRY,  SUBJECT  TO  THE 
PROVISIONS  OF  THE  OCCUPATIONAL  SAFETY  AND  HEALTH  ACT  OF  1970  i 

[In  thousands] 


Employment  size  group  of  establishments 


100  and 


Industry 

Total 

1-3 

4-7 

8-19 

20-49 

50-99 

over 

Estimated  number  of  establishments 

Total  United  States 

4, 152.  4 

2, 167.  4 

942.5 

621.0 

269.3 

81.8 

70.4 

Agriculture,  forestry,  and  fisheries  (ex- 
cluding farms).  . 

31.5 

19.0 

6.7 

4. 1 

1.3 

. 3 

.1 

Farms  ...  

417.0 

240.0 

158.0 

2 19.0  .. 

Contract  construction 

308.0 

157.1 

65.5 

51.9 

22.8 

6.9 

3.8 

Manufacturing 

299.2 

70.3 

47.7 

66.0 

52.2 

26.7 

36.3 

Transportation 

44.9 

15. 1 

8.6 

10.3 

5.8 

2.5 

2.6 

Wholesale-trade.  ...  

298.4 

113.6 

67.3 

71.3 

33.5 

8.7 

4.0 

Retail  trade.  ...  ..  . 

1,197.5 

597.3 

293.4 

199.4 

83.9 

16.5 

7.0 

Finance,  insurance,  add  real  estate 

395.1 

242.6 

75.4 

53.5 

15.8 

4.4 

3.4 

Services  . ...  . . 

1,073.0 

652.8 

204.3 

135.7 

51.2 

15.8 

13.2 

Unclassified 

87.8 

59.6 

15.6 

9.8 

2.8  .. 

1 Data  relate  to  March  1969. 

2 The  19,000  farms  shown  in  the  8-19  size  group  actually  extend  through  the  100  and  over  size  group. 
Source:  U.S.  Department  of  Labor. 
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TABLE  II.— ESTIMATED  NUMBER  OF  EMPLOYEES,  BY  ESTABLISHMENT  SIZE  GROUP  AND  BY  INDUSTRY, 
SUBJECT  TO  THE  PROVISIONS  OF  THE  OCCUPATIONAL  SAFETY  AND  HEALTH  ACT  OF  1970  ^ 

[In  thousands] 


Employment  size  group  of  establishments 


Industry 

Total 

1-3 

4-7 

8-19 

20-49 

50-99 

100  and 
ever 

Estimated  number  of  employees 

Total  United  States 

57,011 

3,715 

4,955 

7, 673 

8,393 

5, 766 

26, 509 

Agriculture,  forestry,  and  fisheries  (ex- 
cluding farms) ...  . 

228 

40 

42 

58 

45 

21 

22 

Farms  ... 

1,315 

300 

750 

2 265  .. 

Contract  construction  . . . 

3, 500 

299 

373 

677 

756 

514 

881 

Manufacturing ...  .. 

19.512 

126 

245 

799 

1,583 

1,795 

14,  964 

Transportation 

2. 166 

28 

47 

131 

184 

175 

1,601 

Wholesale  trade.  ......... 

3, 869 

203 

351 

852 

992 

580 

891 

Retail  trade.  

11,067 

1. 127 

1,569 

2,414 

2,552 

1,149 

2,256 

Finance,  insurance,  and  real  estate 

3, 695 

423 

432 

709 

539 

338 

1,254 

Services...  

11,659 

1,169 

1,146 

1,768 

1,742 

1,194 

4, 640 

‘ Data  relate  to  September  1970. 

2 The  265,000  farm  employees  in  8-13  sire  group  actually  extend  through  the  100  and  over  group. 

Source:  U.S.  Department  of  Labor. 

Note:  These  tables  exclude  certain  industry  groups  and  their  employees,  pending  final  determination  of  the  extent  of 
coverage  of  the  act. 

Statement  of  Jerome  B.  Gordon,  Executtv’e  Vice  President, 

Haldi  Associates,  Inc. 

INTRODUCTION 

On  April  28,  1971,  the  Occupational  Safety  and  Health  Act  of  1970  went  into 
effect  with  less  than  $11  Million  in  appropriated  funds  to  implement  it.  Both 
the  House  and  Senate  Labor  Committees  and  the  Nixon  Administration  were 
caught  completely  unprepared  with  strong  fiscal  counter-proposals  with  which 
to  present  to  both  the  House  Appropriations  and  Senate  Finance  Committees. 
As  a result,  the  programs  at  both  H.E.W.  and  Labor,  as  well  as  those  in  the 
states  are  crippled  and  workers  are  unprotected. 

In  order  that  all  parties  concerned  might  be  better  prepared  for  the  current 
appropriations  hearings  on  the  Act  for  Fiscal  Year  1972,  I have  prepared  a 
five  year  program  budget  to  meet  the  basic  goals  of  the  Act : protecting  those  on 
the  job  and  cleaning  up  the  nation’s  industrial  environment.  The  proposed  budget 
is  motivated  by  the  following  facts  unearthed  during  the  tumultuous  debates 
that  led  to  the  Act’s  passage. 

15,000  lives  lost  on  the  job. 

half  a million  workers  disabled  by  occupational  diseases. 

25  million  serious  injuries  sustained  by  American  workers  annually. 

16  million  workers  with  serious  hearing  loss  resulting  from  the  ravages  of 
industrial  noise. 

8 to  10  million  workers  with  no  protection  under  the  law. 

If  we  can  resolve  to  spend  $40  Billion  to  reach  the  moon ; $1.1  Billion  annually 
to  clean  up  our  rivers  and  streams,  then  we  can  spend  $2.2  Billion  to  clean  up  the 
nation’s  workplaces  and  cease  the  unseemly  toll  of  human  lives  and  misery. 

PROGRAM  BUDGET  OBJECTIVES 

To  assure  clean  and  healthful  workplaces  for  all  workers  covered  under  PL 
91-596  by  1976. 

To  enforce  PL  91-596  through  a unified  national  system  of  federal  and  state 
compliance  and  technical  assistance. 

To  accelerate  development  of  federal  standards  for  effective  enforcement  of 
PL  91-596. 

To  monitor  and  determine  the  extent  of  hazards  in  the  nation’s  industrial  en- 
vironment and  the  health  status  of  workers  on  the  job. 
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To  acquire  basic  knowledge  about  the  hazards  of  the  work  environment  and 
translate  it  into  systems  and  devices  for  combatting  and  correcting  them. 

To  develop  the  basic  human  resources  through  the  nation’s  universities,  re- 
search centers,  industrial  and  labor  organizations  to  man  occupational  safety 
and  health  programs. 

To  procure  the  pre-requisite  facilities,  systems  and  devices  to  protect  the  work- 
er on  the  job. 

THE  BUDGET  IN  BRIEF 

To  meet  the  primary  objective  of  assuring  clean  and  healthful  workplaces  for 
all  workers  by  1976  will  require  the  cumulative  expenditure  of  over  $2.2  Billion 
dollars  over  the  next  five  fiscal  years.  The  breakdown  by  major  program  is  as 
follows : 

CUMULATIVE  5-YEAR  SPENDING 
[In  millions  of  constant  dollars] 


Percent 

Program  Amount  distribution 


Standards  development 

Compliance  and  technical  assistance. 

Hazard  and  health  surveillance 

Research  and  development 

Resource  development 

Procurement 


$116.0 

5.2 

838.0 

37.9 

60.0 

2.7 

344.0 

15.6 

119.0 

5.4 

733.0 

33.2 

Total 


2,210.0  100.0 


Slightly  less  than  two-fifths  (37.6  per  cent  or  $833  million)  of  the  budget  is 
allocated  to  mandated  state  programs  and  projects  requiring  100  per  cent  federal 
funding.  The  U.S.  Department  of  Labor  and  Health,  Education  and  Welfare  re- 
ceive, respectively,  24.4  per  cent  or  $536.0  Millions  and  37.6  per  cent  or  $841.0 
millions  over  the  five  year  budget  period. 

At  its  peak,  fiscal  year  1976,  an  average  of  over  $10.27  per  worker  would  be  ex- 
pended to  provide  program  services  for  an  estimated  63.1  million  covered  by  the 
Act. 

Almost  half  of  the  cost  of  the  proposed  program  ($980  millions)  could  be 
financed  through  the  establishment  of  a 5%  levy  on  employer  workmen’s  com- 
pensation premiums.  The  yield  would  be  earmarked  for  application  to  the  com- 
plete support  of  national,  regional  and  state  compliance  and  technical  assistance 
and  related  program  operations.  This  simple,  yet  equitable  system  of  taxation  is 
already  used  by  such  states  as  Michigan  and  Oklahoma  in  funding  occupational 
safety  and  health  programs.  To  adopt  this  useful  measure  for  the  nation  would 
require  an  amendment  of  PL  91 — 596. 

Among  some  of  the  applications  of  the  proposed  budget  among  major  pro- 
grams are : 

Production  of  an  estimated  backlog  of  over  20,000  new  and  revised  occu- 
pational safety  and  health  standards  required  by  the  Act. 

Establishment  of  a unified  national  occupational  safety  and  health  service 
comprised  of  federal  and  state  compliance  and  technical  assistance  field  force 
of  over  17,000  specialists  in  safety  engineering,  industrial  hygience,  industrial 
medicine  and  other  disciplines. 

Construction  of  a national  network  of  regional  occupational  safety  and 
health  laboratories. 

Providing  institutional  grants  to  implement  training  for  production  of 
professional  and  technical  manpower  to  man  the  program  in  both  government 
and  industry. 

Establishing  training  programs  for  the  development  of  “in-plant  moni- 
toring” personnel. 

Conduct  of  an  annual  national  survey  of  worker  health. 

Funding  systems  development  competitions  for  the  design,  construction  and 
operation  of  less  hazardous  industrial  processes,  machinery,  chemicals  and 
f acil  ities. 

Tables  1 and  2 display  the  time  phasing  and  relative  distribution  of  the  cost 
of  the  program  over  the  next  five  fiscal  years.  Table  3 depicts  the  relative  federal 
and  state  shares  of  the  program  budget.  Table  4 contains  the  estimated  annual 
yield  from  the  proposed  5%  levy  on  workmens  compensation  premiums. 
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PROGRAM  DETAILS 

iThe  following  is  a description  of  the  major  activities  and  outputs  of  each 
program  category. 

Standards  development 

Development  and  production  of  an  estimated  backlog  of  10-12,000  new  and 
revised  job  “system”  safety  standards. 

Development  and  production  of  an  estimated  backlog  of  8-10,000  occupational 
health  sitandards  and  Threshold  Limit  Values  (TLVs). 

Initiating  and  Completing  the  activities  of  the  mandated  National  Workmen’s 
Compensation  Commission  to  establish  a uniform  national  system. 

Compliance  and  Technical  Assistance 

Creation  of  up  to  7,000  national  and  regional  field  force  positions. 

Creation  and  funding  of  up  to  10,000  state  field  force  positions. 

Hazard  and  Health  Surveillance 

Expansion  and  Operation  of  the  National  Survey  of  Work  Injury  by  the 
U.S.B.L.S.  and  co-operating  states. 

Expansion  and  funding  of  the  National  Occupational  Safety  and  Health  Haz- 
ards Survey  of  in  plant  conditions  by  U.S.  H.E.W.  and  co-operating  states. 

Creation  and  funding  of  a National  Survey  of  Worker  Health  to  be  operated 
by  U.S.  H.E.W. 

Research  and  Development 

Establishment  and  funding  of  the  basic  program  of  the  National  Institute  of 
Occupational  Safety  and  Health  (N.I.O.S.H.)  mandated  by  the  Act. 

Establishment  and  funding  of  a contract  and  grant  program  of  Basic  Re- 
search and  Systems  Development  to  acquire  basic  knowledge  and  hardw^are  for 
controlling  and  abating  job  safety  and  health  hazards. 

Resource  Development 

Creation  of  a continuing  program  of  institutional  grants  for  the  production 
of  industrial  hygienists,  safety  engineers,  industrial  physicians  and  for  conver- 
sion of  underemployed  aerospace  industry  professionals  to  these  disciplines. 

Creation  of  a continuing  program  of  grants  and  contracts  for  training  of  in- 
plant  monitoring  personnel. 

Procurement 

Construction  of  up  to  40  regional  and  satellite  occupational  safety  and  health 
laboratories. 

Procurement  of  work  hazard  detection  and  monitoring  devices  and  systems. 
System  procurement  of  less  hazardous  industrial  machinery,  processes,  chemi- 
cals and  facilities. 

$2.2  billion  is  a cheap  investment  in  the  best  form  of  preventive  health  care — 
eliminating  the  health  hazards  and  diseases  that  daily  ravage  80  million  work- 
ingmen and  women  each  year.  How  can  w^e  do  less  than  this  over  the  next  five 
years,  when  the  cost  of  not  controlling  the  workplace  environment  is  over  $20 
billions  each  year. 

TABLE  1.— A 5-YEAR  PROGRAM  BUDGET  FOR  OCCUPATIONAL  SAFETY  AND  HEALTH 
[Millions  of  constant  dollars] 


Fiscal  year— 


Program 

1972 

1973 

1974 

1975 

1976 

Standards  development 

$14.0 

$26.0 

$30.0 

$24.0 

$22.0 

Compliance  and  technical  assistance .. 

98.0 

131.0 

168.0 

203.0 

238.0 

Hazard  and  health  surveillance 

6.0 

9.0 

15.0 

15.0 

15.0 

Research  and  development..  . . 

41.0 

54.0 

68.0 

83.0 

98.0 

Resource  development 

7.0 

14.0 

28.0 

35.0 

35.0 

Procurement ... 

70.0 

100.0 

138.0 

185.0 

240.0 

Total 

~ 236. 0 

334.0 

447.0 

545.0 

648.0 

Cost  per  worker 

Covered  employment  (in  millions) 

4. 22 

5.  77 

7.51 

8. 89 

10. 27 

56. 0 

57.8 

59.5 

61.3 

63.1 
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TABLE  2.— 5-YEAR  PROGRAM  BUDGET  FOR  OCCUPATIONAL  SAFETY  AND  HEALTH 
[Percent  distribution) 


Fiscal  year— 


Program 

1972 

1973 

1974 

1975 

1976 

Standards  development 

Compliance  and  technical  assistance 

Hazard  and  health  surveillance 

Research  and  development 

Resource  development..,  . ...  

Procurement 

5. 9 

41.5 

2. 5 

17.4 

3.0 

29.7 

7.8 

39.2 
2.7 

16.2 
4.2 
29.9 

6.7 

37.6 

3.4 

15.2 

6.3 

30.8 

4.4 

37.2 
2.8 

15.2 

6.4 
34.0 

3.4 

36.8 

2.3 
15.3 

5.4 
36.8 

Total 

100. 0 

100.0 

100.0 

100.0 

100.0 

TABLE  3— 5-YEAR  PROGRAM  BUDGET  FOR  OCCUPATIONAL  SAFETY  AND  HEALTH— FEDERAL/STATE  SHARE 

[Percent  distribution] 

Fiscal  year— 

1972 

1973 

1974 

1975 

1976 

Federal: 

Health,  Education,  and  Welfare 

Department  of  Labor..  ...  . ... 

42.8 

22. 5 

40.3 

23.2 

37.6 

24.4 

36.5 

24.8 

36.6 

25.2 

Total 

State 

65.3 

34.7 

63.5 

36.5 

62.0 

38.0 

61.3 

38.7 

61.8 

38.2 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

TABLE  4.-ESTI MATED  YIELD 

FROM  5-PERCENT  TAX  ON 

WORKMEN’S  COMPENSATION  PREMIUMS 

Fiscal  year 

Estimated  national 
workmen’s  com- 
pensation prem- 
iums (in  billions) 

Tax  yield 
(in  millions) 

1972  

1973  

1974  

1975  

1976  

$3.2 

3.5 

3.9 

4.3 

4.7 

$160 

175 

195 

215 

235 

OUTLINE  OF  PROBLEMS  OF  PROGRAM 

Mr.  Beidler.  Mr.  Chairman,  ^Ye  would  like  to  outline  some  of  the 
problems  in  relation  to  the  funding  of  the  Occupational  Health  and 
Safety  Act  of  1970.  The  Administration  this  year  has  requested  only 
$50  million  for  this  program.  We  feel  it  is  grossly  inadequate.  Among 
other  things,  we  have  observed  or  have  estimated  that  the  Depart- 
ment of  Labor  can  hire  only  1,000  inspectors  under  the  Occupational 
Health  and  Safety  authorization. 

We  estimate  that  those  inspectors  can  make  only  200,000  inspections 
in  the  course  of  one  year.  The  Act  itself,  of  course,  covers  4.1  million 
workplaces,  which  means  that  it  would  take  some  20  years  with  that 
number  of  inspectors  to  cover  all  the  workplaces  in  the  United  States  at 
least  once. 

We  submit  that  is  grossly  inadequate,  that  we  ought  to  be  able  to 
hire  and  train  many  more  inspectors  to  carry  out  the  functions  of 
this  Act. 

If  the  Chairman  of  the  subcommittee  were  here,  I would  emphasize 
that  we  have  a great  manpower  resource,  a great  manpower  pool  from 


1507 


which  to  hire  such  inspectors  from  the  technicians  and  engineers  now 
unemploj^ed  in  the  aerospace  industry.  There  is  certainly  no  shortage 
of  persons  available  to  do  this  kind  of  work. 

What  we  need  are  the  funds  from  the  Department  to  hire  and  hire 
these  people  and  training  them  and  get  them  into  the  workplaces.  I 
think  this  is  especially  important  coming  so  soon  after  the  hopes  of 
the  American  workers  have  been  raised  by  the  passage  of  that  act. 

A Department  of  Labor  survey  recently  indicated  that  among  work- 
ers in  the  United  States  some  40  percent  believe  that  occupational 
health  and  safety  hazards  on  their  jobs  are  the  most  important  things, 
the  most  important  complaint  they  have.  Surveys  relating  to  work- 
places in  Chicago  indicate  that  some  46  percent  of  the  jobs  in  that  area 
were  subject  to  hazardous  conditions  or  unhealthful  conditions. 

We  need  to  do  a lot  of  things  in  these  areas.  We  need  to  under  HEW 
conduct  more  research  into  health  and  safety  hazards  so  we  may  know 
what  problems  are  developing  in  workplaces  and  how  to  control 
them  the  best. 

The  National  Safety  Council  has  estimated  that  we  lose  some  $20 
billion  a year.  The  cost  to  the  Nation  is  some  $20  billion  a year  through 
occupational  health  and  safety  losses.  It  seems  that  an  appropriation 
initially  under  this  Act  for  the  full-year  appropriation  of  $150  million 
would  be  small  enough  to  try  to  recoup  our  losses  in  that  area. 

I might  point  out  that  under  the  statute  the  Federal  Government 
stands  ready  in  theory  at  least  to  aid  the  States  to  conduct  their  own 
programs  of  safety  inspections.  Yet  the  States  have  put  in  requests 
to  date  of  $80  million  for  the  coming  fiscal  year,  and  the  Administra- 
tion has  budgeted  only  $13  million  to  meet  those  requests. 

I think  it  is  a partial  measure  of  how  inadequate  the  Administration 
request  is. 

Eventually  we  would  hope  that  the  coimter-budget  proposed  by 
Mr.  Gordon,  testimony  about  which  was  submitted  to  the  House 
Subcommittee — I don’t  know  whether  you  had  planned  to  hear  Mr. 
Gerome  Gordon  or  not — calls  for  a different  year  $2.2  billion  outlay 
for  occupational  health  and  safety.  That  would  make  the  difference 
between  $1  expended  per  worker  and  $5  expended  per  worker  each 
year. 

Mr.  Chairman,  I think  it  is  extremely  important  now  that  the  Con- 
gress has  indicated  its  interest  and  indicated  its  recognition  that  health 
and  safety  on  the  job  is  a highly  important  high-priority  item,  that 
the  Congress  follow  up  by  providing  a more  adequate  appropriation 
to  carry  out  the  purposes  of  the  Act  to  make  the  promise  real. 

Thank  you,  Mr.  Chairman. 

Senator  Case.  Thank  you  very  much.  The  Chair  fully  agrees  with 
your  view  of  the  importance  of  the  adequate  funding.  Your  state- 
ment has  been  placed  in  the  record,  along  with  the  several  attachments 
to  it. 

I have  no  questions.  I thank  you  both  for  coming. 

Senator  Case.  We  will  hear  next  Mr.  Harry  Weisbrod  on  work- 
place standards,  from  Dallas,  Tex. 

Mr.  Weisbrod  apparently  has  had  trouble  getting  here.  We  will  go 
on  to  health  items. 
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STATEMENT  OF  CHARLES  W.  ANDERSON,  PRESIDENT,  THE  FUND 
FOR  ACTION  ON  ALCOHOLISM,  INC.,  AND  COORDINATOR  OF 
ALCOHOLISM  AND  DRUG  ABUSE  SERVICES  FOR  ROCK  COUNTY, 
WIS. 

PROPOSAL  or  NEW  PROGRAM  ON  ALCOHOLISM 

Senator  Case.  Mr.  Anderson  you  may  proceed. 

Mr.  Anderson.  Thank  you,  Mr.  Chairman.  It  is  good  to  see  you 
again. 

You  probably  don’t  remember  me,  but  I hate  to  think  how  long  it  was 
ago.  I was  executive  director  of  the  United  World  Federalists  in 
New  Jersey  many  years  ago  with  Harry  Hollins. 

Senator  Case.  It  is  very  nice  to  see  you. 

Mr.  Anderson.  If  I may,  I would  like  to  read  my  testimony.  I think 
I can  cut  through  some  of  it  and  save  some  time. 

Gentlemen,  I thank  you  for  this  opportunity  to  present  these 
thoughts.  However,  before  I possibly  bore  you  with  a lot  of  facts  and 
figures  and  get  lost  in  the  maze  of  trying  to  identify  budgetary 
items,  let  me  alert  you  that  I intend  to  propose  to  this  committee  a new 
program  to  attack  the  problem  of  alcoholism ; that  it  is  possible  to  do 
it  at  much  less  cost  per  patient  treated  than  with  present  methods ; and 
that  we  have  the  resources  in  terms  of  personnel  to  do  it. 

The  Fund  for  Action  on  Alcoholism,  Inc.,  which  I founded  and 
represent,  is  a nonprofit  Wisconsin  corporation  which  is  in  its  early 
stages  of  organization.  Our  general  area  of  concern  is  the  problem  of 
alcoholism,  and  what  we  as  a country  are  planning  to  do  about  it.  Spe- 
cifically, we  are  concerned  about  expenditures  in  the  area  of  present 
treatment  programs  and  the  efficacy  of  these  approaches. 

We  are  also  concerned  with  the  present  methods  used  for  evaluating 
programs  that  the  Government  funds.  For  example,  the  National 
Institute  of  Mental  Health  allocates  funds  to  agencies  throughout  the 
country  for  staffing  of  alcoholism  programs.  We  would  like  to  raise 
some  questions  concerning  their  procedures  and  also  as  to  whether  they 
are  really  viable  ones. 

We  have  an  organizing  committee  all  of  whose  members  are  recov- 
ered alcoholics  with  substantial  educational  backgrounds  and  who  have 
significant  stature  in  their  communities.  It  includes  political  figures, 
attorneys,  doctors,  executives  of  large  corporations,  educators,  officials 
in  the  field  of  alcoholism  work,  and  persons  from  many  other  areas  of 
community  involvement. 

Very  shortly  this  committee  will  formally  announce  its  existence 
and  publicly  divulge  the  identities  of  its  members.  This  is  the  first 
time  to  my  knowledge  that  this  will  have  been  done  in  the  country 
It  is  one  thing  to  announce  one’s  self  from  a position  of  high  authority 
where  one  has  the  power  of  controlling  circumstance,  but  it  is  another 
to  do  so  where  one’s  future  can  be  jeopardized.  There  must  be  compel- 
ling reasons  for  someone  to  do  this  and  these  people  have  found  those 
reasons. 

First,  they  are  concerned  about  the  recent  swing  in  official  con- 
cerns from  alcoholism  to  the  problem  of  drug  abuse  and  emphasis  being 
placed  on  the  drug  problem  with  the  result  that  alcoholism  is  ignored. 
Second,  the  magnitude  of  the  alcohol  problem  has  become  such  that 
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it  is  of  epidemic  proportions  and  we  believe  it  is  virtually  being  for- 
gotten. 

Third,  the  nature  of  the  illness  and  suffering  that  the  alcoholic 
experiences  is  one  wiliich  these  people  readily  identify  with  from  their 
own  experience,  and  they  feel  the  public  does  not  fully  understand  the 
depth  of  the  alcoholic’s  suffering. 

Fourth,  they  are  dismayed  at  the  lack  of  trained  and  experienced 
personnel  to  implement  treatment  programs  for  alcoholics. 

And  fifth,  they  question  strongly  the  efficacy  of  many  of  the  present 
programs. 

All  of  these  reasons,  when  considered  in  conjunction  with  the  fail- 
ure of  our  Government  to  take  meaningful  steps  to  solve  the  problem, 
seem  to  point  to  either  a lack  of  interest  in  doing  anything,  incompe- 
tence, or  ignorance.  None  of  these  alternatives  can  be  acceptable 
answers. 

I.  DRUGS  AND  ALCOHOL 

In  recent  months  we  have  found  a new  cause  celebre,  drug  addiction. 
Our  newspapers  and  television  have  deluged  us  with  stories  about  po- 
lice raids,  smugglers,  pushers,  “shooting  galleries,”  and  other  exotic 
details  of  the  drug  addiction  problem.  We  have  been  told  that  our  entire 
social  structure  is  in  imminent  danger  of  collapsing.  It  grives  me  that 
we  seem  to  be  reversing  an  earlier  trend  toward  starting  to  solve  the 
problem  of  alcoholism.  In  fact,  we  seem  to  have  been  brainwashed  into 
almost  forgetting  that  alcoholism  is  our  No.  1 domestic  health  prob- 
lem. 

If  we  doubt  this,  just  let  us  remember  that  our  Government  is  re- 
questing approximately  six  times  as  much  on  drugs  and  the  problems 
it  creates  than  we  are  asking  to  spend  on  alcoholism. 

This  is  in  spite  of  the  fact  tliat  the  most  generous,  if  that  can  be 
considered  the  proper  word,  estimate  of  the  number  of  heroin  addicts 
is  300,000,  including  30,000  servicemen.  Other  estimates  run  as  low 
as  150,000  heroin  addicts.  In  any  event,  there  are  at  least  30  times  as 
many  alcoholics,  possibly  60  times  as  many. 

The  number  of  deaths  from  alcoholism,  including  suicide,  traffic 
accidents,  and  other  ways,  number  approximately  50,000,  which  repre- 
sents anywhere  from  one-sixth  to  one-third  of  the  entire  heroin  addict 
population.  There  just  is  no  comparison  as  to  the  scope  of  the  problem. 

A city  of  Madison  official  in  Wisconsin  in  charge  of  the  Mayor’s 
Committee  on  Drugs  has  been  quoted  as  saying  that  “the  use  and  abuse 
of  illegal  drugs  does  not  deserve  one-tenth  of  the  ink,  air  time,  political 
rhetoric,  panic  and  attention  they  have  been  given.”  In  a publication 
specially  published  by  the  National  Association  of  Blue  Shield  Plans 
it  has  been  said,  “.  . . the  No.  1 drug  abused  on  campus  today  is  alcohol, 
with  marihuana  running  a distant  second.” 

In  spite  of  all  this  evidence,  the  President  has  seen  fit  to  ignore 
the  mandate  that  Congress  had  given  him  through  passage  of  the 
Hughes  bill,  and  had  asked  for  nothing  to  implement  that  bill.  How- 
ever, arithmetic  has  been  played  with  figures  to  make  it  seem  as  if  we 
have  indeed  done  something  to  increase  our  expenditures  for  alcohol- 
ism programs. 

In  1971  the  National  Institute  of  Mental  Health  committed  $17.4 
million  to  alcoholism  problems.  In  1972  the  NIMH  is  asking  for  $34.6 
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million,  which  would  seem  to  be  an  increase  of  almost  100  percent. 
However,  the  Office  of  Economic  Opportunity  is  only  asking  for  $2 
million,  which  is  $10.8  million  less  than  spent  in  1971  by  that  office. 
The  total  for  the  2 years  for  both  agencies — $30.2  million  in  1971  and 
$36.6  million  in  1972 — shows  that,  in  fact,  the  increase  amounts  to  a 
little  over  $6  million. 

In  contrast,  the  NIMH  requests  for  drug  programs  amounts  to  $72.2 
million.  The  budget  is  also  saturated  with  allowances  for  drug  pro- 
grams in  vocational  rehabilitation,  law  enforcement,  and  other  govern- 
mental agencies  amounting  to  about  $220  million.  To  compound  this 
grave  error  in  judgment,  the  President  has  asked  for  an  additional 
$150  million  to  treat  returning  veterans  for  heroin  addiction  and  to  do 
other  research. 

I would  like  to  ask  you  to  draw  a comparison:  $150  million,  40.000 
heroin  addicts ; $36  million,  9 million  people,  255  times  as  many  people. 

The  sad  point  of  all  this  is  that  our  Government  feels  the  drug  prob- 
lem is  worth  expenditures  that  roughly  will  exceed  those  for  alcoholism 
by  at  least  six  times.  Had  I the  personal  resources,  I could  have 
obtained  the  precise  figures,  but  I assure  you  that  they  are  available 
from  the  Special  Subcommittee  on  Alcoholism  which  gave  me  this 
information. 

I do  not  question  expenditures  for  helping  veterans  who  have  risked 
their  lives  for  their  country,  regardless  of  what  one  may  personally 
think  of  that  involvement.  I do  question  whether  the  Government  has 
the  right  to  ignore  the  needs  of  those  citizens  who  remained  at  home, 
but  who  suffer  from  an  illness  that  is  at  least  as  horrible  as  drug  addic- 
tion. Forty  thousand  veterans  addicted  to  heroin  (and  this  figure  could 
very  well  l)e  inflated)  can  hardly  be  equated  with  9 million  others  who 
are  afflicted  with  alcoholism. 

n.  MAGNITUDE  OF  THE  PROBLEM 

The  magnitude  of  this  problem,  which  is  the  second  reason  for  this 
organizing  committee  to  become  publicly  involved,  is  gigantic.  It  is 
estimated  that  over  100,000  people  each  year  become  the  new  victims 
of  this  illness.  Since  they,  in  turn,  affect  the  lives  of  a minimum  of  five 
other  people  very  closely  (parents,  spouse,  children),  we  actually  see 
that  alcoholism  affects  each  year  approximately  500,000  people.  The 
9 million  alcoholics  in  this  country  affect  the  lives  of  45  million  others. 
This  gives  us  a total  of  about  55  million,  which  represents  about  25 
percent  of  the  population. 

The  cost  of  alcoholism  to  industry  has  been  variously  estimated  to 
be  $2  to  $8  billion  per  year.  My  estimate  is  that  it  is  closer  to  $15  bil- 
lion. Furthermore,  this  does  not  take  into  account  the  lost  capabilities 
of  key  people  who  do  not  operate  at  full  capacity  because  of 
alcoholism. 

For  example,  an  alcoholic  salesman  produced  a $200,000  per  year  in 
business  while  actively  drinking  for  a 5 -year  period.  After  recovery, 
his  production  went  to  $1  million  per  }^ear.  This-meant  a loss  to  the 
company  of  over  $4  million  in  new  business  during  his  drinking  pe- 
riod. His  company  was  never  aware  that  his  drinking  was  costing  it 
that  much  in  business  never  obtained. 

Senator  Case.  What  was  the  product  involved  ? 
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Mr.  Anderson.  That  was  group  insurance. 

The  cost  to  government  also  runs  into  the  billions  of  dollars.  Our 
joenal  systems  are  filled  with  alcoholics.  It  is  estimated  by  authorities 
that  up  to  80  percent  of  the  prison  population  consists  of  problem 
drinkers.  Our  welfare  rolls  are  filled  with  families  deserted  by  fathers 
and  mothers  who  have  drinking  problems.  The  estimates  run  as  high  as 
60  percent  of  those  on  welfare  being  there  because  of  problem 
drinking. 

Our  law  enforcement  agencies  deal  with  over  a million  cases  a year 
that  involve  alcohol.  They  represent  over  one-third  of  all  arrests  made 
in  this  country.  I estimate  that  it  approaches  a cost  to  government, 
Federal  and  State,  in  the  neighborhood  of  $12  billion  per  3^ear.  The 
combined  cost  to  industry  and  government  is  $27  billion  a year. 

What  is  really  ironical  is  that  our  expenditures  for  treatment  and  re- 
search are  so  much  less  than  what  we  lay  out  for  the  toleration  of  this 
illness  in  our  society.  Nothing  could  seem  more  insane  to  me  than  to 
continue  to  pay  for  the  results  of  the  illness  and  not  want  to  do  any- 
thing about  the  problem  itself  on  other  than  a token  basis. 

III.  NATURE  OF  ALCOHOLISM 

At  this  point  I would  like  to  digress  from  purely  financial  analysis 
and  go  to  the  human  factor.  I appreciate  the  purpose  of  this  committee 
is  to  investigate  appropriation  validity,  but  if  it  were  done  only  in  the 
framework  of  financial  considerations,  then  you  would  be  derelict  in 
your  duties.  I do  not  believe  that  you  are  or  would  be. 

I speak  now  as  both  a recovered  alcoholic  and  as  the  son  of  an  alco- 
holic father.  There  are  9 million  people  who  are  going  to  enter  into  or 
are  already  in  a hell  that  defies  the  imagination. 

An  alcoholic  is  tortured  every  minute  of  his  waking  life  with  doubts 
about  himself,  as  are  most  other  people.  But  for  him  the  doubts  ulti- 
mately become  magnified.  He  is  afraid  to  answer  telephones  or  door- 
bells ; he  is  afraid  to  go  to  work ; he  is  afraid  to  stay  home.  He  is  afraid 
to  confess  his  fears  to  other  people  for  fear  they  will  think  him  crazy. 
He  is  afraid  that  he  is  crazy.  He  is  totally  afraid.  He  may  have  to 
hide  those  fears  behind  a mask  of  bravado,  and  that  too  makes  tre- 
mendous tolls  of  the  man. 

He  is  also  alone.  Not  lonely,  but  alone.  He  firmly  believes  himself 
to  be  a moral  weakling.  He  thinks  he  is  utterly  worthless  and  finally 
winds  up  hating  himself  with  an  intensity  that  drives  him  continually 
to  thoughts  of  suicide. 

He  suffers  a tremendous  despair  which  comes  to  him  because  he 
feels  he  is  not  going  to  get  out  of  the  bind  that  he  finds  himself  in. 
He  hates  himself. 

Alcoholics  have  a suicide  rate  which  is  58  times  greater  than  the 
average.  This  must  speak  clearly  of  how  he  suffers.  Alone,  afraid, 
hating  himself,  he  is  continually  filled  with  despair  because  he  sees 
no  way  out. 

The  family  suffers  as  well,  but  in  a different  way.  The  spouse 
doubts  herself  and  comes  to  believe  that  it  is  unworthiness  on  her 
part  Avhich  causes  the  drinking.  There  is  also  tremendous  family  con- 
flict which  erodes  the  emotional  strength  of  that  person.  That  is 
why  after  years  of  alcoholism  in  the  family  all  experts  agree  that  the 
family  needs  help  as  well. 
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But  let  me  tell  you  about  a father  and  his  son.  ]\Iy  father  was  an 
alcoholic  and  died,  doctors  said,  from  heart  fa  lure,  but  it  was  from 
alcoholism.  As  a small  boy  of  five  and  six  and  seven  I can  remember 
him  coming  home  staggering  drunk  and  how  embarrassed  I was  at 
my  friends  laughing  at  him.  I was  filled  with  a shame  that  was  in 
conflict  with  the  pride  I had  in  him  when  he  was  sober.  He  was  an 
excellent  athlete  and  the  kids  all  thought  him  to  be  great  when  he 
played  ball  with  us. 

As  I got  older  and  became  conscious  of  the  tension  in  the  family 
as  a result  of  his  drinking  and  realized  the  fights  that  were  taking 
place,  I came  to  hate  my  father.  This  was  in  conflict  with  the  love 
I had  for  him  because  when  he  was  sober,  he  was  a very  wonderful 
person.  It  came  to  a point  where  I hated  him  for  what  he  was  doing 
to  my  mother  and  the  terror  that  he  put  my  sister  and  brother  and  me 
through.  I remember  wishing  that  “the would  die.” 

There  is  no  doubt  that  this  ambivalence  of  feelings  within  me  helped 
to  contribute  to  my  own  ultimate  alcoholism.  It  was  not  until  years 
later  when  I recovered  and  knew  that  alcdholism  was  an  illness  that  I 
was  able  to  establish  a relationship  with  my  father  that  was  one  solely 
of  love  and  understanding.  The  hate  that  left  me  then  also  left  me  a 
better  person. 

I suggest  to  you  that  the  children  of  millions  of  alcoholics  are  going 
through  this  now.  They  Avill  be  added  to  your  ranks  of  alcoholics  and 
mentally  ill  people  and  the  criminals  in  our  society. 

IV.  LACK  OF  TRAINED  PERSONNEL 

This  brings  us  to  the  fourth  point  of  concern.  Are  we  as  a nation  in 
a position  to  help  alcoholics  and  their  families  ? The  answer  is  that  if 
we  continue  to  approach  it  in  the  way  Ave  have,  we  will  never  reach  all 
those  who  need  it. 

The  President’s  Cooperative  Commission  on  the  Study  of  Alcohol- 
ism has  stated  unequivocally  that  Ave  do  not  have  the  professional 
resources.  It  Avent  so  far  as  to  say  that  there  Avere  not  enough  in  the 
entire  United  States  to  treat  only  the  alcoholics  in  California  on  a very 
limited  basis.  Furthermore,  there  is  real  question  that  the  majority  of 
these  professional  people  have  had  the  necessary  training  or  experience 
in  alcoholism  to  do  a competent  job. 

We  have  surveyed  a large  number  of  universities  in  the  country  and 
our  preliminary  findings  are  that  there  are  virtually  no  academic  pro- 
grams for  professionals  specifically  directed  toAvard  training  them  for 
work  in  the  alcoholism  field.  In  revieAving  a list  of  candidates  for  the 
psychology  doctoral  degree,  only  one  person  out  of  142  listed  Avas 
Avorking  on  a dissertation  that  specifically  involved  alcoholism. 

This  means  there  is  a need  to  institute  drastic  changes  in  the  train- 
ing of  our  professionals.  If  they  are  going  to  specialize  in  alcoholism, 
they  must  have  intensiA^e  classroom  Avork  and  fieldAvork.  This  has 
started  in  some  places,  but  it  is  still  so  minimal  that  it  is  frightening. 

Even  so,  if  Ave  could  train  all  of  those  presently  Avorking  and  those 
Avho  are  now  in  universities,  Ave  Avould  not  meet  the  needs,  as  Ave  have 
already  mentioned.  It  is  obvious  that  Ave  must  find  or  develop  new 
sources  of  help  and  that  Ave  must  develop  neAv  approaches  to  treatment. 
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V.  A PROPOSAL  FOR  PROGRESS 

Some  of  the  problems  which  we  must  overcome  are  as  follow^s: 

(1)  The  inadequate  training  and  education  of  many  of  the  present 
treatment  personnel. 

(2)  The  inadequate  number  of  these  personnel. 

(3)  The  inadequate  number  of  treatment  facilities  which  presently 
liandle  only  a very  minimal  number  of  patients. 

(4)  The  present  dearth  of  innovative  approaches  to  overcoming 
the  problems  listed  in  1 and  2. 

(5)  The  present  low  rate  of  success  of  most  existing  programs. 
We  consider  success  to  constitute  total  abstinence  and,  in  our  opinion 
and  that  of  most  recovered  alcoholics,  that  is  the  only  acceptable 
criterion. 

(6)  The  present  emphasis  on  prevention  programs  is  not  at  this 
point  realistic  because  we  do  not  presently  know  the  cause  of  alco- 
holism. At  best  we  can  educate  people  and  help  them  to  recognize 
the  early  symptoms  and  make  it  easier  to  accept  alcoholism  as  an 
illness. 

(7)  Our  failure  to  utilize  the  vast  reservoir  of  help  that  is  avail- 
able among  recovered  alcoholics  in  the  most  effective  manner. 

Many  professionals  accuse  recovered  alcoholics  of  it,  but  we  do 
not  subscribe  to  the  theory  that  it  takes  an  alcoholic  to  help  another 
alcoholic.  It  certainly  does  help,  however,  to  know  exactly  what  the 
otlier  person  is  going  through. 

The  important  point  which  has  been  overlooked  up  to  the  present 
by  most  professionals  is  that  alcoholics  are  not  only  alcoholics.  They 
also  are  people  with  a wide  varety  of  experiences  and  backgrounds. 

Many  of  these  recovered  alcoholics  are  administrators ; they  are  edu- 
cators, they  are  scientists,  both  natural  and  social ; they  are  organizers ; 
and  they  do  read  and  they  do  have  a great  deal  of  theoretical  under- 
standing of  the  illness.  Their  criticisms  of  many  of  the  present  treat- 
ment programs  are  not  predicated  on  the  concept  that  only  an  alcoholic 
can  help  an  alcoholic ; often  these  criticisms  are  based  on  their  personal 
observations  of  former  patients  whom  they  hear  speak  about  the  pro- 
grams as  well  as  their  own  experiences  with  those  programs.  These  are 
not  merely  untest  able  subjective  opinions,  for  much  of  the  evaluation 
work  done  in  the  field  shows  that  most  treatment  programs  are  less 
than  25  percent  effective  if  we  use  the  criteria  that  total  abstinence  is 
a necessity.  Any  totally  recovered  alcoholic  will  tell  you  that  total 
abstinence  is  necessary. 

The  argument  that  improved  performance  on  the  job  or  less  family 
fighting  are  also  success  criteria  is  not  a valid  one.  All  the  programs 
that  argue  this  line  follow  up  for  a limited  period  of  time.  This  con- 
clusion is  contrary  to  the  expert  belief  that  alcoholism  is  a progressive 
illness.  Even  though  an  alcoholic  stops  fighting  with  his  wife  for  a 
while  after  reduction  in  drinking,  he  will  inevitably  return  to  his 
former  drinking  pattern  and  the  fighting  will  erupt  again.  This  is 
the  experience  of  thousands  of  alcoholics — and  that  is  a fact. 

We  suggest  that  recovered  alcoholics  with  at  least  2 years  of  con- 
tinuous sobriety  be  used  as  advisers  to  program  directors  and  other  offi- 
cials in  the  field.  It  is  important  to  remember,  however,  that  all  alco- 
holics do  not  agree  always  on  everything.  Therefore  it  is  advisable  to 
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set  up  a committee  structure  so  that  they  can  share  their  ideas  and  gain 
the  benefit  of  mutual  exploration  of  problems. 

For  education  programs  we  can  use  alcoholics  who  are  educators. 
For  community  organizing  drives,  let  us  use  alcoholics  with  organizing 
experience.  The  same  thing  can  then  be  done  with  respect  to  program 
evaluation.  Let  a group  of  social  scientist  alcoholics  make  a review  of 
programs  rather  than  have  them  evaluated  by  the  people  who  run  the 
programs  or  who  have  given  the  money  to  run  the  programs. 

For  example,  the  NIMH  has  made  grants  to  a considerable  number 
of  alcoholism  programs  throughout  the  country.  I ask,  who  will  evalu- 
ate those  programs?  On  what  basis  was  the  judgment  made  to  give 
the  money  in  the  first  place? 

To  get  some  answers  to  these  questions,  the  fund  wrote  to  the  NIMH 
in  March  asking  for  copies  of  the  applications  of  those  agencies  who 
were  granted  money.  We  were  informed  verbally  by  Mr.  Eaton  that 
such  information  was  privileged.  We  have  not  to  this  day  received  a 
written  response  to  our  request. 

And  the  truth  is  that  all  of  these  were  governmental  or  quasi-gov- 
ernmental  organizations  whose  records  are  a matter  of  public  infor- 
mation in  their  own  communities.  Should  we  not  be  evaluating  these 
disbursements  and  their  results  in  an  overseeing  manner? 

The  Joint  Information  Service  of  the  American  Psychiatric  Asso- 
ciation and  the  National  Association  of  Mental  Health  made  a com- 
prehensive study  of  programs  and  problems.  It  was  their  considered 
opinion  that  there  was  a tremendous  need  for  more  careful  followup 
evaluations  of  these  programs. 

Furthermore,  they  have  stated  that  there  would  be  less  need  for 
hospital  programs  for  alcoholics  if  there  were  more  outpatient  serv- 
ices that  did  the  job  properly.  Unfortunately  most  outpatient  clinics 
seldom  get  to  see  even  as  many  of  20  percent  of  their  clients  for  as 
many  as  five  times.  And  it  is  the  considered  opinion  of  virtually  all 
authorities  in  the  field  that  this  illness  requires  long-term  care. 

This  lends  to  our  proposal.  We  suggest  that  on  an  outpatient  basis 
programs  be  established  to  offer  group  discussions  on  alcoholism. 
These  discussion  groups  should  be  staffed  by  recovered  alcoholics  who 
have  at  least  2 years  of  continuous  sobriety  and  who  have  separate 
careers  and  who  would  do  this  work  solely  on  a part-time  basis.  This 
way  we  could  obtain  the  services  of  very  qualified  people  with  ex- 
pertise in  alcoholism  without  having  to  develop  and  offer  high-salaried 
jobs  to  entice  them  out  of  their  careers.  They  would  be  paid  on  an 
hourly  basis,  but  would  in  fact  be  doing  it  more  because  of  their  inter- 
est in  helping  other  alcoholics  to  recover. 

The  reason  we  suggest  that  they  receive  an  hourly  wage  is  because 
we  do  not  envision  this  as  a replacement  for  Alcoholics  Anonymous — 
not  at  all.  We  envision  this  as  a bridge  between  the  time  of  identifica- 
tion and  entrance  into  AA  or  other  treatment  for  the  long  term.  Those 
people  who  were  members  of  AA  who  might  do  this  sort  of  work 
would  only  do  it  a maximum  of  twice  per  week  for  an  hour  at  a time. 
It  would  in  no  way  interfere  with  their  AA  activities  and  would  really 
serve  as  a method  of  setting  up  advance  sponsorship  of  the  people 
whom  they  were  meeting  with  prior  to  AA  entrance. 

If  the  committee  has  any  doubts  about  this  idea,  I can  assure  the 
members  that  this  has  already  been  discussed  with  hundreds  of  A A 


1515 


members  and  other  recovered  alcoholics  and  they  are  all  of  the  opinion 
that  there  is  a good  chance  with  such  a program  that  we  can  shorten 
the  drinking  period  of  many  alcoholics  a good  5 to  10  years.  If  this 
can  be  done,  we  can  save  a lot  of  people  heartache  and  Government 
and  industry  many  billions  of  dollars. 

As  far  as  prevention  is  concerned,  we  believe  that  the  early  arrest- 
ment of  the  illness  can  prevent  most  of  the  major  disruptive  aspects  of 
the  problem.  Just  as  with  diabetes  or  cancer,  early  detection  can  do 
much  to  avoid  the  consequences  of  long-term  illness. 

The  cost  per  patient  of  such  a pi'ogram,  establishing  a network  of 
discussion  groups  headed  up  by  recovered  alcoholics,  would  amount  to 
about  one-tenth  of  what  it  presently  costs  to  hospitalize  an  alcoholic 
and  even  considerably  less  than  present  outpatient  costs. 

This  idea  has  also  been  discussed  with  psychiatrist,  psychologists, 
social  workers,  businessmen  and  educators,  all  of  whom  are  recovered 
alcoholics.  It  is  our  considered  opinion  that  our  Government  should 
look  into  this  as  a possible  avenue  of  treatment.  It  answers  many  of  the 
problems  which  the  NIMH  and  other  official  governmental  agencies 
have  indicated  exist. 

RECAPITULATION 

We  emphasize  that  we  urge  this  committee  to  increase  the  amount 
of  moneys  to  be  expended  on  alcoholism  treatment  and  research  and 
education,  thereby  putting  the  onus  for  any  failure  to  act  on  the  ad- 
ministration. We  should  be  spending  even  more  than  the  Hughes  bill 
finally  got  approval  for.  If  we  can  spend  $371  million  on  the  drug  prob- 
lem, we  can  spend  and  should  spend  at  least  that  much  on  alcoholism. 

We  also  emphasize,  however,  that  expenditure  without  direction 
based  on  expertise  is  uneconomical.  We  urge,  therefore,  that  the  com- 
mittee as  a matter  of  iiolicy  for  implementation  through  whatever 
channels  or  methods  they  deem  advisable : 

1.  Set  up  a national  advisory  group  to  the  appropriate  Senate 
committee  that  would  serine  as  a watchdog  on  administration  program 
development.  This  committee  would  consist  of  recovered  alcoholics 
with  expertise  that  would  be  of  value  in  making  judgments.  This 
com^ttee  could  also  reexamine  our  present  approaches  to  alcoholism. 
It  should,  preferably,  be  staffed  by  professionals  who  are  also  re- 
covered alcoholics. 

2.  Establish  a study  group  to  determine  the  feasibility  of  using  the 
reservoir  of  rec-overed  alcoholics  in  the  countrv  in  the  treatment  of 
those  still  actively  drinking. 

Our  organization  plans  to  move  forward  in  its  work  in  Wisconsin 
and  we  will,  hopefully,  help  organize  similar  groups  in  other  States. 
Ihrough  these  State  groups  we  will  be  able  to  do  the  same  things  on 
the  community  level  that  the  national  groups  will  do  at  that  level. 

I thank  the  cop-'mittee  for  its  patience  and  attention.  I urge  them  to 
think  of  the  human  lives  that  are  involved  in  the  problem  of  alcohol- 
ism.  i urge  them  not  to  be  led  astrav  bv  the  emphasis  that  is  being 
placed  on  drugs  to  the  exclusion  of  alcoholism.  It,  alcoholism,  is  the 
^o.  1 challenge  to  our  society.  If  we  lick  this  problem,  we  will  see  that 
we  can  solve  the  drug  problem  as  well. 

There  is  a malaise  that  has  afflicted  our  country.  We  are  aware  that 
ypocrisy  and  greed  at  both  ends  of  the  political  spectrum  have  turned 

63-792  O— 71— pt  3 3 


1516 


our  young  people  off.  What  we  have  failed  to  see  is  that  almost  our 
entire  population  is  “turned  off.”  They  cannot  be  aroused  easily.  Politi- 
cians know  what  a job  it  is  to  get  many  of  the  voters  out.  It  isn’t  that 
they  are  dumb.  They  just  don’t  care.  If  our  leader  stop  caring,  too,  who 
will  care? 

Senator  Case.  Thank  you  very  much.  The  committee  shares  your 
deep  concern  with  this  problem  and  appreciates  your  contribution  this 
morning. 

I do  think  we  probably  will  want  to  take  your  specific  suggestions  or 
some  of  them  to  the  Legislative  Committee  and  I think  they  un- 
doubtedly will  be  very  glad  to  have  them. 

Senator  Percy. 

Senator  Percy.  Thank  you,  Mr.  Chairman. 

Could  you  tell  us,  Mr.  Anderson,  how  your  fund  for  action  on 
alcoholism  is  financed  ? 

Mr.  Anderson.  So  far  it  has  been  financed  solely  through  my  own 
contributions  and  my  own  volunteer  efforts,  but  the  committee  of  recov- 
ered alcoholics  has  started  to  make  monthly  pledges  which  will  pay  for 
the  expenses  of  operations.  But  all  the  work  is  voluntary. 

Senator  Percy.  Even  though  I think  we  are  trying  to  move  in  a mas- 
sive way  to  prevent  drag  abuse  from  becoming  the  same  epidemic  that 
alcoholism  has  been  for  years,  I certainly  concur  with  your  conclusion 
that  we  can’t  lose  sight  of  the  major  problems  we  have. 

What  work  are  you  familiar  with  that  might  be  a warning  to  people 
who  are  not  alcolmlics,  but  who  consume  a irreat  deal  of  alcohol,  as  to 
the  effect  alcohol  has  on  their  own  health  ? Is  there  a strong  correlation 
between  health  problems,  liver  problems,  whatever  it  may  be,  and  the 
destruction  of  the  human  system  through  just  a constant  use  of  alcohol, 
that  may  not  make  you  an  alcoholic,  but  will  tear  down  your  health  ? 
In  other  words,  I think  rather  than  just  focus  on  the  alcoholic  himself, 
everyone  who  participates  should  be  aware  of  the  fact  that  it  is  in- 
jurious to  their  health  and  reduces  their  productivity,  and  they  should 
l3e  alerted  to  it.  Is  this  a part  of  the  program  that  you  would  envision  us 
carrying  on  ? 

Mr.  Anderson.  I am  concerned  primarily,  of  course,  with  the  abuse 
of  alcohol.  Personally  I don’t  drink  because  I cannot  afford  to.  Long 
usage  of  alcohol  over  the  years  will  affect  the  circulatory  system  and 
other  organs  of  the  body.  The  moderate  use  of  it,  it  is  claimed  by 
some,  does  affect  certain  brain  cells.  In  other  words,  every  time  one 
has  a miartini,  they  destroy  a certain  number  of  brain  cells.  That  is 
still  questionable. 

But  there  are  people  who  drink  who  aren’t  alcoholics,  who  seri- 
ously affect  their  illness  because  they  are  heavy  drinkers. 

I would  say  that  we  can  use  alcohol  judiciously  and  pleasantly  in 
our  society,  but  that  the  abuse  of  it  is  the  main  proiblem. 

Senator  Percy.  I was  talking  with  General  Westmoreland  at  lunch 
yesterday  at  Newport  as  to  why  neither  one  of  us  smoked.  Both  of  us 
had  the  same  experience;  we  saw  our  fathers  trying  to  stop  smoking 
for  years.  It  compelled  us  not  to  get  into  something  that  we  saw 
someone  fighting  so  hard  to  get  out  of. 
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In  your  own  case,  this  wasn’t  the  experience.  I wonder  if  this  is 
a general  rule.  Is  alcoholism  something  that  passes  on  from  father 
to  son?  When  you  were  a child  and  saw^  the  problems  it  brought  to 
your  family,  why  didn’t  that  turn  you  from  alcohol  rather  than  turn 
you  toward  it? 

Mr.  Anderson.  Because  our  society.  Senator,  emphasizes  drinking 
through  the  commercialization  of  the  sale  of  alcohol  and  the  kinds  of 
advertising  that  are  given  which  demonstrate  that  the  drinking  per- 
son is  sophisticated,  healthy,  intelligent,  good  looking,  all  the  things 
that  I used  to  think  I w^as. 

We  are  taught  to  drink.  Consequently,  we  start  drinking,  never 
knowing  that  we  are  going  to  become  alcoholics.  It  is  an  insidious 
illness  that  creeps  up  on  a person  through  the  years.  By  the  time  one 
is  totally  aware  of  it,  one  is  already  addicted  and  then  doesn’t  have 
much  choice. 

A good  education  program  on  early  signs  of  alcoholism  could  help 
to  alert  people  in  advance  in  such  a way  that  before  they  become  physi- 
cally or  psychologically  addicted,  they  could  recognize  the  incipient 
alcoholism  in  their  drinking  patterns  and  perhaps  avoid  it. 

Senator  Percy.  I think  your  testimony  has  been  eloquent  and 
helpful. 

I would  only  add  that  there  are  many  other  facets  you  could  have 
commented  on,  the  effect  on  driving  alone.  I was  struck  with  the  dif- 
ference in  our  society  and  Scandinavia,  after  a recent  visit  there.  I 
noted  that  everyone  was  conscious  of  the  fact  that  they  had  better 
not  drive  if  they  drink,  and  they  simply  wouldn’t  do  it.  The  penalties 
are  so  severe,  imprisonment  immediately  for  anyone,  regardless  of 
their  position  in  life  if  they  are  caught  driving  after  ha^ung  had  a 
drink. 

The  difference  in  that  society  and  our  own  is  the  difference  of  deaths 
that  we  have,  many  of  which  we  have  had  these  past  few  days,  on  the 
highways.  That  aspect  alone  is  well  worth  spending  a good  deal  of 
time  on. 

Thank  you  very  much. 

Senator  Case.  Thank  you,  Mr.  Anderson.  The  testimony  was  very 
useful  and  very  helpful. 

STATEMENT  OF  NATIONAL  ASSOCIATION  FOR  RETARDED  CHILDREN 

Our  next  witness  is  Mr.  Francis  White,  National  Association  for 
Retarded  Children,  from  Texas.  Is  he  here  ? 

Pardon  me,  the  subcommittee  has  received  written  testimony  from 
the  National  Association  for  Retarded  Children  which  will  be  in- 
cluded in  the  record  at  this  point. 

(The  statement  follows:) 
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The  National  Association  for  Retarded  Children,  a non-profit 
organization,  with  headquarters  in  Arlington,  Texas,  expresses 
appreciation  for  this  opportunity  to  file  a statement  in  support 
of  selected  appropriations  which  affect  the  lives  of  the  mentally 
retarded  children  and  adults  of  this  country. 

NARC  represents  some  200,000  parents,  friends  and  professionals, 
nearly  100,000  young  people  serving  in  YOUTH-NARC,  and  1,500  state 
and  local  associations  in  all  50  of  the  United  States.  NARC  exists 
to  promote  the  welfare  of  the  mentally  retarded  of  all  ages  — 
children  and  adults  — by  advancement  of  research,  treatment,  pre- 
vention, stressing  leadership  and  securing  services,  and  gaining 
broader  public  understanding  and  support. 

Last  year,  in  furtherance  of  its  organizational  goals,  NARC 
joined  with  other  national  groups  in  the  support  of  P,L.  91-517, 
the  Developmental  Disabilities  Services  and  Facilities  Construction 
Amendments  of  1970.  This  Act  was  passed  unanimously  on  record  vote 
in  both  Houses  and  signed  into  law  by  President  Nixon.  Since  then 
enthusiasm  for  its  provisions  has  been  mounting  in  the  Social  and 
Rehabilitation  Service  and  in  all  of  the  states.  A new  director  of 
SRS's  Division  of  Developmental  Disabilities  has  been  welcomed  aboard 
and  all  states  are  expected  to  qualify  for  their  allotments  out  of 
the  $11.2  million  appropriated  to  them  for  1971. 
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Unfortunately,  these  events  appear  to  have  come  too  late  to  have 
the  needed  impact  on  the  budget  making  process  insofar  as  the  Adminis- 
tration proposals  are  concerned.  To  appropriate  only  $11.2  million 
for  the  transitional  year  of  fiscal  1971  is  one  thing;  to  recommend 
an  identical  appropriation  for  fiscal  1972  is  another. 

The  recommended  appropriation  of  $11.2  million  for  formula  and 
project  grants  under  Title  I of  P.L.  91-517  should  be  increased  to 
$40  million  for  fiscal  year  1972  for  these  reasons: 

— the  $11.2  million  is  38%  less  than  the  amount  appropriated 
for  construction  of  mental  retardation  facilities  alone  in 
fiscal  year  1968.  It  is  only  11%  of  the  $105  million  author- 
ized for  fiscal  year  1972. 

— the  old  mental  retardation  Facilities  Construction  Act  concerned 
itself  only  with  the  mental  retardation  disability.  NARC 
estimates  that  there  are  6 million  persons  in  the  United  States 
(about  3%  of  the  population)  who  are  mentally  retarded. 

Last  year's  House  Committee  hearings  on  DDSA  designated  9 
million  as  developmentally  disabled  which  included  not  only 
the  mentally  retarded,  but  those  with  cerebral  palsy,  epilepsy, 
and  other  developmental  disabilities.  Thus,  current  proposals 
would  actually  provide  less  money  to  serve  more  handicapped 
people. 

We  hear  a great  deal  today  about  delivery  of  services.  Improve- 
ment in  the  systems  of  delivery  and  in  the  service  resources  is  the 


basic  idea  behind  this  new  act. 


1520 


A few  weeks  ago  the  President's  Committee  on  Mental  Retardation 

issued  its  fourth  annual  report.  It  said  in  part: 

Each  of  the  50  states  and  territories  has  a plan  whose 
purpose  is  to  assure  that  the  retarded  receive  both  the 
individual  and  comprehensive  services  they  need  through 
the  action  of  agencies  acting  singly  and  co-operatively. 

However,  reports  from  parents  of  retarded  children  as 
well  as  specialists  working  in  the  field  continue  to  tell 
of  fragmentation  in  services,  insurmountable  barriers  in 
bringing  individuals  the  kind  or  range  of  services  they 
need,  and  vast  public  confusion  about  what  kinds  of  services, 
if  any,  are  available. 

Early  in  1970,  the  President's  Committee  on  Mental  Retarda- 
tion began  a study  of  the  delivery  of  services  to  the  mentally 
retarded  .... 

The  mentally  retarded  adult  is  a forgotten  human  being  in 
many  states  . . . Few  states  or  communities  have  an  adequate 
range  of  workshop,  activity  or  recreational  programs  for  the 
adult  retarded  living  in  the  community,  and  fewer  still  have 
effective,  on-going  counseling  resources. 

Five  states  currently  being  studied  by  PCMR  have  made  signifi- 
cant progress  toward  the  goal  of  coordinating  the  activities 
of  state  agencies  to  provide  a flow  of  service  as  the  mentally 
retarded  child  grows  and  his  needs  change.  But  even  in  these 
states,  services  are  often  limited  by  agencies'  lack  of  staff 
and  funding  — a problem  that  can  create  inadequacies  in  services 
and  can  lead  to  actual  neglect  of  state  areas  or  segments  of 
population,  while  other  areas  or  population  groups  are  receiving 
complete  services  .... 

The  President's  Committee  on  Mental  Retardation  urges  every 
state  to  make  a close  study  of  its  programs  and  agencies  that 
serve,  or  are  intended  to  help  serve  the  mentally  retarded, 
and  to  take  every  action  needed  to  assure  that  the  needs  of 
the  retarded  are  met  through  uniform,  equitable,  high  quality 
and  generally  available  services. 

If  the  states  are  to  follow  this  advice,  the  federal  government 
must  do  its  part  also.  It  must  provide  inducements  to  states  to  use 
existing  federal  programs  most  effectively  on  behalf  of  the  retarded 
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and  those  with  related  needs.  It  must  help  to  fill  the  gaps  between 
existing  federal  grant  in  aid  programs  as  these  apply  to  the  retarded, 
and  to  improve  accessibility.  This  is  what  DDSA  is  all  about. 

In  addition  to  recommending  the  $40  million  appropriation  for 
formula  and  project  grants,  we  advocate  immediate  implementation  of 


part  B of  the  Developmental  Disabilities  Act  for  construction  of 

new  University  Affiliated  Facilities  and  for  operating  funds  for  those 

now  in  a position  to  expand  their  effectiveness. 

We  support  the  Administration's  requests  in  all  other  items  en- 
compassed in  the  budget  for  the  Developmental  Disabilities  Division. 
These  recommendations  may  be  summarized  as  follows: 


FY  Administration  FY  NARC 

1971  Actual  1972  Request  Recommendation 

(in  millions  of  dollars) 


Division  of 
Developmental 
Disabilities  (RSA) 

DDSA-State  Funds  11.215  11.215 

DDSA-UAF ' s 0 0 


Hospital  Improve- 
ment  Projects  / 

Hospital  In-Service  I 
Training  J 


8.3 


Sect.  4 Projects 
(Vocational  Re- 
habilitation 
Act)  5.5 


6.5 


7.0 


Staffing  Grants 

(Continuation)  9.775  10.075 


40.0 

10.0  (support 

grants) 

5.0  (construc- 
tion) 


6.5 


7.0 


10.075 


Total 


34.79 


34.79 


78.575 
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The  advancement  of  research,  treatment  and  prevention  of  retar- 
dation is  a complex  matter  and  must  be  dealt  with  on  many  fronts. 
Therefore,  we  also  would  like  to  comment  on  certain  critical  accounts 
in  health  services  and  in  research  of  the  National  Institutes  of 
Health. 

NATIONAL  INSTITUTE  OF  CHILD  HEALTH  AND  HUMAN  DEVELOPMENT  and  NATIONAL 
INSTITUTE  OF  NEUROLOGICAL  DISEASES  AND  STROKE 

Specifically  we  strongly  urge  upon  the  Committee  an  upward  re- 
vision of  the  Administration's  request  for  the  two  National  Institutes 
of  Health  which  contribute  most  to  our  knowledge  of  causes  of  mental 
retardation  — the  National  Institute  of  Child  Health  and  Human 
Development  and  the  National  Institute  of  Neurological  Diseases  and 
Stroke.  Although  it  may  appear  from  the  gross  figures  that  the 
former  is  to  receive  a generous  increase  under  the  1972  request, 
closer  examination  shows  that  this  increase  will  be  entirely  directed 
to  "population"  research  at  the  expense  of  other  programs  including 
child  health  and  aging.  The  apparent  increase  in  earmarking  for 
mental  retardation  is  desirable  but,  again,  does  not  encompass  even 
what  is  being  spent  now.  Such  earmarking  is  meaningless  unless  ac- 
companied by  an  increase  in  the  total  available  in  unearrnarked  funds. 

Last  March  the  dollar  volume  of  grant  applications  being  re- 
viewed by  this  institute  was  the  largest  of  any  of  the  institutes 
in  NIH.  Funding  was  at  a level  of  17%  of  applications.  Two-thirds 
of  the  approved  applications  were  being  denied.  On  this  basis  we 
recommend  a total  appropriation  of  at  least  $125  million  for  NICHD. 
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As  for  NINDS  which  deals  with  the  most  baffling  problems  in 
medical  science,  problems  which  cause  severe  disability,  it  has 
always  been  a stepchild.  We  join  the  National  Committee  for  Re- 
search in  Neurological  Disorders  in  recommending  a total  for  this 
institute  of  $144  million,  rather  than  the  reduction  of  $9  million 
proposed  by  the  Administration. 

Application  of  the  results  of  research  must  be  promoted  on 
many  fronts,  but  we  wish  to  give  explicit  support  to  an  increase 
in  funds  for  prevention  activities  which  are  both  specific  to  mental 
retardation  (such  as  control  of  lead  poisoning)  and  non-specific 
(such  as  improved  prenatal  care) . We  propose  at  least  $125  million 
for  the  Maternal  and  Child  Health  Service  state  formula  grant  pro- 
gram and  $4  million  to  initiate  action  under  the  new  Lead  Based 
Paint  Poisoning  Prevention  Act  (P.L,  91-695). 

We  also  believe  that  the  Maternal  and  Child  Health  Service 
should  be  strengthened  in  its  ability  to  contribute  to  the  funding 
of  programs  to  train  health  personnel  within  the  special  environ- 
ments of  the  so-called  University  Affiliated  Facilities  for  the 
retarded  and  otherwise  developmen tally  disabled.  A transfer  of  these 
funds,  as  some  have  proposed,  to  Rehabilitation  Services  Adminis- 
tration, is  not  the  answer.  The  nature  of  the  UAF ' s is  such  that 
their  support  should  be  shared  by  a variety  of  money  streams,  both 
federal  and  non-federal,  but  particularly  by  training  funds  from  the 
Maternal  and  Child  Health  Service,  Bureau  for  the  Education  of  the 
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Handicapped,  and  the  Vocational  Rehabilitation  Administration  as 
well  as  by  new  funds  under  the  Developmental  Disabilities  Act. 
Bringing  these  money  streams  together  in  appropriate  complementary 
balance  will  help  to  assure  consistency  in  federal  standards  along 
with  emphasis  on  the  unique  interdisciplinary  character  of  these 
facilities,  on  which  we  must  depend  so  largely  in  the  future  for 
leadership  in  well-rounded  service  to  the  handicapped.  Therefore, 
we  urge  you  to  provide  a modest  increase  of  $5  million  under  Section 
511  of  the  Social  Security  Act,  with  the  understanding  that  this 
increase  will  be  used  to  extend  support  to  new  UAF ' s as  well  as 
increasing  the  levels  of  those  presently  supported  where  present 
support  falls  short  of  what  was  planned  for. 

To  summarize,  then,  we  ask  you  for  the  following  health  related 


increases : 

FY 

1971  Actual 

Administration 
1972  Request 

FY 

NARC 

Recommendation 

(in  millions  of 

dollars) 

NICHD-Total 

94.4 

102.532 

125.0 

NINDS-Total 

106.651 

95.496 

144.0 

HSMHA- (Maternal 

and  Child  Health) 

Section  511-Subtotal 

16.9 

21.106 

26.106 

State  Grants-Subtotal 

117.85 

119.65 

124.65 

HSMHA- (Environmental 

Health) 

- 

2.0 

4.0 

1525 


VOCATIONAL  REHABILITATION 

The  applicability  of  the  Vocational  Rehabilitation  program  to- 
the  retarded  is  dramatically  illustrated  by  the  steady  climb  in  re- 
habilitations over  the  past  two  decades.  In  1971,  some  38  thousand 
retarded  persons  will  be  assisted  to  become  more  productive.  Further 
increases  are  dependent  on  significant  increases  (beyond  inflationary 
increments)  in  the  basic  program  (Section  2,  Grants  to  States) . We 
join  the  National  Rehabilitation  Association  in  advocating  an  in- 
crease in  the  allotment  base  to  $600  million,  which  will  require 
an  appropriation  of  $575  million.  We  also  share  the  deep  concern 
of  the  rehabilitation  community  about  the  proposed  cuts  in  training 
funds.  Until  the  Administration  comes  up  with  a more  coherent  plan 
for  discharging  the  nation's  commitment  to  the  quality  of  future 
services  through  training  today's  young  people,  we  believe  existing 
programs  should  not  be  dismantled. 

To  summarize,  we  ask  for  an  increase  in  basic  grants  for  re- 
habilitation: 


FY 

1971  Actual 


Administration  FY 
1972  Request 


NARC 

Recommendation 


(in  millions  of  dollars) 


Vocational 
Rehabilitation 
(Section  2) 


503.0 

(to  maintain 
allotment  base 
of  515  million) 


518.0 

(to  maintain 
allotment  base 
of  530  million) 


575.0 
(increase 
in  allotment 
base  from 
530  to  at 
least  600 
million) 
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Senator  Case.  Dr.  Robert  Drye,  Carmel,  Calif. 

STATEMENT  OF  DR.  ROBERT  DRYE,  CARMEL,  CALIF.,  NATIONAL 
INSTITUTE  OF  MENTAL  HEALTH 

PREPARED  STATEMENT 

Dr.  Drye.  I have  to  admit,  Mr.  Chairman,  I came  down  from  Ver- 
mont last  night.  I made  the  tough  part  of  my  trip  earlier. 

Senator  Case.  Nobody  has  to  be  ashamed  of  coming  from  Vermont. 
You  are  here  for  a good  cause. 

You  are  aware  of  the  fact  we  are  going  to  try  to  get  through  with 
every  witness  in  15  minutes.  I think  that  suggests  10  minutes  for  the 
presentation  and  5 minutes  for  questions,  if  that  is  all  right. 

Dr.  Drye.  That  is  quite  all  right,  Mr.  Chairman.  I don’t  think  I 
will  need  that  much  time. 

A fuller  version  of  what  I will  say  has  been  furnished  to  the  com- 
mittee. 

(The  information  follows :) 
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Vk;  tho  undersigned  constitute  the  ;af'inherr;hip  of  the  Psychiatric 
review  Committee  of  the  i!ai  ion.ii  Lust  ii  el''  (d  MenLal  fiealtii.  .h 
selected  as  peer  group  p)sycdiiati'ic  consu  LLant. to  tfie  Fedei'al  r., 
rr.ent  because  of  our  contributions  as  leaders  in  psychiatric  edue 
in  areas  outside  the  Federal  government  including  private  hospi ■ 
universities,  county  and  :.;taLe  prog,raTTis . Wo  advise  NIMH  - Fsyr.n 
Traiiiirig  Branch  on  v;hieh  Iralriing  granl::  . hoirll  Iw-  awarded  to  ‘i 
centers  both  inside  and  outside  ci  m':''iical.  schools.  We  are  v'ri’: 
advise  you  of  the  disastrous  effects  the  pu’oposed  phaf^ing  out 
support  for  psychiatric  training  will  her/e  upon  urgently  needed 
nealth  services  to  the  communities  of  our  nation.  We  are  wriii:, 
pra'vdle  cd.tizens  v;ho  comprisi;  tills  commLUe:e  and  noL  as  repre.ru. 
of  the  lilMH. 

Historically,  ar  the  end  of  World  War  II  we  had  slightly  more  th 
jO-V/chiatrists , barely  enough- for  the  military  alone.  The  Mentsjj 
Act  of  1946  was  an  effort  to  corr-^'ct  Loth  thi,.-.  shortage  and  tii'-- 
imbalance  among  medical  specialists.  The  success  of  tiie  progi:.’!;, 
under  NIMH  sponsorship  consequent  to  thiis  Act  is  atnested  to  u ' 
that  there  are  nov/  iTiOre  than  ten  times  that  number  of  psychiatnl 
couni:ry . Even  this  has  i.ot  lui.ihled  us  l...  provide  adequate  pra.-' 
\()X-  I hi::  couriti-y  ..ind  to  sl.aif  paid  in  pi-w-MMiiis  sufi-'i  c icntly  tc  . 

I (,,  r>'du<,-'’  si'Mru'  Ol  til'.'  w.  1 1 '''hiiu: ; I 111',  in  :'■!■, il.'  I'.os.p  i I ,i  L.s  . il'.'p.'it'' 

becoming  increasingly  awa.ro  tiu.ii;  W'-  ai''0  iK>t  mooting  many  of  tr  ■ 
a significant  segment  of  the  population,  including  hut  not  l.i.T'-' 
ur'h.m  ..ind  rural  poor,  mlii(.>r j ty  grou['-.  (.■  or  i icu.Lai'.lv  h-lack  and  . r i 
speaking,  and  services  let-  p.hildr'-n  wi-L<.;h  ii-'.'  ..almost.  unavaiJ.ah.lr- 
of  the  country  irrespective  of  income. 
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To  ?r,eot  these  needs,  in  the  Ment.il  Healtli  AcL  of  1A63  tlie  Co[.,-;'r 
established  a program  of  Mental  HealLii  (:■  ni t.eT’r.  localed  vnitlun,  ■ 
munities  to  meet  these  needs  more  effectively.  Services  for  ale 
drug  abuse  programs , and  services  for  the  mentally  retarded  ’navr 
included  in  these  planned  Mental  Health  Centers.  As  these  cent', 
being  physically  completed  or  nearo’n.p  com[  let.  ion , an  incrcas.i  np, 
of'  psychiatrists  v/ill  be  needed  to  staff  their  programs.  Fur!  !■< 
the  com^plexity  of  training  required  for  competency  in  these  arc. 
increasing.  This  v/ill  call  for'  increased  faculty  participatior: 
training  program.  Termination  or  I’eductirn  of  .'-.upq/ort  at  tlii..  i 
v/lio  Cher  at  thc'  medical  sclioc;!  or  I g,j'.  ulu.i  If  1''V<'1,  v/ill.  mo.ie 
crease  in  available  manpov/er  and  faculty,  not  only  now  but  ii:  •' 
to  come.  In  addition  to  the  impact  on  psychiati'ic  training  this 
impair  professional  and  paraprofessional  training  in  other  disci 
involved  in  the  delivery  of  mental  health  services.  We  have  air 
fiad  many  experiences  in  v'hich  communJtior  iiave  be-en  seriously 
in  expectation  for  adequate  mental  Jiealth  services  because  staf-'’ 
not  available. 


To  retreat  from  cui’ront  tr'aining  program:',  at  this  time  v/ould  !'•. 
to  a }/Opulation  most  in  need  'd'  services  and  woi^ld  serve  as  ■:  .;i 
the  poverty  groups  and  mentally  ill  of  our  nation  as  to  their-  r-" 
.in  our-  national  priorities.  It  v/ould  also  denv  to  the  children 
youUi  o!  our  country  wv-ai  .1  lieg. inning  of  adciiuato  ser'vices.  ' .n 
v/e  v;culd  h'lve  no  trM.inirig,  luiuf:  av.-jiialslc  for  nev/  :-,er'vice  pror;'. 
new  Mir'd  L.il  schools..  All  -.'f  I h''::*'  .r^'.su.l  t woubl  lie-  diroc.Clv  '--!■! 
aims  currently  emphasized  by  bo-i: 1 1 I ho  Ads:i  In i:;  tr.it  .son  and  tlie  'v. 


We  verite  this  as  psychiatric  educators  who  are  sei’ving  as  cons';- 
to  make  clear  the  gravity  of  the  implications  of  the  proposed  1 
cut  ui'ge  the  full  restoration  of  cur-renl  levels  of  suppoid 

■; for  new  nrograms  and  to  allow  for  inflation. 
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ADMINISTRATION  BUDGET  REDUCTION  PROPOSAL 

I represent  the  phycliiatry  training  consultants  to  NIMH.  We  are 
psychiatric  educators,  who  were  asked  by  the  Goveniment  to  serve 
as  consultants  on  the  handling  of  psychiatric  training  money.  In  the 
budget,  this  has  the  somewhat  unfortunate  title  of  ‘‘Psychiatric  resi- 
dency training.” 

The  administration  is  projiosing  a reduction  from  some  $26  million, 
a reduction  of  $6.7  million  this  year.  In  comparison  with  the  kinds  of 
figures  which  the  committee  is  hearing  this  morning  and  will  hear 
later  on  about  total  mental  health  programs,  this  seems  almost  trivial. 

However,  it  is  our  contention  that  this  cut  will  effectively  sabotage 
the  programs  for  which  people  will  be  asking  much  larger  sums  of 
money. 

I want  to  emphasize  that  we  are  consultants  to  NIMH,  and  we  are 
in  no  way  speaking  for  NIMH. 

As  a matter  of  fact,  our  decision  to  request  and  testify  at  this  com- 
mittee and  the  Flood  committee,  was  based  on  the  failure  of  NIMH 
to  argue  the  case  for  their  program,  for  reasons  I do  not  know. 

Residency  training  is  an  unfortunate  title  because  it  includes  moneys 
which  are  used  for  training  child  psychiatrists  and  training  medical 
students. 

There  are  physicians  in  other  specialities,  learning  about  the  mental 
aspects  of  their  work. 

This  particular  program  has  been  in  effect  for  25  years  and  has  led 
to  the  development  of  new  training  centers:  both  departments  of 
psychiatry  within  medical  schools,  and  psychiatric  training  centers  in 
private  hospitals,  general  hospitals,  and  State  hospitals. 

Since  the  beginning  of  this  program,  approximately  18,000  addi- 
tional psychiatrists  have  been  training,  over  half  of  them  through  the 
support  of  these  grants.  During  this  period,  however,  the  complexity 
of  what  the  psychiatrist  is  expected  to  know  has  drastically  increased. 
We  are  moving  to  the  community  to  reach  the  poor  and  minority 
groups.  We  are  supporting  for  the  first  time  proposals  for  adequate 
care  for  children  and  youth;  and  we  are  beginning  to  tackle  prob- 
lems, such  as  drugs,  alcoholism,  and  mental  retardation,  which  were 
only  peripheral  to  psychiatry  25  years  ago. 

In  this  training  is  the  critical  bottleneck.  We  cannot  provide  these 
programs  if  at  the  same  time  we  are  reducing  the  funds  available.  As 
a matter  of  fact,  for  several  years  NIMH  has  been  reducing  the  num- 
ber of  programs  supported,  percentagewise,  because  of  the  impact  of 
inflation  in  terms  of  general  costs,  on  the  one  hand,  and  in  terms  of 
specific  cost  rises  in  medical  education. 

I am  sure  the  committee  members  are  aware  that  for  many  years, 
hospital  workers  of  all  kinds,  including  faculty  and  medical  schools, 
were  regarded  as  people  who  were  willing  to  make  charitable  dona- 
tions of  their  time  and  money  on  a large  scale ; were  not  paid  the  usual 
fee/=^  in  the  community. 

This  has  been  true  for  trainees  as  well  as  faculty.  So  the  NIMH 
stipend  is  now  three  times  what  they  were  when  I was  in  training  18 
years  ago.  An  assistant  professor  used  to  be  lucky  to  get  $9,000  a year 
and  is  now  probably  asking  $25,000. 

So  we  are  losing  ground  even  to  keep  money  where  it  presently  is. 
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The  impact  of  this  cut  will  be  discussed  at  greater  length  by  the 
American  Psychiatric  Association  presentation  later  in  the  week.  I 
don’t  wish  to  repeat  that. 

In  California  alone,  we  will  lose  something  like  one-quarter  of  the 
psychiatric  residency  positions.  Stanford  has  already  cut  back  by  30 
percent  for  next  year. 

The  impact  is  not  only  severe  on  existing  programs,  but  it  is  going 
to  be  devastating  on  new  programs.  I am  interested.  Senator  Case, 
with  two  new  medical  schools  in  New  Jersey;  and.  Senator  Percy, 
with  five  new  campuses  for  the  University  of  Illinois  in  Illinois. 
NIMH  is  going  to  be  getting  requests  to  support  these  programs. 
There  is  no  money  available  to  do  this.  The  only  money  that  can  be 
created  is  by  cutting  existing  programs,  which  does  not  serve  any 
useful  purpose  in  the  total  output.  It  is  simply  moving  money  around. 

This  is  all  I have  to  say,  Mr.  Chairman.  I will  be  happy  to  answer 
questions. 

Senator  Case.  That  is  very  helpful.  I know  the  whole  committee  will 
benefit  from  your  discussion  here. 

Senator,  do  you  have  any  questions  ? 

Senator  Percy.  I have  no  questions.  We  certainly  appreciate  your 
being  here  this  morning. 

Senator  Case.  Thank  you. 

STATEMENT  OF  NATIONAE  ASSOCL4TION  OF  COORDINATORS  OF  STATE 
PROGRAMS  FOR  THE  MENTALLY  RETARDED,  INC. 

Senator  Case.  The  subcommittee  has  received  a written  statement 
from  the  National  Association  of  Coordinators  of  State  Programs  for 
the  Mentally  Retarded,  Inc.,  which  will  be  included  in  the  record  in 
full. 

(The  statement  follows:) 

63-792  O— 71— pt.  3 i 
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The  National  Association  of  Coordinators  of  State  Programs  for  the 
Mentally  Retarded,  Inc.  is  a non-profit  organization  dedicated  to 
expanding  and  improving  services  to  over  six  million  mentally  re- 
tarded citizens  in  the  United  States.  The  primary  aims  of  the 
Association  are  to  facilitate  nationwide  communication  among  state 
and  local  agencies  providing  programs  for  the  mentally  retarded  and 
to  represent  the  interests  of  state  programs  officials  on  issues  of 
national  significance. 

Due  to  the  wide  diversity  of  health,  educational,  welfare,  social 
service,  vocational  training,  employment  and  other  needs  of  retarded 
persons,  NACSPMR  has  an  interest  in  a number  of  items  in  the  FY  1972 
budget  for  the  Department  of  Health,  Education  and  Welfare.  Appendix 
A contains  a table  which  summarizes  the  Association's  position  on 
FY  1972  funding  for  a variety  of  significant  programs  in  HEW' s total 
effort  to  prevent  and  ameliorate  the  effects  of  mental  retardation. 

On  many  of  these  programs  we  recognize  that  the  Subcommittee  will 
receive  eloquent  testimony  from  other  witnesses  on  the  need  for 
budgetary  increases;  therefore,  we  intend  to  highlight  only  the  most 
important  issues  from  our  perspective  in  this  statement. 


I . Adequate  Funds  for  Formula  Grants  Under  the  Developmental 
Disabilities  Act. 

Last  year  Congress  enacted  into  law  the  Developmental  Disabilities 
Services  and  Facilities  Construction  Amendments  (P.L.  91-517).  In 
taking  this  action  Congress  voted  to  expand  the  old  Mental  Retardation 
Facilities  Construction  Act  in  three  essential  ways.  First,  the 
scope  of  the  former  program  was  broadened  to  include  not  only  the 
mentally  retarded  but  also  persons  suffering  from  other  developmental 
disabilities  originating  in  childhood,  including  cerebral  palsy, 
epilepsy  and  other  neurological  handicapping  conditions.  Second,  the 
program  was  broadened  to  include  support  for  a full  array  of  service 
programs  as  well  as  construction  of  community  facilities.  And  finally, 
states  were  granted  greatly  expanded  responsibility  for  planning  and 
implementing  a comprehensive  program  of  services  under  a new  formula 
grant  program. 

NACSPMR  was  heartened  by  the  foresighted  action  of  Congress  in  approving 
this  new  legislation.  We  felt  that  P.L.  91-517  signified  a new  phase 
in  the  Federal  Government's  efforts  to  provide  a better  life  for  all 
mentally  retarded  and  other  developmentally  disabled  citizens. 

However,  unless  adequate  appropriations  for  this  program  are  voted  by 
Congress  the  expanded  services  envisioned  in  this  progressive  piece  of 
legislation  will  prove  to  be  unfulfilled  promises  and  empty  rhetoric. 

In  this  regard,  we  are  deeply  disappointed  by  the  amount  requested 
for  the  program  in  the  President's  FY  1972  budget.  The  Administration 
has  asked  Congress  to  appropriate  $11.2  million  for  formula  and  project 
grants  under  Title  I of  P.L.  91-517  - the  same  amount  voted  in  FY  1971. 
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This  figure  is  38  percent  less  than  the  amount  appropriated  for  con- 
struction of  mental  retardation  facilities  alone  in  FY  1968  and  only 
II  percent  of  the  $105  million  authorized  to  be  expended  in  FY  1972. 
Despite  the  fact  that  the  new  legislation  sharply  increases  the  number 
of  eligible  clients  and  the  types  of  services  supportable,  in  many 
states  '"-the  Administration's  request  would  mean  an  actual  reduction  in 
the  amount  of  federal  funds  available  in  FY  1972. 

The  Association  strongly  urges  this  Subcommittee  to  appropriate  $40 
million  for  programs  under  Title  I of  the  new  Developmental  Disabilities 
Act  in  FY  1972.  Such  an  appropriation  would  constitute  an  important 
step  toward  the  creation  of  the  realistic  federal-state  partnership 
in  delivering  services  to  developmentally  disabled  persons  which  is 
envisioned  in  the  Developmental  Disabilities  Act  of  1970.  State  legis- 
latures and  local  communities  have  demonstrated  their  willingness  to 
participate  in  such  a cooperative  venture.  Now  it  is  time  for  Congress 
to  show  equal  good  faith  by  providing  adequate  funds  for  this  vital 
new  program. 


In  most  states  the  members  of  our  Association  are  directly  responsible 
for  administering  Developmental  Disabilities  funds.  The  reports  we 
have  received  from  state  agencies  convinces  us  that:  (1)  tremendous 

unmet  program  needs  continue  to  exist  in  every  state;  (2)  sharply 
increased  federal  aid  is  needed  to  help  fill  these  gaps;  and  (3) 
the  states  are  prepared  to  put  such  increased  federal  aid  to  wise  use. 


Permit  us  to  cite  some  examples  of  unmet  needs  in  a few  states  to  give 
the  Subcommittee  a sense  of  the  pressing  requirement  for  a significant 
increase  in  Title  I funds : 


o The  Bureau  of  Mental  Retardation  in  Maine  estimates  that  $8 
million  ($5.5  million  state  and  local  support  and  $2.5  million  in 
federal  aid)  would  be  required  to  fill  existing  gaps  in  statewide 
services  to  developmentally  disabled  children  and  adults.  An 
additional  $46  million  is  needed  to  meet  capital  expenditure 
requirements  including  funds  for  construction  of  day  care  centers 
and  other  community  facilities  and  the  purchase  of  transportation 
equipment.^  Under  the  Administration's  proposed  appropriations, 
Maine  would  receive  the  minimum  state  allotment  of  $100,000  in 
FY  1972  - or  only  four  percent  of  the  state's  need  for  federal 
assistance  exclusive  of  capital  expenditure  requirements. 


o The  Oregon  Mental  Health  Division  estimates  that  some  4,000 
retarded  adolescents  and  adults  could  benefit  from  long  term 
sheltered  employment  if  adequate  services  were  available.  Assuming 
that  it  would  cost  a minimum  of  $1,000  a year  to  properly  maintain 


an  individual 

in 

such  a workshop  setting  the  overall  cost  of 

the 

program  would 

be 

roughly  $4 

million  per  annum  - a figure  which 

dwarfs  the  state' 

's  proposed 

$100,000  allotment  under  Title  I 

of 

P.L.  91-517  in  FY  1972.  And  this  is  only  one  area  of  need.  Day 


1 


An  assumption  underlying  these  calculations  is  that  maximum  use 
will  be  made  of  other  generic  federal-state-local  programs  to 
serve  developmentally  disabled  persons. 
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care,  developmental  training,  activity  centers  and  foster  and 
group  home  placements  are  other  program  areas  in  pressing  need 
of  expansion  in  Oregon. 

o The  Alabama  Department  of  Mental  Health  estimates  that  service 
agencies  in  the  state  are  meeting  only  10  percent  of  the  needs 
of  developmentally  disabled  persons.  The  one  existing  state  resi- 
dential center,  which  was  built  to  accommodate  1,100  residents,  is 
now  serving  2,300  and  has  a waiting  list  of  1000.  It  is  estimated 
that  as  many  as  70  percent  of  the  residents  in  the  state's  resi- 
dential program  could  be  returned  to  some  type  of  community  living 
situation  if  sufficient  financial  resources  were  available.  In 
recent  years  Alabama  has  launched  a program  to  build  a series  of 
regional  centers  for  the  mentally  retarded  and  developmentally 
disabled  around  the  state.  However,  cutbacks  in  federal  funds 
have  stymied  progress  despite  strong  support  from  the  state  legis- 
lature and  local  communities.  The  $216,720  tentatively  scheduled 
for  allocation  to  Alabama  in  FY  1972  will  do  little  to  reverse 
the  situation. 

o A recent  report  submitted  to  Governor  Holton  of  Virginia  points 
out  that  most  of  the  estimated  6,500  multi-handicapped  children  in 
the  state  are  either  unserved  or  underserved.  Of  the  2,256  children 
studied  only  44  percent  were  receiving  any  educational,  vocational, 
social  or  psychological  services  and  a meager  three  percent  were 
getting  comprehensive  services  for  each  of  their  handicapping  con- 
ditions . Virginia  plans  to  give  priority  to  improving  services  to 
severely  multi-handicapped  children  through  DDSA  funds;  however, 
the  $240,761  the  state  is  scheduled  to  receive  in  FY  1972  will 
make  only  a slight  dent  in  the  backlog  of  unmet  needs  in  this  area. 

o Arkansas  presently  has  a capacity  for  1,371  retarded  individuals 
in  state  residential  facilities  with  another  128  beds  under  con- 
struction. Estimates  on  the  number  of  retarded  children  and  adults 
in  the  state  requiring  residential  care  ranges  from  2,850  to  3,850  - 
or  well  over  double  the  number  of  beds  currently  available.  In 
addition,  the  State  Department  of  Mental  Retardation  estimates  that 
only  6 to  12  percent  of  retarded  persons  requiring  services  in  com- 
munity facilities  are  presently  enrolled  in  such  programs.  For 
example,  local  day  service  centers  must  be  expanded  from  their 
present  capacity  of  529  to  serve  an  additional  2,571;  sheltered 
workshops  now  serve  about  300  while  an  additional  2,325  await  ser- 
vices and  some  800  retarded  persons  are  in  need  of  sheltered  living 
accommodations.  When  these  needs  are  compared  to  Arkansas'  tenta- 
tive FY  1972  allotment  under  Title  I ($122,630)  it  is  clear  that 
sharply  increased  federal  aid  would  be  required  to  stimulate  signi- 
ficant progress. 

o The  North  Carolina  Department  of  Mental  Health  estimates  that 
an  additional  500  severely  retarded  youngsters  need  day  care  ser- 
vices immediately  and  some  2,400  others  will  be  requiring  similar 
services  within  a few  years.  Activity  centers  are  required  immedi- 
ately for  500  graduates  of  public  school  programs  for  the  trainable 
while  up  to  8,000  need  sheltered  workshop  programs  and  some  632 
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institutional  residents  could  be  placed  in  group  homes  if  adequate 
facilities  and  staff  were  available.  All  of  this  evidences  a need 
for  federal  aid  far  in  excess  of  the  $292,144  which  North  Carolina 
presently  is  scheduled  to  receive  in  FY  1972. 

Examples  similar  to  those  cited  above  could  be  repeated  for  prac- 
tically every  state  in  the  Union.  Because  of  limitation  on  time 
and  space  we  have  included  only  a representative  sample  to  give  the 
Subcommittee  some  idea  of  the  dimensions  of  need.  Much  of  the  program 
data  refers  to  the  needs  of  mentally  retarded  children  and  adults  be- 
cause states  have  relatively  better  information  on  this  disability 
group;  however  similar  evidence  could  be  cited  on  deficits  in  programs 
for  cerebral  palsied  and  epileptic  individuals  which  would  only  tend  to 
strengthen  even  further  the  case  for  increased  federal  appropriations 
for  this  vital  program. 


II . Continuation  of  Open-End  Funding  of  Social  Services  Under 
Public  Assistance. 

In  the  past  few  years  a growing  number  of  states  have  been  using  social 
services  funds  authorized  under  the  welfare  titles  of  the  Social  Security 
Act  (Titles  VIA,  XIV  and  XVI)  to  initiate  and  expand  services  to  mentally 
retarded  children  and  adults.  With  these  funds  a wide  range  of  services 
are  being  purchased  for  present,  past  and  potential  welfare  recipients 
who  are  also  mentally  retarded.  In  almost  all  cases  the  services  pro- 
vided are  designed  to  avoid  placing  the  individual  in  a state  institu- 
tion or  to  return  institutional  residents  to  the  community. 

Several  states  such  as  Nebraska,  California,  Wisconsin,  and  Washington 
have  achieved  significant  advances  in  efforts  to  reduce  the  need  for 
costly  24  hour  care  in  state  institutions  by  creating  a network  of 
child  development  centers,  adult  activity  programs,  long  term  sheltered 
workshops,  group  homes  and  protective  services.  All  of  these  services 
are  essential  program  elements  in  placing  former  institutional  resi- 
dents in  the  community  and  maintaining  other  retarded  children  and 
adults  outside  of  an  institutional  setting. 

These  states  have  proven  that  placement  in  a properly  planned  community 
based  service  not  only  enhances  the  personal,  social  and  intellectual 
development  of  most  retarded  individuals  but  also  proves  significantly 
less  expensive;  at  the  same  time  the  long  range  probability  that  such 
individuals  will  be  on  the  welfare  rolls  is  sharply  reduced. 

In  view  of  the  important  program  improvements  which  are  being  realized 
through  social  services  funds  in  a few  states,  we  are  dismayed  by  the 
request  in  the  President's  FY  1972  budget  for  language  which  would 
place  a ceiling  on  appropriations  for  this  program.  Under  the  Admin- 
istration's proposal,  expenditures  in  FY  1972  would  be  limited  to 
110  percent  of  the  FY  1971  funding  level. 

Last  year  Congress  rejected  a similar  Administration  request  contained 
in  the  President's  FY  1971  budget.  NACSPMR  urges  this  Subcommittee  to 
refuse  once  again  to  place  an  arbitrary  ceiling  on  social  services 
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spending  under  the  welfare  titles  of  the  Social  Security  Act.  Such 
a ceiling  would  effectively  ban  retarded  citizens  in  a majority 
of  states  which  have  not  yet  taken  advantage  of  social  services  monies 
from  the  benefit  of  the  program.  In  addition,  the  question  of  when 
and  what  type  of  a ceiling  should  be  placed  on  social  services  in  one 
which  more  appropriately  falls  within  the  province  of  the  responsible 
legislative  committees  in  Congress. 


Ill . Conclusion 

We  recognize  that  this  Subcommittee  faces  a serious  challenge  in 
balancing  the  relative  needs  of  a myriad  of  federal  social  programs 
against  the  limited  resources  available  for  domestic  spending  during 
this  period  of  fiscal  stringenty.  Nonetheless,  it  is  our  hope  that 
you  will  find  it  possible  to  heed  this  plea  on  behalf  of  millions  of 
severely  handicapped  American  citizens  whose  needs  have  been  neglected 
by  society  for  too  long. 

Thank  you  for  giving  us  this  opportunity  to  present  the  views  of  the 
National  Association  of  Coordinators  of  State  Programs  for  the  Mentally 
Retarded,  Inc. 


RECOMMENDATIONS  ON  APPROPRIATIONS  FOR  SELECTED  PROGRAMS 
AFFECTING  THE  MENTALLY  RETARDED 
Department  of  Health,  Education  and  Welfare 
FY  1972 

(in  thousands  of  dollars) 
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National  Institutes  of  Health 

Nat'l  Inst,  on  Neurological  Diseases  & Stroke^  $103,022  $ 95,496  $144,000 

Nat'l  Inst,  on  Child  Health  & Human  Dev.^  95,035  103,232  109,532 
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EXPLANATORY  NOTES 


1.  In  recent  years  roughly  12  to  13  percent  of  state  allotments  under 
Section  2 of  the  Rehabilitation  Act  have  been  used  to  rehabilitate 
mentally  retarded  clients  (e.g.  in  FY  1970  an  estimated  32,700 
retarded  persons  were  rehabilitated  at  a cost  of  $55,584,000). 

2.  The  House  passed  appropriations  bill  for  the  Office  of  Education 
(H.R.  7016)  included  a $2.5  million  increase  for  this  program. 

3.  The  House  passed  appropriations  bill  (H.R.  7016)  for  the  Office  of 
Education  included  a $2.5  million  increase  for  deaf  blind  centers. 

4.  The  President's  budget  includes  a provision  which  would  limit  appro- 
priations for  this  program  to  the  level  of  FY  1971  expenditures. 
However,  this  restriction  was  deleted  from  the  bill  by  a point  of 
order  during  the  House  floor  debate  on  April  6.  In  the  absence  of 
the  limiting  language  OE  officials  estimate  that  the  funding  level 
will  grow  to  $55,350,000  in  FY  1972. 

5.  A portion  of  project  grant  funds  under  the  Maternal  and  Child  Health 
and  Crippled  Children's  program  were  earmarked  for  special  projects 
benefitting  mentally  retarded  children  in  1963. 

/ 

6.  A sizable  portion  of  this  appropriation  item  is  used  to  support 
training  in  university  affiliated  facilities  for  the  mentally  re- 
tarded ($11.2  million  in  FY  1971  and  an  estimated  $13.5  million  in 
the  President's  FY  1972  budget). 

7.  Among  the  many  aspects  of  the  Institute's  investigations  which  are 
related  to  knowledge  about  mental  retardation  is  the  collaborative 
perinatal  research  project  on  the  causes  of  cerebral  palsy,  mental 
retardation  and  other  neurological  and  sensory  disorders  of  child- 
hood. The  recommended  increase  would  include  the  restoration  of 
proposed  cuts  in  the  President's  FY  1972  budget  for  completion  of 
the  collaborative  perinatal  project. 

8.  A small  portion  of  NICHD  funds  are  earmarked  for  support  of  twleve 
mental  retardation  research  centers  ($3,875,000  in  FY  1971  and 
$5,365,000  in  the  President's  FY  1972  budget).  In  addition,  the 
Institute  supports  a wide  variety  of  research  related  to  mental 
retardation  both  within  these  centers  and  in  other  settings.  In 

FY  1970,  for  example,  NICHD 's  obligations  for  research  and  research 
training  directly  related  to  M.R.  totalled  $11  million  (66  percent 
of  which  was  expended  in  the  research  centers) . However,  this 
figure  still  understates  the  Institute's  committment  to  mental  retar- 
dation related  research  since  areas  of  basic  study  such  as  perinatal 
biology,  infant  mortality  and  nutrition  are  not  included. 
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STATEMENT  OF  JONAS  MORRIS,  NATIONAL  COUNCIL  OF  COMMUNITY 
MENTAL  HEALTH  CENTERS,  TENNESSEE,  NIMH 

ACCOMPANIED  BY: 

A.  B.  HOOTEN,  M.D.,  DIRECTOR,  PROVIDENT  COMMUNITY  MEN- 
TAL HEALTH  CENTER,  BALTIMORE,  MD. 

MRS.  ANNA  BELLE  CALLOWAY,  A.C.S.W.,  CLINIC  ADMINISTRA- 
TOR, FAYETTE  COUNTY  MH-MR  CLINIC,  UNIONTOWN,  PA. 

PREPARED  STATEMENTS 

Senator  Case.  Our  next  witness  is  Mr.  Jonas  Morris. 

Mr.  Morris.  My  name  is  Jonas  Morris,  and  I am  executive  director 
of  the  National  Council  of  Community  Mental  Health  Centers.  With 
me  today  is  Dr.  Hooten  and  Mrs.  Calloway,  to  testify  for  the  council. 

We  have  some  prepared  statements  which  we  would  like  to  have 
included  in  the  record. 

Senator  Case.  Thank  you.  That  will  be  done. 

(The  statements  follow :) 
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Introduction 

Hr.  Chairman,  Members  of  the  Subcommittee,  it  is  a pleasure  for  us  to 
appear  before  you  today  concerning  the  Fiscal  Year  1972  appropriations  for  the 
Community  Mental  Health  Centers  Program. 

Our  testimony  before  you  is  presented  on  behalf  of  the  National  Council 
of  Community  Mental  Health  Centers  — a nonprofit  organization  representing  110 
community  mental  health  centers,  including  many  of  those  receiving  federal  funds. 
We  are  speaking  to  you  today  as  professionals  engaged  in  the  day-to-day 
operations  of  community  mental  health  services,  and  are  currently  very  concerned 
over  the  future  of  this  program. 
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Community  mental  health  centers  are  bringing  primary  mental  health  services  to 
millions  of  Anericans  — many  of  them  living  in  low-income  areas  — who  would 
otherwise  be  deprived  of  care.  They  are  also  servicing  what  is  becoming  a vital 
need  for  drug  abuse  and  alcoholic  treatment  programs.  And  yet,  over  the  last  few 
years  the  commitment  to  this  program  appears  to  have  dv/indled.  Today  we  are 
faced  with  the  situation  where  the  Administration  budget  contains  no  request  for 
construction  funds,  and  no  request  for  funds  for  consultation,  developmental  or 
children's  services.  The  only  request  is  for  limited  staffing  funds  which  will  do 
no  more  than  support  the  program  at  a minimal  level. 

In  our  opinion,  federal  support  for  community  mental  health  represents  one 
of  the  best  invectments  of  federal  health  funds.  The  422  federally-funded  community 
mental  health  centers  (272  of  which  are  currently  fully  operational)  are  a unique 
mechanism  for  bringing  primary  mental  health  care  into  the  community.  Their  activities 
contribute  significantly  to  the  early  detection  and  treatment  of  mental  Illness, 
mental  rct^rdr’tion,  drug  abuse,  and  alcoholism.  They  are  organized  to  serve  a 
particular  community  and  Involve  substantial  community  input.  Our  centers,  which 
represent  a unique  model  for  delivering  health  services,  are  able  to  reach  those 
in  need  of  treatment  much  earlier  than  traditional  mental  health  institutions. 

One  of  the  most  serious  problems  in  the  delivery  of  mental  health  services  has 
always  been  the  fact  that  most  patients  do  not  seek  care  voluntarily,  but  must  be 
brought  into  the  health  care  system.  The  mental  health  centers  have  therefore 
developed  a liaison  with  community  leaders  — educators,  clergy,  physicians  in 
general  practice,  police  officers,  probation  officers,  etc.  — who  have  a large 
degree  of  public  contact.  They  have  also  made  use  of  specially  trained  allied 
psychiatric  health  workers  to  reach  those  in  need. 

The  programs  of  the  mental  health  centers  are  also  designed  to  keep  patients 
within  the  community  whenever  practical.  This  is  made  possible  partly  through 
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the  use  of  many  supporting  resources,  such  as  various  education  programs,  foster 
homes  and  other  types  of  supervised  community- living  arrangements,  iiental  health 
centers  have  made  significant  use  of  ambulatory  care,  which  in  turn  has  resulted  in 
an  accelerating  rate  of  reduction  in  the  number  of  patients  admitted  to  state  and 
county  institutions.  Since  1963,  when  the  program  was  initiated,  the  number  of 
patients  in  these  institutions  has  fallen  from  504,604  to  338,592.  This  represents 
a considerable  cost  saving,  but  more  importantly,  it  also  means  that  many  people 
who  might  previously  have  been  committed  to  full-time  institutional  care  are  now 
returning  to  useful  and  productive  lives  v/ithin  the  community. 

The  recent  emphasis  on  programs  designed  to  serve  poverty  areas  should  also 
be  mentioned.  The  mental  health  needs  of  the  poor  have  long  been  overlooked,  and 
there  is  a very  real  unmet  need  in  these  areas.  In  addition,  the  mental  health 
centers  interest  in  many  social  and  medical  considerations  related  to  good  mental 
health  can,  we  hope,  help  to  prevent  or  reduce  the  large  numbers  of  the  poor  failing 
to  make  it  in  our  society. 

The  cornaunity  mental  health  centers  program  has  also  proved  extremely  success- 
ful in  stimulating  much  needed  state  and  local  spending  on  community  mental  health. 

In  fact,  federal  grants  do  not  represent  the  predominant  funding  source  for 
mental  health  centers  taken  as  a whole.  However,  we  should  not  underestimate  the 
critical  need  for  federal  funds  to  support  the  centers  in  their  early  years  when 
they  have  not  yet  established  the  required  local  community  commitment  and  support. 
Budget  Recommendations 

Despite  what  we  believe  is  a critical  need  for  the  services  provided  by  the 
community  mental  health  canters,  the  Administration's  fiscal  1972  budget  request 
before  you  contains  no  money  for  construction  of  facilities,  and  insufficient  funds 
to  meet  the  staffing  needs  of  these  centers.  Nor  do  the  Administration's  recommended 
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increases  in  funds  to  combat  drug  abuse  and  alcoholism  represent  a realistic 
appreciation  of  the  magnitude  of  these  problems.  Accordingly,  we  would  like  to 
present  to  you  the  Council's  estimates  of  the  minimum  requirements  for  these 
programs,  as  shown  in  the  table  below; 


(In  millions  of  dollars) 


1971  1972  1972 

Estimated  Administration  National 

Request  Council 

Recommendation 


I 

CMHC  Program 

A. 

Program  Support. 

1. 

Continuation  Staffing 

Grants 

) 

90.1 

JlC5.1 

110.0 

2. 

New  Staffing  Grants 

) 

30.0 

3. 

Children's  Services 

— 

— 

12.0 

4. 

Consultation  Services 

— 

— 

5.0 

5. 

Developmental  Grants 

— 

— 

5.0 

Subtotal 

90.1 

105.1 

162.0 

B. 

Construction; 

- 

- 

45.0 

II 

Other  Community  Assistance  Progr 

ams 

A. 

Narcotic  Addiction 

13.1 

27.0 

35.0 

B. 

Alcoholism 

8.5 

18.2 

25.0 

Subtotal 

21.6 

45.2 

60.0 

III 

NARA  — 

Rehabilitation  of  Drug 

U; 

sers 

Program 

20.6 

21.3 

35.0 

We  would  like  now  to  discuss  each  of  these  items  in  more  detail,  beginning 
with  the  funds  allocated  for  staffing  grants. 

Staffing  Grants  for  CIlHC's 

Staffing  funds  allocated  to  community  mental  health  centers  are  used  for 
funding  regular  staff  positions  and  also  for  programs  geared  towards  children. 


1544 


the  mentally  retarded,  and  special  consultation  services  as  well  as  for 
developing  new  mental  health  services.  Some  of  these  funds  may  also  be  used 
for  programs  to  treat  narcotics  addicts  and  alcoholics,  although  most  of  the 
money  used  for  these  purposes  is  allocated  separately  under  the  GillC  Act. 

Staffing  funds  for  fiscal  1972  must  contain  funds  for  the  65  programs 
already  approved  by  Nlllh  but  which  could  not  be  funded  out  of  fiscal  1971  money, 

and  for  continuation  staffing  grants  for  the  272  operating  centers  as  of  June  30, 

1971.  $26.3  million  is  needed  for  funding  the  approved  programs,  and  an  estimated 

$110.0  for  continuation  funding,  making  a total  of  $136.3  million.  The 
Administration’s  request  for  $105.1  in  staffing  funds,  then,  contains  no  provision 
for  f-nding  new  centers  which  will  apply  for  grants  during  fiscal  1972,  and  is 

not  even  adequate  to  meet  the  demands  of  the  existing  centers  to  enable  them  to 

continue  their  programs  at  current  levels. 

You  will  recall  that  this  v;as  the  situation  that  occurred  last  year,  but  this 
Subcommittee,  believing  that  it  was  vital  for  the  mental  health  centers  program  to 
grow,  added  an  additional  $40  million  to  the  President;' s request  specifically  for 
funding  new  centers.  This  amount  was  later  reduced  in  Conference  to  $30  million. 

We  believe  that  it  is  very  important  to  continue  this  practice.  NIIIH  has  been 
encouraging,  and  indeed  assisting,  local  communities  across  the  nation  to  develop 
plans  for  community  mental  health  programs.  In  many  instances,  federal  funds 
were  made  available  to  help  with  needed  construction.  These  plans  require  a 
great  deal  of  local  involvement  and  investment  (in  both  time  and  money).  If 
staffing  applications  are  held  up  or  denied,  the  momentum  which  has  been  generated 
will  be  lost.  We  therefore  recommend  that  a total  of  $30.0  million  be  appropriated 
for  new  staffing  grants  in  fiscal  1972,  $26.3  million  to  fund  the  backlog  of 
applications,  and  $3.7  million  for  new  applications  received  during  1972  (see  line 
2,  under  Program  Support,  in  the  table  on  page  4). 
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We  would  also  like  to  see  a change  in  the  present  practice  whereby  the 
Office  of  Management  and  Budget  has  been  restricting  new  staffing  grants  to 
those  programs  which  have  already  received  federal  construction  money.  It  is 
not  always  necessary,  or  desirable,  for  new  facilities  to  be  built  in  order  to 
operate  a community  mental  health  center.  Many  of  these  centers  operate  from 
facilities  owned  by  local  hospitals  or  other  agencies.  We  would  therefore  like 
to  suggest  that  this  Subcommittee  direct  the  Administration  to  make  some  of  these 
funds  available  to  new  centers  where  no  construction  money  is  involved. 

Children's  Services 

Section  271  of  the  Community  Mental  Health  Centers  Act,  authorizing  grants 
for  treatment  facilities  and  staff  to  provide  mental  health  services  to  children 
has  not  yet  been  funded.  In  the  Council's  opinion,  this  is  a critical  program, 
which  should  receive  high  priority  in  the  mental  health  centers ' program: 

The  early  and  effective  delivery  of  mental  health  and  mental  retardation 
services  to  children  is  especially  important.  Failure  to  detect  and  treat  mental 
health  prot>lems  in  young  children  can  result  in  much  greater  problems  — both  for 
the  individual  and  for  society  — when  the  child  becomes  adolescent  or  adult. 

What  is  more,  if  their  problems  are  not  treated,  these  children  will  be  severely 
hampered  during  the  vitally  important,  formative  years  of  their  lives. 

Federal  funds  for  children's  services  would  be  used  to  develop  and  improve 
the  mental  health  centers  contacts  with  the  schools  to  ensure  early  detection 
of  these  illnesses,  and  also  for  special  services  within  the  centers  to  provide 
treatment.  A Council  survey  of  federally-funded  centers,  shows  that  at  least 
23  applications  for  children's  programs  have  been  submitted  to  NIMH  to  date,  and 
at  least  23  more  applications  are  being  prepared  by  the  centers  at  the  present 
time. 

We  therefore  recommend  that  $12  million  be  appropriated  for  children's 


services  under  the  CMHC  Act. 
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Developmental  Grants  & Consultation  Services 

Incentive  grants  for  developing  new  mental  health  services  and  for  provid 
ing  special  consultation  services  should  also  be  provided  in  fiscal  1972.  These 
provisions  of  the  law  have  not  yet  been  funded,  and  we  recommend  that  $5  million 
be  appropriated  for  each  of  these  programs,  (see  lines  3 and  5 under  Program  Support 
in  the  table) . 

Construction  Funds 

In  fiscal  1971,  for  the  first  time  since  the  program  was  established  in 
1963,  no  funds  were  appropriated  for  construction  grants.  The  rationale  for 
this  decision  was  that  budget  constraints  made  it  necessary  to  determine  priorities, 
and  the  Administration,  and  indeed  the  Council,  believed  that  continuing  staffing 
support  for  existing  centers  was  of  paramount  importance.  The  clamps  have  been  on 
the  construction  program  for  so  long  that  by  June  30,  of  this  year,  all  pending 
approved  construction  grants  will  be  funded.  Interest  in  the  construction  grant 
program  has  been  so  thoroughly  dampened  that  few  centers  are  presently  preparing 
construction  grant  applications.  However,  for  the  health  of  the  centers  program, 
it  is  necessary  that  construction  grants  be  revived. 

The  Administration  has  suggested  that  in  the  future,  construction  funds 
should  be  provided  under  the  Hill-Burton  hospital  construction  grant  program. 

It  is  totally  unrealistic,  however,  to  believe  that  funds  can  be  supplied  in 
this  way.  In  the  first  place,  Hill-Burton  funds  have  been  substantially 
reduced  in  fiscal  1972,  and  in  the  future  more  emphasis  will  be  placed  on  loans 
than  on  direct  grants.  In  fiscal  1972,  only  $58.3  million  will  be  available 
for  construction  grants  for  all  ambulatory  facilities  across  the  country,  and 
no  allowance  appears  to  have  been  made  for  the  increased  demands  on  this  program 
as  a result  of  the  phase-out  of  the  CIIHC  construction  grant  program.  Although 
the  construction  costs  for  mental  health  centers  facilities  vary  widely,  depend- 
ing upon  the  type  of  facility,  a rough  approximation  of  the  average  cost  of 
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these  projects  is  $1.5  million.  Of  this  amount,  $500, OCO  has  been  provided  by  the 
federal  government  where  a federal  grant  was  involved. 

The  discontinuation  of  the  construction  grant  program  under  the  Community 
Mental  health  Centers  Act  will  also  mean  that  the  future  of  many  mental  health 
centers  will  be  placed  in  jeopardy.  Although  in  some  cases  new  programs  can  be 
initiated  and  begin  operations  without  the  construction  of  nev/  facilities,  in 
others  this  is  simply  not  possible.  If  the  Hill-Burton  program,  which  is  already 
pressed  for  funds,  is  to  be  relied  upon  for  construction  grants,  we  anticipate 
that  these  new  projects  will  be  given  a very  low  priority.  We  would  like  to  see 
the  mental  health  centers  program  expanded  in  the  future  to  meet  the  goal  set  by 
President  Kennedy  — primary  mental  health  care  for  all  Americans,  distributed 
through*'a  network  of  approximately  2,000  mental  health  centers.  In  our  opinion, 
this  expansion  will  never  take  place  if  new  construction  grants  are  not  provided 
under  the  ClIHC  program. 

We  would  also  like  to  recommend  that  the  stipulations  for  the  use  of 
construction  funds  under  the  CMHC  Act  be  broadened  so  as  to  include  purchase, 
lease  and  renovation  of  facilities  as  well  as  construction,  and  also  to  allow 
for  lease-back  arrangements  such  as  those  used  by  the  Postal  Service.  This 
would  allow  the  centers  to  make  maximum  use  of  available  money,  and  many  of 
them  have  indicated  a very  real  Interest  in  this  suggestion.  Fifty  centers  (all 
of  which  already  have  an  operating  program)  could  make  immediate  use  of  such 
funds  to  obtain  additional  facilities  according  to  the  Council's  survey.  The 
National  Council  will  be  making  this  recommendation  to  the  appropriate 
Congressional  committees  at  a later  date. 

Also,  serious  thought  should  be  given  to  setting  aside  some  construction 
grant  funds  specifically  for  centers  that  are  already  operating  programs.  These 
centers  would  have  a much  clearer  idea  of  their  facility  needs  and  would  be  able 
to  use  the  funds  more  wisely. 
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Programs  for  Alcoholics  & Drug  Addicts 

This  committee  is,  of  course,  well  aware  of  the  magnitude  of  the  alcoholism 
and  drug  abuse  problem  in  America  today,  but  we  would  like  to  reiterate  briefly 
some  of  the  costs  of  these  illnesses  to  society.  For  example,  half  of  all  traffic 
fatalities  (or  25,000  deaths)  result  from  alcohol-related  accidents,  one-third  of 
all  arrests  are  associated  v/ith  alcohol,  and  a large  proportion  of  those  admitted 
to  mental  hospitals,  sometimes  as  much  as  one-third,  have  problems  related  to 
alcohol.  Narcotic  addicts  are  involved  in  33  per  cent  of  all  larceny  arrests,  and 
the  costs  of  goods  stolen  to  support  their  habits  runs  into  billions  of  dollars 
annually.  The  social  costs  of  bo'’i  drug  addiction  and  alcoholism  in  terms  of 
wasted  lives  is  enormous , and  all  the  more  tragic  in  the  case  of  narcotics 
addiction  because  the  majority  of  addicts  are  young  — an  alarming  number  of  them 
(ten  to  fifteen  per  cent)  Vietnam  veterans  recently  discharged  from  the  services, 
and  many  others  children  of  school  age. 

The  federal  commitment  to  combat  these  problems  has  certainly  been  growing 
over  recent  years.  In  fiscal  1969,  only  $4A  million  was  spent  on  federal  drug 
abuse  programs,  compared  to  $110  in  fiscal  1971.  Funds  on  alcoholism  programs 
have  also  increased,  from  $23  million  in  1970,  to  $39  million  in  fiscal  1971. 
However,  compared  to  the  enormity  of  the  present  problem,  this  increase  is 
pitifully  small. 

At  the  present  time,  alcohol  related  problems  affect  the  lives  of  an 
estimated  36  million  persons,  and  the  latest  estimate  by  NIMH  of  heroin 
addicts  alone  is  250,000,  ’ough  it  is  diTftcult  to  give  an  estimate  of 
the  cost  of  treating  an  alcoholic  because  of  the  differences  in  the  various 
treatment  programs,  the  average  cost  of  methadone  treatement  for  heroin  addicts 
(including  the  cost  of  drugs)  is  around  $2,000-$3,000  per  year.  And  yet  the  total 
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proposed  federal  expenditure  for  drug  treatment  and  rehabilitation  in  fiscal  1972 
is  merely  $84  million,  or  enough  to  treat  only  42,000  addictsT 

Under  the  recent  amendments  to  the  Community  Mental  Health  Centers  Act 
(PL  91-211),  and  also  the  Comprehensive  Alcohol  Abuse  Act  of  1970  (PL  91-616) 
and  the  Comprehensive  Drug  Abuse  Prevention  & Control  Act  (PL  91--513)  both  of 
which  further  amended  the  CrlHC  Act,  separate  funds  are  now  allocated  for  treatment 
programs  for  drug  addicts  and  alcoholics.  Although  these  funds  are  not 
specifically  limited  to  the  mental  health  centers,  most  are  used  to  support 
community-based  programs.  To  date,  a large  majority  of  the  applicants  for  such 
programs  (roughly  75  per  cent)  have  been  either  community  mental  health  centers 
or  agencies  affiliated  with  a community  mental  health  center.  In  several  cases, 
however,  the  mental  health  centers  are  using  funds  provided  through  the  regular 
staffing  grants  program  to  run  these  specialized  treatment  centers. 

We  do  not  believe  the  funds  requested  by  the  Administration  for  fiscal  1972 
under  the  Q21C  Act  for  alcoholism  and  drug  abuse  programs  are  sufficient.  We 
recommend  an  increase  of  $16.5  million  for  alcoholism  and  $21.9  million  for 
drug  abuse,  bringing  the  total  expenditures  under  the  Act  to  $25  million  and 
$35  million  respectively  (see  Other  Community  Assistance,  A & B,  in  the  table). 

In  addition,  vje  believe  another  $13-7  million  is  needed  for  the  Narcotic  Addict 
Rehabilitation  program  (III,  in  the  table). 

These  Increases  will  help  to  meet  only  the  most  immediate  needs  for  such 
programs.  They  should  be  used  primarily  to  fund  the  four  alcoholism  and  seven 
narcotic  treatment  programs  previously  approved  but  which  NIMH  has  been  unable  to 
fund  to  date,  as  well  as  the  additional  seventeen  program  applications  on  which 
no  action  has  yet  been  taken.  It  is  also  clear  from  the  results  of  the  National 
Council  survey  of  federally-funded  centers , that  an  expansion  in  program  appli- 
cations can  be  expected  during  the  coming  fiscal  year.  Sixty-seven  centers 
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report  that  they  are  already  in  the  process  of  preparing  an  application  for 
either  an  alcoholism  or  a drug  abuse  program.  Our  recommended  funding,  however, 
is  not  sufficient  to  meet  the  entire  need  for  these  programs.  Another  106 
centers  have  reported  to  us  that  their  communities  need  treatment  programs,  but 
that  they  have  not  applied  for  grants  because  they  know  these  funds  are  not 
available. 

Our  recommendation  for  an  increase  in  the  NARA  program  is  based  on  the  fact 
that  HEW  is  planning  to  close  the  rehabilitation  program  of  the  Ft.  Worth  hospital 
and  has  suggested  that  community  mental  health  centers  take  over  the  treatment  of 
these  patients.  No  money  has  been  made  available  to  enable  them  to  do  this,  however. 
We  estimate  that  $13.7  million  will  be  needed  for  this  purpose. 
health  Maintenance  Organizations 

Before  we  close,  we  would  like  to  say  a few  words  about  the  relationship 
between  the  community  mental  health  centers  and  the  proposed  new  Health 
liaintenance  Organization. 

The  CMtiC's  are  extremely  concerned  over  the  fact  that  the  President's 
proposal  for  HTIO's  may  result  in  a reduction  of  support  for  mental  health 
services.  For  your  information,  we  are  attaching  a copy  of  a Resolution 
passed  by  the  National  Council  Board  of  Directors  regarding  this  question.  Our 
major  concern  is  that  the  differences  between  the  resources  necessary  for 
effective  delivery  of  mental  health  services  and  of  general  medical  services 
have  not  been  taken  into  account  in  the  planning  of  HKO's.  Briefly,  these 
differences  are  as  follows; 

1.  The  methods  of  entry  into  care  for  mental  illness  (through  the  courts, 
welfare  agencies,  clergy,  educators,  etc.)  makes  it  essential  for  the  mental 
health  agency  to  maintain  close  contacts  with  these  people,  whereas  other 
health  agencies  need  generally  little  or  nc  such  contact. 
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2.  The  prevention  and  early  identification  of  mental  illness  require  a breadth 
of  services  and  relationships  beyond  the  traditional  health  spectrum. 

3.  Transitional  services  for  the  mentally  ill  betvjeen  hospital  and  a full 
neturn  to  the  community  involve  facilities  and  personnel  unrelated  to  general 
medicine. 

A.  The  fact  that  mental  patients  must  often  be  brought  to  the  services  which 
can  serve  them  is  imcompatible  with  the  HIiO  principal  of  voluntary  participa-- 
tion.  Community  mental  health  centers,  on  the  other  hand,  serve  a specific 
geographic  area. 

We  recommend  that  serious  study  be  given  to  our  proposal  that  the  community 
mental  health  centers  be  made  a part  of  any  new  federal  health  delivery  system. 
We  strongly  support  the  concept  of  comprehensive  community  health  services,  but 
these  services  must  include  provisions  for  mental  health.  The  community  mental 
health  centers,  moreover,  pioneered  the  concept  of  community  health  services, 
and  represent  the  most  advanced  health  care  delivery  system  available  today. 

As  of  June  30,  303  centers,  including  those  funded  late  this  fiscal  year,  will 
be  established  and  providing  mental  health  care  to  their  communities.  And  yet, 
in  drawing  up  this  new  system  for  health  services  delivery,  the  Administration 
has  completely  ignored  this  network.  Clearly,  it  makes  sense  to  build  on  this 
existing,  successful  federal  program,  and  to  incorporate  community  mental  health 
centers,  along  with  HllO’s,  in  a complete  and  comprehensive  health  care  delieery 
system. 

iTr.  Chairman,  we  appreciate  the  opportunity  to  testify  before  you  today. 
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The  Board  of  Directors  of  the  National  Council  of  Cotninunity  Mental  Health 
Centers  Hay  2,  1971,  unanimously  adopted  the  following  Resolution: 

WHEREAS,  a major  concern  of  the  National  Council  is  hovj  mental 
health  services  will  be  delivered  under  any  new  comprehensive 
health  program  which  might  be  launched  under  federal  auspices; 

WHEREAS,  CHHC's  represent  the  most  advanced  health  care  delivery 
system  available  today; 

WHEREAS,  CHHC’s  intimately  involve  the  consumer  in  the  development 
of  programs; 

li/HEREAS,  pending  proposals  for  comprehensive  health  service  programs 
show  little  av/areness  of  the  complexities  of  delivering  mental  health 
services ; 

WHEREAS,  CHHC's  have  been  completely  ignored  by  those  developing 
new  models  of  health  care  delivery; 

NOW,  THEREFORE,  BE  IT  RESOLVED  that  this  situation  be  immediately 
remedied,  and  that  CHHC's  be  made  a part  of  any  new  federally 
supported  health  delivery  model. 
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CONCERN  FOR  FUTURE  OF  PROGRAM 

Dr.  Hooten.  Mr.  Chairman  and  members  of  the  subcommittee,  our 
testimony  before  you  is  presented  on  behalf  of  the  National  Council 
of  Community  Mental  Health  of  Centers,  a nonprofit  organization  rep- 
resenting 110  community  mental  health  centers,  including  many  of 
those  receiving  F ederal  funds. 

We  are  speaking  to  you  today  as  professionals  engaged  in  the  day- 
to-day  operations  of  community  mental  health  services,  and  are  cur- 
rently very  concerned  over  the  future  of  this  program. 

We  would  like  to  present  to  you  the  council’s  estimates  of  the  mini- 
mum requirements  for  these  programs,  as  shown  in  the  table  of  our 
report. 

In  sum,  this  report  which  I won’t  read  to  you,  says  that  the  ad- 
ministration is  requesting  $105.1  million.  We  feel  that  in  order  to 
survive,  the  minimum  required  is  $162  million. 

In  this  report,  we  deal  in  some  detail  with  the  various  items  brought 
to  make  this  request,  what  we  feel  is  reasonably  justified.  It  includes 
such  things  as  staffing  grants,  children’s  services  which  we  feel  should 
have  a high  priority,  developmental  grants  for  consultation,  and  con- 
sultation services  and  construction  funds. 

Let  me  take  the  one  remaining  item  and  deal  with  it  in  more  detail. 

This  committee  is,  of  course,  well  aware  of  the  magnitude  of  some 
of  the  costs  of  these  illnesses  to  society. 

For  example,  half  of  all  traffic  fatalities,  or  25,000  deaths,  result 
from  alcohol-related  accidents.  One-third  of  all  arrests  are  associated 
with  alcohol,  and  a large  proportion  of  those  admitted  to  mental  hos- 
pitals— sometimes  as  much  as  one-third — have  problems  related  to  al- 
cohol. Narcotic  addicts  are  involved  in  33  percent  of  all  larceny  ar- 
rests, and  the  costs  of  goods  stolen  to  support  their  habits  run  into 
billions  of  dollars  annually. 

The  social  costs  of  both  drug  addiction  and  alcoholism  in  terms  of 
wasted  lives  is  enormous.  All  the  more  tragic,  in  the  case  of  narcotics 
addiction,  because  the  majority  of  addicts  are  young;  and  an  alarm- 
ing number  of  them,  10  to  15  percent,  are  Yietnam  veterans  recently 
discharged  from  the  services ; and  many  others  are  children. 

The  Federal  commitment  to  combat  these  problems  has  certainly 
been  Rowing  over  the  past  few  years.  However,  compared  to  the 
enormity  of  the  present  problems,  this  increase  is,  in  our  opinion, 
pitifully  small. 

At  the  present  time,  alcohol-related  problems  affect  the  lives  of  an 
estimated  36  million  persons,  and  the  latest  estimate  by  NIMH  of 
heroin  addicts  alone  is  250,000.  Although  it  is  difficult  to  give  an  esti- 
mate of  cost  of  treating  an  alcoholic,  the  average  cost  of  methadone 
treatment  for  heroin  addicts  is  around  $2,000  to  $3,000  a year,  and  yet 
the  total  proposed  Federal  expenditure  is  nearly  $81  million,  or  enough 
to  treat  only  42,000  addicts. 

Senator  Case.  Why  is  that  so  much?  Methadone  doesn’t  cost  any- 
thing, does  it  ? 

Dr.  Hooten.  Yes ; but  I think  any  of  the  methadone  programs  could 
very  well  condone  treating  them  by  giving  their  dosages  alone.  I think 
it  is  necessary  to  look  at  some  of  the  other  aspects.  Because  if  they  are 
maintained  on  this  program,  they  cannot  be  rehabilitated. 
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Senator  Case.  This  is  a factor,  how  to  deliver  to  the  person,  whether 
money,  or  health,  a doctor’s  visit  to  a sick  person,  or  a drug  of  this  sort. 
It  is  the  service  that  costs  all  of  the  money  we  are  putting  in  here.  Very 
little  of  it  represents  the  actual  delivery  of  the  product  to  the  person. 

This  is  something  that  is  terribly  important.  I don’t  mean  to  lecture 
you,  but  if  you  go  to  the  hospital  for  an  operation,  for  2 days,  leaving 
aside  the  room  entirely,  the  room  maybe  costs  $50,  $70 

Dr.  Hooten.  I wish  I could  find  a room  for  my  family  at  that  price. 

Senator  Case.  But  you  pay  twice  that  much  for  everything  else.  You 
end  up  for  2 days  with  about  $750.  There  is  something  wrong  with 
service  of  that  sort.  It  is  so  terribly,  terribly  costly  in  relation  to  what 
is  actually  done. 

This  is  only  one  example.  We  have  people  going  around,  experts  in 
this  and  that,  having  conferences  all  over  the  country,  talking  to  them- 
selves at  Government  expense,  when  the  people,  the  poor  people,  who 
need  the  services  they  are  going  to  get,  are  just  a statistic. 

I am  just  urging  that  in  some  fashion  we  concentrate  on  eliminating 
the  redtape.  Believe  me,  I am  only  saying  this  not  to  you,  but  to  the 
world,  eliminating  the  cost  of  the  outrageous  bureaucracy  that  has 
been  built  up  in  this  whole  business  of  care. 

If  we  don’t  do  it,  the  whole  thing  is  going  to  collapse,  because  the 
public  will  not  stand  for  supporting  so  completely  irrational  a system 
of  services  or  delivery  of  services. 

Dr.  Hooten.  I can  agree  with  you.  I think  the  majority  of  physi- 
cians today  feel  the  traditional  delivery  of  health  care  services  has 
broken  down.  I could  not  concur  wfith  you  as  far  as  community  mental 
health  centers.  The  cost  in  the  type  of  delivery  provided  by  the  com- 
munity mental  health  centers. 

Senator  Case.  I am  not  talking  about  that  at  all.  I am  just  making 
the  point  that  the  thing  that  bothers  me  about  this  new  health  pro- 
gram— and  I am  a sponsor  of  it — but  still  I am  afraid  it  is  going  to 
result  in  more  money  paying  for  even  fewer  and  less  efficient  services 
than  we  have  got  now. 

Arthur  Burns  told  me  the  other  day  he  had  a figure  made  up  a few 
years  ago  of  what  money  was  being  spent  for  all  forms  of  welfare  in 
this  country — this  was  several  years  ago — $9,000  a family.  Two  or 
three  times  the  poverty  income.  It  wasn’t  getting  to  the  families.  But 
this  is  what  the  Government  was  spending. 

There  is  something  w^rong  here.  It  seems  to  me  that  a concentrated 
attack  on  this  might  produce  the  kind  of  improvement  in  the  quality 
of  service,  as  well  as  elimination  of  waste  that  we  so  very  much  need. 

Dedicated  people  like  you,  I am  not  talking  to.  I am  just  happening 
to  use  this  as  an  occasion  for  an  outburst  which  I think  is  long  over- 
due. I think  the  person  who  goes  to  the  public  with  this  sort  of  ap- 
proach, rather  than  just  to  save  money  for  the  taxpayers  for  the  sake 
of  saving  the  taxpayer  money,  so  you  can  spend  it  uselessly  on  some- 
thing else  rather  than  on  the  fine  public  services,  he  ought  to  be 
spending  the  money  for  this  kind  of  approach,  which  would  do  an 
awful  lot  of  good. 

I think  there  is  a moral  question  here.  People  who  spin  wheels  using 
public  money  instead  of  delivering  service  to  the  poor  person  or  to  the 
sick  person  or  to  the  sick  mentally  or  what  not,  these  are  the  people 
who  ought  to  be  rooted  out,  it  seems  to  me.  Some  of  them  are  sick,  too 
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Please  forget  that  and  go  ahead.  Put  this  at  the  end  so  it  doesn't 
interfere  with  his  testimony,  if  you  wish. 

Dr.  Hootex.  It  tends  to  bear  out  what  I say. 

Senator  Case.  We  waste  a lot  of  money  here  in  the  Senate,  too 
There  is  no  doubt  about  this.  Money  is  wasted  in  this  country  in  most 
outrageous  ways. 

If  I may,  I will  allow  you  5 more  minutes. 

Dr.  Hootex.  We  feel,  in  other  words,  that  the  appropriation,  the 
cost,  is  not  extremely  great  for  what  is  accomplished  or  what  we  feel 
can  be  accomplished.  We  feel  that  the  appropriation  presently  allotted, 
in  addition  to  our  maintenance  of  our  regidar  programs  throughout 
the  country,  is  not  sufficient  to  treat  or  to  make  much  of  a dent  in  the 
drug  addiction  problem. 

We  donh.  believe  that  the  funds  requested  by  the  administration 
for  1972,  under  the  Community  Mental  Health  tenters  Act  for  alco- 
holism and  drug  abuse  programs,  are  sufficient.  We  recommend  an  in- 
crease of  $16.5  million  for  alcoholism  and  $21.9  million  for  drug  abuse, 
bringing  the  total  expenditures  under  the  act  to  $25  million  and  $35 
million  respectively. 

In  addition,  we  believe  that  another  $13.7  million  is  needed  for  the 
narcotic  addict  rehabilitation  program. 

Our  recommendation  for  an  increase  in  the  NAKA  program  is  based 
on  the  fact  that  HEW  is  planning  to  close  the  rehabilitation  program 
of  the  F orth  Worth  hospital,  and  has  suggested  that  community  mental 
health  centers  take  over  the  treatment  of  these  patients.  No  money  has 
been  made  available  to  enable  them  to  do  this,  however. 

We  estimate  that  $13.7  million  is  needed  for  this  purpose. 

Before  we  close,  we  would  like  to  say  a few  words  about  the  rela- 
tionship between  the  community  mental  health  centers  and  the  pro- 
posed new  Health  Maintenance  Organizations.  The  community  mental 
health  centers  are  extremely  concerned  over  the  fact  that  the  Presi- 
dent's proposal  for  Health  Maintenance  Organizations  may  result  in 
a reduction  for  support  for  mental  health  services. 

For  your  information,  we  are  attaching  a copy  of  the  resolution 
passed  by  the  Nation's  Council's  board  of  directors  regarding  this 
question.  Our  major  concern  is  that  the  differences  between  the  re- 
sources necessary  for  effective  delivery  of  mental  health  sendees  and 
of  general  medical  services,  have  not  been  taken  into  account  in  the 
planning  of  the  HMO’s. 

First,  the  methods  of  entry  into  care  for  mental  illness  through 
the  ports,  welfare  agencies,  clerg^q  educators,  and  so  forth  makes  it 
essential  for  the  mental  health  agency  to  maintain  close  contacts  with 
these  people,  whereas  other  health  agencies  need  generally  little  or  no 
such  contact. 

Second,  the  prevention  and  early  identification  of  mental  illness 
requires  a breadth  of  services  and  relationships  beyond  the  traditional 
health  services. 

Third,  transitional  services  for  the  mentally  ill  between  hospital  and 
a full  return  to  the  community,  involve  facilities  and  personnel  unre- 
lated to  general  medicine. 

F qurth,  the  fact  that  mental  patients  must  often  be  brought  to  the 
services  which  can  seiA^e  them,  is  incompatible  with  the  HMO  prin- 
ciple of  voluntary  participation 
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We  recommend  serious  study  be  given  to  our  proposal  that  the  com- 
munity mental  health  centers  be  made  a part  of  any  new  Federal 
health  delivery  system.  We  strongly  support  the  concept  of  compre- 
hensive community  health  services,  but  they  must  include  adequate 
provisions  for  mental  health.  The  community  mental  health  centers 
pioneered  the  concept  of  the  community  mental  health  services,  and 
represent  the  most  advanced  health  care  delivery  service  available 
today. 

As  of  June  30,  303  centers,  including  those  funded  late  this  fiscal 
year,  will  be  established  in  providing  mental  health  care  to  their  com- 
munities. Yet,  in  drawing  up  this  new  system,  the  administration  has 
completely  ignored  this  network. 

Clearly,  it  makes  sense  to  build  on  this  existing  successful  Federal 
program,  and  to  incorporate  community  mental  health  centers  along 
with  the  HMO’s  in  a complete  and  comprehensive  health  care  delivery 
system. 

Mr.  Chairman,  we  appreciate  the  opportunity  to  testify. 

Senator  Case.  Thank  you. 

Mrs.  Calloway.  Mr.  Chairman,  we  are  pleased  to  have  the  opportu- 
nity to  appear  before  you  today  to  help  you  to  understand  our  concerns 
about  fiscal  year  1972  appropriations  for  community  mental  health 
centers. 

Being  a woman,  I hope  that  I have  an  opportunity  to  be  a bit  more 
wordy  than  Dr.  Hooten. 

We  are  speaking  to  you  today  not  only  as  professionals,  but  as 
parents  and  concerned  citizens  engaged  in  the  day-to-day  operations 
of  community  mental  health  service.  We  are  out  there  with  the  people. 
We  see  and  feel  human  suffering.  You  and  we  together,  have  a joint 
responsibility,  because  of  our  roles  as  providers  of  funds  and  services, 
and  because  we  care  about  our  fellow  men,  to  see  that  the  highest  prior- 
ity be  given  to  the  future  of  community  mental  health  centers  program. 
For  with  the  future  of  mental  health  lies  the  future  of  our  Nation. 

Gentlemen,  we  have  a problem.  When  I say  “w^e,”  I mean  all  of 
us — an  all-inclusive  term.  We  are  perplexed.  At  times  it  seems  as 
though  we  have  lost  our  sense  of  direction.  We  say  we  believe  in  the 
worth  and  dignity  of  the  individual.  We  say  we  believe  in  helping  peo- 
ple to  help  themselves,  and  in  doing  things  with  rather  than  for  people. 

But  as  we  have  attempted  to  build  ourselves  as  an  economic  power 
among  the  nations  of  the  world,  we  have  lagged  behind  in  our  care 
and  consideration  for  each  other.  The  infighting  and  the  pitting  of  one 
against  the  other  have  created  many  of  the  problems  that  we  are  not 
being  required  to  deal  with  if  we  are  to  survive.  We  are  not  here  as 
beggars,  but  are  here  as  partners,  because  we  know  that  as  we  share 
facts  and  figures  with  you,  that  you  will  in  good  conscience  act  as  men 
of  good  will  and  reason  usually  do. 

I was  invited  on  short  notice  to  address  you.  Therefore,  if  I don’t 
have  all  the  answers  you  need  now,  perhaps  Dr.  Hooten  will  be  in  a 
better  position  to  answer  some  of  your  questions.  Please  let  me  intro- 
duce myself  to  you.  I represent  a most  deprived  area  of  our  country, 
rural  Appalachia,  Fayette  County,  Pa. 

I represent  a rural  MH-MR  clinic  that  has  been  in  existence  since 
December  1968  and  has  had  to  move  to  three  different  locations  within 
that  period  of  time.  We  are  open  from  8 :30  a.m.  until  11  p.m.,  daily, 
and  from  9 a.m.  until  5 p.m.  on  Saturdays. 
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During  the  2i^  years  of  our  operation,  we  have  served  over  1,847 
people  and  their  families.  This  we  have  accomplished  with  only  three 
full-time  professionals,  and  the  equivalent  of  4I/5  full-time  profes- 
sionals— made  up  of  part-time  personnel — five  full  time  and  open  part 
time  on  our  secretarial  team,  and  one  custodian.  This  small  group  repre- 
sents our  full  staff  complement. 

During  that  time  we  have  had  the  opportunity  to  witness  all  kinds 
of  human  needs  as  people  come  to  see  us  about  their  own  or  their  rela- 
tives’ mental  disabilities  and  emotional  problems. 

As  we  have  traveled  throughout  other  sections  of  our  country  we 
are  made  consciously  aware  that  similar  problems  exist  throughout 
the  length  and  breadth  of  our  country.  Human  suffering  is  not  unique 
to  any  particular  group,  be  it  rich,  poor,  black  or  white,  urban  or  rural, 
male  or  female,  young  or  old. 

Each  group,  with  a vested  interest,  has  attempted  to  tackle  problems 
in  its  own  w’ay  in  the  past.  Each  has  dealt  with  a part  of  the  individual — 
some  with  the  mind,  some  with  the  body,  some  with  social  class,  some 
with  economic  condition.  AVhy  not  deal  with  the  individual  as  a whole 
person  ? 

With  the  advent  of  the  community  mental  health  centers  and  the 
embracing  of  the  umbrella  idea,  so  many  of  the  human  problems  have 
been  directed  to  us.  I know  that  if  you  gentlemen  and  the  administra- 
tion were  aware  of  the  many  requests  which  are  being  provided  for  by 
the  CMHC’s  that  we  would  not  need  to  be  here  today.  But  it  is  not 
always  possible  for  you  to  know,  automatically,  all  of  the  needs  of 
your  constituents  and  that  is  why  we  must  act  as  your  partners  in  help- 
ing work  through  these  human  dilemmas. 

colleagues  in  the  Xational  Council  of  Community  Mental  Health 
Centers  are  recommending  a budget  which  is  so  modest  that  I will 
present  first  the  areas  of  real  need,  then  the  budget  as  proposed,  and 
let  you  gentlemen  decide  about  the  funds. 

We  will  definitely  need  more  funds  than  have  been  proposed  in  the 
administration’s  request  if  we  are  to  provide  a quality  of  care  which 
all  Americans  de'serve.  We  will  need  additional  funds  primarily  in  the 
following  areas  of  service : (1)  Children,  (2)  geriatrics,  (3)  narcotics, 
(4)  alcoholics. 

Funds  are  needed  both  for  prevention  programs  and  treatment 
programs. 

Although  the  administration  is  aware  that  staffing  funds  are  needed, 
the  amount  being  requested  is  not  sufficient. 

We  are  sure  that  the  administration  has  not  been  made  fully  aware 
of  the  need  for  construction  moneys. 

Children’s  Services 

Let’s  begin  with  children’s  services  because  they  are  so  greatly 
needed,  receive  such  low  priority,  and  apparently  are  assumed  to  be 
unneeded.  We  have  the  power  within  us  to  prevent  a large  percentage 
of  mental  disability  and  to  promote  mental  health.  But  most  of  us 
lack  the  courage  and  human  kindness  to  change  our  way  of  thinking 
and  acting.  We  are  far  more  willing  to  spend  funds  on  treatment  be- 
cause we  feel  it  is  cheaper  to  pay  than  to  pray. 
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Prevention  means,  among  other  things,  that  there  must  be  a change 
in  our  educational  systems,  changes  in  attitudes,  changes  in  our  feel- 
ings about  and  treatment  of  our  fellow  men. 

Senator  Eibicoff  stated  it  well  in  his  foreword  to  “Crisis  in  Child 
Mental  Health” — the  report  of  the  Joint  Commission  on  Mental 
Health. 

While  most  Americans  would  do  “everything”  to  help  their  children,  the  fact 
is  that  today  millions  of  children  receive  little.  Some  suffer  mental  and  emo- 
tional illness  and  ( “eduoational  retardation”).  Others  live  in  destructive  pov- 
erty. Too  many  are  victims  of  conditions  they  did  not  create.  Their  parents  may 
be  doing  all  they  can  for  their  children.  But  what  about  the  rest  of  us?  What  about 
society  at  large? 

States  Kibicoff : 

The  Joint  Commission  wants  us  to  think  not  just  about  sickness  and  health 
but  about  child  development  and  growth,  about  the  environment  in  which  a child 
lives — his  family,  his  school,  his  friends,  his  community.  For  this  is  where  the 
child  learns  and  shapes  himself  and  the  world  around  him.” 

F or  children  in  this  country  the  situation  is  growing  steadily  worse. 
“Only  a third  of  the  children  who  need  care  receive  it.  Nearly  1 million 
receive  no  care  at  all,”  according  to  the  Joint  Commission’s  report. 

Senator  Eibicoff  stated  that  a society  can  be  judged  on  how  it  cares 
for  its  children. 

Let  us  face  our  tragic  situation  together.  We  lack  residential  treat- 
ment centers  for  those  children  who  are  severely  emotionally  disturbed. 
There  is  a paucity  of  halfway  houses ; there  are  not  enough  interim  care 
and  residential  centers  for  the  mentally  retarded.  Hospitals  are  often 
inadequate  for  treating  the  emotionally  disturbed  adolescent  and  rigid 
admission  policies  often  eliminate  the  children  who  are  disruptive  and 
in  need  of  care  and  treatment. 

Let  me  briefly  cite  one  situation.  I was  called  at  10  :30  at  night  to 
leave  the  clinic  and  go  to  the  detention  home  to  see  about  a 13-year-old 
girl.  The  facility  was  thrcateidng  to  release  her  because  they  were 
fearful  of  her.  She  was  acting  out  because  she  was  fearful  of  them.  She 
was  consoled  by  my  presence;  we  talked;  she  felt  better.  The  house- 
parents  had  to  be  consoled  and  reassured  that  the  child  would  not  harm 
them.  The  child  was  in  a detention  home  because  we  had  no  residential 
treatment  facility  available.  This  type  of  situation  is  not  unique  to 
Appalachia,  U.S.A. 

Community  mental  health  centers  need  funds  to  employ  staff  who 
have  the  courage  and  conviction  to  work  with  school  systems  to  help 
prevent  mental  disability.  Work  must  be  done  at  all  levels  with 
schools — elementary,  secondary,  and  college.  In  our  consultation  and 
education  programs,  we  need  to  be  readily  available  to  assist  schools 
in  training  of  teachers  also. 

We,  therefore,  recommend  that  $12  million  be  appropriated  for 
children’s  services  under  the  CMHC  Act. 

Senator  Case.  You  say  at  10  :30  you  were  called  to  visit  this  dis- 
turbed youngster.  What  are  the  hours  for  operating  ? 

Mrs.  Calloway.  8 :30  in  the  morning  until  11  p.m.  at  night. 

Senator  Case.  I think  it  is  a swell  idea.  You  have  to  a have  lot  of 
people. 

Mrs.  Calloway.  This  means  we  can  help  people  when  they  get  off 
from  work  and  not  disturb  their  working  day. 
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Senator  Case.  I don’t  see  how  it  can  be  of  any  use  unless  it  is  open 
those  hours.  The  thing  that  bothers  me  about  most  of  our  facilities 
here  in  Washington  is  that  you  can’t  go  to  the  museum  after  5 o’clock. 
You  can't  go  to  the  library  after  8 o’clock.  It  makes  no  sense  at  all. 

Is  this  ty23ical  of  community  centers  or  do  you  usually  set  up  shop 
at  half  j3ast  four  ? 

Mrs.  Calloway.  I can’t  say  it  is  typical.  But  this  is  the  only  way  we 
are  able  to  ojDerate  and  serve  the  people. 

Dr.  Hootex.  It  is  a goal  of  all.  If  they  are  able  to  carry  on,  they 
have  to  extend  their  services. 

Mrs.  Calloway.  Incentive  grants  for  develoi:)ing  new  mental  health 
services  and  for  providing  special  consultation  services  should  also 
be  i^rovided  in  the  fiscal  1972.  These  provisions  of  the  law  have 
not  yet  been  funded,  and  we  recommend  that  $5  million  be  appro- 
i:>riated  for  each  of  these  j^rograms.  (See  lines  3 and  5 under  “Program 
SupjDort”  in  the  table.) 

GERIATRICS 

IWiat  are  we  going  to  do  about  our  aged?  IVliere  are  they  going 
when  they  become  old  and  forgetful — senile?  Yes,  we  have  provided 
medicare,  but  that’s  not  enough  care.  The  centers  are  called  upon  to 
find  a ]ilace  for  the  older  iierson  to  live.  How  shall  he  sj)end  his  time? 
Must  we  23unish  the  elderly  because  they  are  too  old,  as  we  punisli  the 
children  because  they  are  too  young?  Mdiat  about  the  jiro vision  of 
occupational  and  recreational  therapies?  What  about  decent  housing 
near  someone  ? An  older  2^erson  living  alone  can  get  very  lonely.  The 
older  2^erson  needs  to  feel  needed  and  wanted.  How  we  think,  plan, 
and  act  now  in  the  interest  of  the  elderly  will  certainly  have  its  effects 
iqion  each  of  us  in  our  twilight  years. 

In  addition  to  occupational  and  recreational  therapies  for  those  who 
need  them,  we  must  make  jobs  available  for  the  elderly  who  are  willing 
and  able  to  work.  We  must  have  adequate  nursing  homes.  Foster  homes 
must  receive  adequate  reimbursement  to  jirovide  the  kind  of  care 
our  parents  are  worthy  of. 

In  a paper  prepared  by  staff  of  the  Dejiartment  of  Psychiatry  of  the 
University  of  Missouri  and  the  St.  Louis  State  HosjDital,  St.  Louis, 
Mo.,  and  j^Eesented  at  the  World  Mental  Health  Assembly  held  here 
in  Washington,  November  1969  on  Foster  Community  for  Mental 
Patients,  it  was  j^oii^ted  out  that  jieojile  in  communities  need  to^  be 
jirovided  with  opportunities  for  contact  with  and  services  to,  the  ex- 
mental jiatient. 

They  should  receive  recognition  for  their  efforts,  rather  than  censor- 
ship, social  isolation,  or  financial  loss.  Then  considerable  interest  and 
activity  would  be  forthcoming.  Time,  money,  andeffort  must  be  spent 
in  reeducating  communities  to  this  kind  of  understanding. 

Then,  too,  for  those  older  individuals  who  could  make  it  on  their 
own,  the  services  they  need  should  not  become  such  a financial  burden 
that  they  are  forced  to  give  up. 

Gentlemen,  you  may  not  know  that  psychiatric  hospitals  are  not 
the  proper  facility  for  the  older  person,  just  because  he  has  become 
senile  and  forgetful.  Most  of  them  can’t  afford  nursing  home  care. 
Good  foster  homes  are  scarce  because  of  the  low  income  available  for 
the  care  and  supervision  that  must  be  provided. 
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I know  of  old  people  in  their  seventies,  eighties,  and  nineties  who 
have  been  jailed  because  they  were  suffering  from  arteriosclerosis.  It 
was  hard  to  find  a place  to  house  them  on  a temporary  basis.  Some  were 
temporarily  placed  in  the  State  mental  hospital  and  later  transferred 
to  the  county  home.  All  of  them  were  at  one  time  parents  of  Amer- 
ican boys  and  girls,  just  like  us. 

Yes,  if  America  is  to  survive  we  must  take  care  of  our  young.  If  Ave 
are  to  survive,  we  must  plan  for  the  elderly. 

NARCOTICS 

I will  not  attempt  to  bore  this  committee  with  a lot  of  statistics 
about  the  drug  problem  in  our  country.  On  this  subject  I know  you 
are  informed.  You  know  that  the  inappropriate  use  of  drugs  in  this 
country  has  created  a problem  which  is  shaking  many  of  the  founda- 
tions we  once  considered  secure ; namely,  white  middle  and  upper  class 
America.  No  longer  can  we  brush  this  public  health  problem  aside  and 
say  it  is  unique  to  the  ghetto.  No  longer  can  we  pretend  to  ti’eat  the 
addict  by  sitting  behind  desks  in  our  air-conditioned  offices.  No  longer 
can  funds  be  supplied  for  treatment  in  a niggardly  fashion. 

According  to  the  Hill- West  Division  of  the  Connecticut  Mental 
Health  Center  staff: 

Our  experience  with  the  addicts,  however,  introduced  us  to  new  values  and 
taught  us  to  change  some  of  our  established  attitudes  in  order  to  become  more 
involved  with  the  community  Ave  are  trying  to  serve.  We  were  raised  in  the  tradi- 
tion that  patients  should  seek  us  out,  so  we  often  failed  to  see  patients  in  the  very 
settings  that  foster  drug  addiction,  among  other  problems. 

No  wonder  our  traditional  mental  health  approaches  so  seldom  offer  an  ansAver 
to  the  overwhelming  miseries  of  ghetto  dwellers.  W^e  believe  that  if  AA’-e  are  to 
reach  such  hard-to-treat  patients  as  drug  addicts,  the  onus  is  on  us  to  seek  them 
out,  esi>ecially  in  areas  whose  residents  are  unaccustomed  to  psychiatric  assist- 
ance. These  are  among  the  lessons,  both  personal  and  programmatic,  we  have 
learned. 

The  administration  certainly  is  aAvare  of  the  vastness  of  the  problem 
of  drug  addiction  particularly  Avhere  the  military  is  concerned.  How- 
ever, insufficient  funds  are  being  requested  for  civilian  addicts.  There 
are  not  sufficient  facilities  available  to  us  as  a supportiA^e  treatment 
measure  for  the  individuals  Avorking  their  Avay  back  to  society  and  the 
temptations  of  the  drug  pushers. 

It  has  been  estimated  by  NIMH  that  Ave  have  250,000  heroin  addicts 
alone  in  America.  The  average  cost  of  methadone  treatment  for  heroin 
addicts  (including  the  cost  of  drugs)  is  around  $2,000  to  $3,000  per 
year.  The  proposed  Federal  expenditure  for  drug  treatment  and  reha- 
bilitation in  fiscal  1972  is  merely  $84  million,  or  enough  to  treat  only 
42,000  addicts. 

No  w that  the  administration  has  recognized  the  seATrity  of  the  prob- 
lem and  has  proposed  allocation  of  additional  funds  for  treatment  of 
military  men  Avho  have  become  addicted  to  drugs,  serious  consideration 
must  of  necessity  go  into  planning.  Who  is  best  equipped  to  provide 
treatment  for  drug  addicts  ? lYlio  has  been  coming  to  grips  Avith  the 
problem?  It  is  the  Community  Mental  Health  Centers.  We  have  the 
nucleus  of  operating  programs.  We  do  not  think  a neAv  departrnent  is 
needed  to  serve  the  people,  but  rather  additional  staff  and  facilities  for 
services  and  training  are  needed  to  increase  our  ability  to  serve  more 
efficiently  and  effectively. 
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But  more  importantly  we  must  begin  to  wonder  why.  DeLo  and 
Green  of  West  Virginia  University  in  “The  Why  of  Drug  Use  and 
Abuse”  state : 

The  younger  generation  casts  a critical  eye  at  material  wealth  which  hais  been 
accumulated  at  a furious  pace.  The  question  of  “why”  disturbs  the  youth.  The 
most  obvious  example  of  productivity  without  thought  is  the  development  of 
atomic  weapons.  Certainly,  a fantastic  feat  from  the  standpoint  of  technical 
know-how,  but  in  terms  of  human  concern  for  one  another  makes  no  sense  at  all. 

Who,  in  either  generation,  can  deny  this  charge  when  one  looks  at  two  highly 
productive  societies,  both  east  and  west,  spending  many  billions  of  dollars  each 
year  in  order  to  develop  the  potential  to  destroy  each  other  many  times  over? 
The  older  generation  replies  that  it  regrets  that  this  is  the  reality  of  human 
exis  ence.  The  youth  replies  that  there  must  be  a better  way  and  feels  certain 
that  the  older  generation  has  failed  to  find  it. 

Can  we,  together,  find  that  way  ? 

ALCOHOLISM 

Premature  deaths,  broken  homes,  social  ostracism,  loss  of  jobs,  are 
but  a few  of  the  results  of  excessive  drinking.  At  the  present  time, 
alcohol  related  problems  affect  the  lives  of  an  estimated  36  million 
persons. 

Under  the  recent  amendments  to  the  CMHC  Act  (Public  Law  91- 
211)  and  also  the  Comprehensive  Alcohol  Abuse  Act  of  1970  (Public 
Law  91-616)  and  the  Comprehensive  Drug  Abuse  Prevention  and 
Control  Act  (Public  La’sv  91-513)  both  of  which  further  amended  the 
CMHC  Act,  separate  funds  are  now  allocated  for  treatment  programs 
for  drug  addicts  and  alcoholics. 

Although  these  funds  are  not  specifically  limited  to  the  mental 
health  centers,  most  are  used  to  support  community  based  programs. 
To  date,  a large  majority  of  the  applicants  for  such  programs  (roughly 
75  percent)  have  been  either  Community  Mental  Health  Centers  or 
agencies  affiliated  with  a Community  Mental  Health  Center.  In  several 
cases,  however,  the  mental  health  centers  are  using  funds  provided 
through  the  regular  staffing  grants  program  to  run  these  specialized 
treatment  centers. 

We  do  not  believe  that  the  funds  requested  by  the  administration 
for  fiscal  1972  for  alcoholism  programs  are  sufficient.  We,  therefore, 
recommend,  an  increase  of  $16.5  million  for  alcoholism  over  197l’s 
allocations. 

Gentlemen,  as  we  move  hurriedly  along  in  our  testimony  let  us 
commend  you  on  the  outstanding  advances  you  have  made  in  the 
mental  health,  mental  retardation  programs  during  the  decade  of  the 
1960’s.  President  Kennedy  during  his  brief  administration  made  all  of 
us  more  keenly  aware  of  the  unmet  health  needs  of  our  citizens.  In  a 
special  message  to  Congress,  February  9,  1961,  he  stated : 

The  health  of  our  Nation  is  a key  to  its  future — to  its  economic  vitality,  to  the 
morale  and  efiiciency  of  i^s  citizens,  to  our  success  in  achieving  our  own  goals 
and  demonstrating  to  others  the  benefits  of  a free  society  . . . This  is  a matter 
of  national  concern. 

In  the  Community  Mental  Health  Centers  Program  you  have 
fathered  a beautiful  child.  As  partners  with  you,  we  have  mothered  it. 
But  the  child  cannot  grow  as  it  should  without  funds  to  house  it,  con- 
struction, and  without  funds  to  service  it,  staffing. 
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You  have  introduced  your  baby  to  the  people,  to  all  people,  the  poor, 
the  rich,  the  black,  the  white,  the  red,  the  yellow,  the  young,  the  old, 
the  learned,  the  illiterate,  to  male  and  female.  Even  those  who  are 
skeptical  are  beginning  to  believe  in  you.  They  are  beginning  to 
believe  that  you  really  care  about  the  people  because  your  baby  so 
readily  reaches  out  and  grasps  their  hand. 

Others  who  are  testing  you  have  referred  all  types  of  problems  to 
this  infant  for  service.  They  say,  take  care  of  the  ex-prisoners,  as  is 
being  done  in  the  Central  City  Center,  Los  Angeles,  as  well  as  by 
other  centers  throughout  the  Nation,  the  ex-patient,  those  who  need 
housing,  et  cetera.  People  from  every  strata  of  society  are  beginning 
to  become  involved  with  and  to  request  services  from  your  child,  but 
additional  funds  have  not  been  forthcoming.  We  have  shared  our 
loaves  and  fishes. 

Staffing  funds  for  fiscal  1972  must  contain  funds  for  the  66  pro- 
grams already  approved  by  NIMH  but  which  could  not  be  funded 
out  of  fiscal  1971  money,  and  for  continuation  staffing  grants  for  the 
272  operating  centers  as  of  June  30, 1971. 

For  funding  the  approved  programs,  $23.6  million  is  needed;  and 
an  estimated  $110  million  for  continuation  funding,  making  a total  of 
$133.6  million.  The  administration’s  request  for  $105.1  million  in  staff- 
ing funds,  then,  contains  no  provision  for  funding  new  centers  which 
will  apply  for  grants  during  fiscal  1972,  and  is  not  even  adequate  to 
meet  the  demands  of  the  existing  centers  to  enable  them  to  continue 
their  programs  at  current  levels. 

CONSTRUCTION  FUNDS 

We  must  have  additional  funds  to  help  you  and  us  to  do  a better 
job.  In  Pennsylvania  alone  our  office  of  mental  health  has  28  requests 
for  construction  funds.  Eleven  are  asking  for  supplemental  grants. 
Seventeen  are  for  new  construction  moneys.  Both  Senators  Scott  and 
Schweiker  have  expressed  to  me  their  very  real  concern  about  our 
mental  health  needs  in  Pennsylvania. 

In  fiscal  1971,  for  the  first  time  since  the  program  was  established  in 
1963,  no  funds  were  appropriated  for  construction  grants.  The  ration- 
ale for  this  decision  was  that  budget  constraints  made  it  necessary  to 
determine  priorities,  and  the  administration,  and  indeed  the  council, 
believed  that  continuing  staffing  support  for  existing  centers  Avas  of 
paramount  importance. 

The  clamps  have  been  on  the  construction  program  for  so  long  that 
by  June  30  of  this  year  all  pending  approved  construction  grants  will 
be  funded.  Interest  in  the  construction  grant  program  has  been  so 
thoroughly  dampened  that  few  centers  are  presently  preparing  con- 
struction grant  applications.  However,  for  the  health  of  the  centers 
program,  it  is  necessary  that  construction  grants  be  revived. 

The  administration  has  suggested  that  in  the  future,  construction 
funds  should  be  provided  under  the  Hill-Burton  hospital  construction 
grant  program.  Since  there  has  been  a substantial  reduction  in  Hill- 
Burton  funds  for  fiscal  1972  Avith  future  emphasis  more  on  loans  than 
grants,  this  does  not  appear  economically  feasible. 

The  discontinuation  of  the  construction  grant  program  under  the 
Community  Mental  Health  Centers  Act  will  seriously  curtail  the  op- 
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portunity  to  construct  new  facilities  and  will  place  the  future  of  many 
centers  in  jeopardy.  We  can  only  meet  the  goal  of  2,000  mental  health 
centers  throughout  the  Nation  set  by  the  late  President  Kennedy 
if  funds  are  provided  by  Congress  to  assist  the  State  and  local 
governments. 

We  would  like  to  recommend  that  the  stipulations  for  the  use  of 
construction  funds  under  CMHC  be  broadened  so  as  to  include  pur- 
chase, lease,  and  renovation  of  facilities  as  well  as  construction,  and 
also  to  allow  for  leaseback  arrangements  such  as  those  used  by  the 
Postal  Service.  This  would  allow  the  centers  to  make  maximum  use 
of  available  money,  and  many  of  them  have  indicated  a very  real  in- 
terest in  this  suggestion. 

Thirty-eight  centers  (all  of  which  already  have  an  operating  pro- 
gram) could  make  immediate  use  of  such  funds  to  obtain  additional 
facilities  according  to  the  Council’s  survey.  The  National  Council  will 
be  making  this  recommendation  to  the  appropriate  congressional  com- 
mittees at  a later  date. 

Also,  serious  thought  should  be  given  to  setting  aside  some  con- 
struction grant  funds  specifically  for  centers  that  are  already  operat- 
ing programs.  These  centers  would  have  a much  clearer  idea  of  their 
facility  needs  and  would  be  able  to  use  the  funds  more  wisely.  Pre- 
sented below  is  the  Council’s  estimate  of  the  minimum  requirements 
for  the  programs  discussed  herein. 

(The  chart  follows :) 

[In  millions  of  dollars] 


1972  1972  National 

1971  administration  Council  recom- 
estimated  request  mendation 


1.  CMH  program: 

A.  Program  support: 

1.  Continuation  staffing  grants 

2.  New  staffing  grants . . 

3.  Consultation  services...  . .. 

4.  Children's  services 

5.  Developmental  grants 

} 90. 1 

105.1  { 

110.0 

27.0 
5.0 

12.0 
5.0 

Subtotal 

90. 1 

105.1 

159.0 

B.  Construction . 

II.  Other  community  assistance  programs: 

A.  Narcotic  addiction... 

B.  Alcoholism 

13.1 

8.5 

27.0 

18.2 

45.0 

35.0 

25.0 

Subtotal 

21.6 

45.2 

60.0 

III.  Rehabilitation  of  drug  users  program— NARA 

20. 6 

21.3 

35.0 

HEALTH  MAINTENANCE  ORGANIZATIONS 

Before  we  close,  we  would  like  to  say  a few  words  about  the  relation- 
ship between  the  community  mental  health  centers  and  the  proposed 
new  health  maintenance  organization. 

The  CMHC's  are  extremely  concerned  over  the  fact  that  the  Presi- 
dent’s proposal  for  HMO’s  may  result  in  a reduction  of  support  for 
mental  health  services.  For  your  information,  we  are  attaching  a copy 
of  a resolution  passed  by  the  National  Council  Board  of  Directors 
regarding  this  question. 

Our  major  concern  is  that  the  differences  between  the  resources 
necessary  for  effective  delivery  of  mental  health  services  and  of  general 
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medical  services  have  not  been  taken  into  account  in  the  planning  of 
HMO’s.  Briefly,  these  differences  are  as  follows : 

1.  The  methods  of  entry  into  care  of  mental  illness  (through  the 
courts,  welfare  agencies,  clergy,  educators,  et  cetera)  makes  it  essential 
for  the  mental  health  agency  to  maintain  close  contacts  with  these 
people,  whereas  other  health  agencies  need  generally  little  or  no  such 
contact. 

2.  The  prevention  and  early  identification  of  mental  illness  require 
a breadth  of  services  and  relationships  beyond  the  traditional  health 
spectrum. 

3.  Transitional  services  for  the  mentally  ill  between  hospital  and  a 
full  return  to  the  community  involve  facilities  and  personnel  unrelated 
to  general  medicine. 

4.  The  fact  that  mental  patients  must  often  be  brought  to  the  services 
Avhich  can  serve  them  is  incompatible  with  the  HMO  principal  of  vol- 
untary participation.  Community  mental  health  centers,  on  the  other 
hand,  serve  a specific  geographic  area. 

We  recommend  that  serious  study  be  given  to  our  proposal  that  the 
community  mental  health  centers  be  made  a part  of  any  new  Federal 
health  delivery  system.  We  strongly  support  the  concept  of  compre- 
hensive community  health  services,  but  these  services  must  include 
provisions  for  mental  health.  The  community  mental  health  centers, 
moreover,  pioneered  the  concept  of  community  health  services,  and 
represent  the  most  advanced  health  care  delivery  system  available 
today. 

As  of  June  30,  304  centers,  including  those  funded  late  this  fiscal 
year,  will  be  established  and  providing  mental  health  care  to  their 
communities.  And  yet,  in  drawing  up  this  new  system  for  health  serv- 
ices delivery,  the  administration  has  not  utilized  this  network.  Clearly, 
it  makes  sense  to  build  on  this  existing,  successful  Federal  program, 
and  to  incorporate  community  mental  health  centers,  along  with 
HMO’s  in  a complete  and  comprehensive  health  care  delivery  system. 

Dr.  Hooten  referred  to  the  health  maintenance  organization.  We 
are  concerned  about  this  in  relation  to  mental  health. 

Since  we  have  addressed  ourselves  to  a wide  gamut  of  human  prob- 
lems and  must  feed  into  the  various  facets  of  health,  education,  and 
welfare,  it  might  be  more  appropriate  to  think  in  terms  of  a human 
service  center  idea  as  is  being  considered  in  Pennsylvania  under  the 
leadership  of  Governor  Shapp. 

Let  us  close  with  a statement  made  by  Dr.  Edward  Stainbrook  of  the 
University  of  Southern  California  School  o:^’  Medicine:  “We  know 
enough  about  human  suffering  not  to  prolong,  the  agony.  Let  us  do 
today  what  men  of  good  will  10  years  hence  will  wish  we  would 
have  done.” 

Mr.  Chairman,  we  appreciate  the  opportunity  to  testify  before  you 
today. 

Senator  Case.  We  appreciate  the  chance  to  hear  you. 

Thank  you  very  much  for  your  splendid  statement. 

Senator,  do  you  have  any  questions  ? 

Senator  Percy.  I concur  with  the  chairman.  It  has  been  extremely 
helpful  and  obviously  is  right  from  the  heart. 

There  are  four  important  areas  that  you  mentioned.  I will  just 
ask  you  about  one.  Geriatrics.  Why  is  it  that  so  few  medical  people 
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want  to  go  into  this  field,  into  the  study  of  problems  of  the  aging 
and  working  with  the  aging?  It  seems  to  me  there  is  a shortage  of 
personnel  in  all  fields  of  medicine.  But  the  shortage  appears  to  be 
greatest  in  the  training  of  people  who  can  take  care  of  the  elderly 
in  the  nursing  homes;  in  other  words,  trained  paramedical  people 
and  nurses.  The  need  is  great.  The  number  of  older  people  in  this 
country  is  steadily  increasing.  We  had  20  million  in  1965.  In  the  next 
20  years,  we  will  have  40  million.  It  is  a growing  sector  of  our  society. 

Why  don’t  we  have  more  medical  people  going  into  this  field? 

Mrs.  Calloway.  I think  it  is  terribly  frightening  to  many  of  us 
as  we  look  at  older  people  and  we  become  depressed  as  we  think  of 
ourselves  getting  this  way.  The  more  important  thing  is  there  are 
no  facilities  available  to  house  these  people.  The  State  hospitals  don’t 
want  them.  They  shouldn’t  be  in  county  homes  and  often  they 
shouldn’t  be  in  the  State  hospitals. 

Nursing  home  care  is  too  costly.  If  we  had  foster  homes  avail- 
able, we  aren’t  willing  to  pay  a sufficient  amount  to  encourage  people 
to  take  the  elderly  into  their  homes. 

Senator  Percy.  I think  your  answer  correlates  with  my  own  ex- 
perience. First  of  all,  it  is  depressing,  apparently,  to  work  with  them. 
Second,  there  are  simply  inadequate  facilities. 

The  chairman  asked  me  whether  I had  ever  seen  a good  nursing 
home.  I am  happy  to  say  that  I have.  There  are  some  exceptional 
nursing  homes. 

For  the  large  part,  most  of  them  are  nonprofit,  church-related. 

Senator  Case.  And  they  are  god  ones. 

Senator  Percy.  They  are  good  ones.  That  is  right.  But  we  have 
25,000  nursing  homes  in  the  country  for  the  aging  and  95  percent  of 
them  are  profit-oriented.  So  the  number  related  to  nonprofit  organiza- 
tions and  churches  is  very  small  indeed. 

I am  a great  believer  in  the  profit  system.  But  I really  wonder  about 
the  correleation  between  the  miserable  conditions  in  these  nursing 
homes  and  the  profit  system,  which  is  certainly  not  consistent  with 
our  nonprofit  hospials  throughout  the  country.  I question  whether 
you  can  go  into  the  business  of  taking  care  of  the  elderly  and  make 
a business  out  of  it  without  exploiting  the  elderly  who  are  abandoned, 
neglected,  and  lonely.  People  don’t  want  to  work  with  them  apparent- 
ly, and  the  exploitation  is  perfectly  terrible. 

So  here  is  an  area  which  you  have  mentioned  which  is  of  great  need 
and  interest.  I was  pleased  to  be  with  the  President  in  Chicago  a week 
ago  Friday  when  he  addressed  the  American  Association  of  Retired 
Persons.  As  you  probably  saw  from  his  statement,  he  intends  to  bear 
down  harder  on  the  nursing  home  situation. 

Dr.  Hootex.  I have  a brief  comment  to  make.  I know  a good  num- 
ber of  people  who  are  interested  and  find  it  difficult  to  get  into  the  field 
of  geriatrics.  It  calls  to  mind  one  lesson  of  history.  Spain  at  one  time 
was  a very  great  country.  But  for  three  centuries  they  devoted  not 
one  red  cent  to  science.  They  did  not  foster  it.  They  produced  no  sci- 
entist worthy  of  a name  except  a man  who  went  to  Cuba  and  there 
as  an  Army  officer  won  the  Nobel  Prize. 

More  recently  we  have  the  example  of  a Spaniard  winning  the 
Nobel  Prize  in  this  country.  They  produced  very  great  artists  and 
musicians.  I don’t  really  think  it  is  possible  for  people  to  get  into  it. 
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We  have  discovered  some  very  interesting  things.  I know  people  who 
want  to,  but  they  can’t  get  in. 

Senator  Percy.  Mr.  Chairman,  during  the  course  of  my  conversa- 
tion with  the  President,  Arthur  Fleming  and  John  Martin,  when  we 
looked  at  the  fact  that  the  nursing  homes  cost  about  $2.5  billion  a 
year,  of  which  the  Federal  Government  puts  in  $1.8  billion,  we  become 
aware  of  the  great  stakes  the  Federal  Government  has  in  this  area. 
This  is  looked  upon  as  a local  and  State  thing,  but  it  is  the  Federal 
Government’s  money  that  goes  in. 

Standards  have  to  be  established.  So  when  the  President  discussed 
the  problem,  he  said,  “I  hope  the  Senate  Appropriations  Committee 
will  provide  the  funds  if  we  ask  for  a step-up  in  the  inspection  of 
nursing  homes  and  the  training  of  nursing  home  personnel.” 

This  is  an  area  in  which  the  Federal  Government  can  assist.  He 
said,  “I  hope  the  Appropriations  Committee  will  come  through  and 
help  us  get  these  funds.” 

I said  you  merely  need  to  put  the  request  in  and  get  it  to  us  quickly 
and  I feel  quite  confident  that  my  colleagues  on  both  sides  of  the  aisle 
would  support  whatever  effort  we  need  to  make  to  correct  this  dis- 
graceful condition. 

This  is  a definite  area  of  our  responsibility,  to  provide  the  funds  if 
the  requests  are  made.  I trust  that  our  own  committee  staff  Avill  follow 
up  on  this  with  the  administration  to  see  that  the  request  comes  to  us 
just  as  promptly  as  possible. 

Mr.  Fleming  would  be  very  happy  to  provide  an  insight  as  to  what 
they  might  intend  to  ask  for  and  will  want  to  carry  on  in  the  future. 

Thank  you,  Mr.  Chairman. 

Thank  you. 

Senator  Case.  Thank  you.  Senator.  I share  your  confidence  that  the 
committee  only  needs  to  be  asked  in  specific  terms  and  it  will  provide 
any  amount  requested  for  this  purpose. 

Thank  you  so  much. 

STATEMENT  OF  IRVING  CHASE,  PRESIDENT-ELECT,  NATIONAL 
ASSOCIATION  FOR  MENTAL  HEALTH,  INC. 

ACCOMPANIED  BY  HAROLD  TOMCHIN,  PRINCETON,  W.  VA. 

PREPARED  STATEMENT 

Senator  Case.  Our  next  witness  is  Mr.  Irving  Chase. 

Mr.  Chase.  Good  morning,  Mr.  Chairman. 

I have  with  me  at  the  table  this  morning  Mr.  Harold  Tomchin, 
Princeton,  TV.  Va.  Mr.  Tomchin  will  supplement  my  comments  with 
your  permission,  sir. 

I speak  this  morning  as  president-elect  of  the  National  Association 
for  Mental  Health,  which  is  the  national  citizens  body  interested  in 
the  field  of  mental  health.  We  are  an  organization  of  laymen  with 
divisions  in  nearly  every  State  in  the  Union,  including,  I am  glad  to 
say.  New  Jersey  and  Illinois.  We  have  very  active  associations  in  those 
States  and  I speak  for  them  as  well  as  for  the  national  association. 

I bring  with  me  a formal  jd repared  statement,  which  is  in  your  hands, 
Mr.  Chairman,  which  I request  be  made  a part  of  the  record. 

Senator  Case.  It  wall  be  done.  You  may  proceed  in  your  own  way. 

( The  statement  follows : ) 


1567 


My  name  is  Irving  II.  Chase.  I reside  in  Cambridge,  I-lassachusetts , and  ;; 
am  president  of  Henry  Tliayer  Company  of  Cambridge,  Massachusetts,  engaged 
in  the  business  of  food  processing  and  packaging. 

z' 

I am  appearing  today  in  behalf  of  the  National  Association  for  ^fental  Health. 
I am  President-elect  of  this  Association  and  Chairman  of  its  Council  on 
Public  Affairs.  . , , 

The  National  Association  for  Mental  Health  is  the  national  citizens  voluntary 
organization  working  toward  the  improved  care  and  treatment  of  the  mentally 
ill;  for  inproved  methods  and  services  in  research,  prevention,  detection, 
diagnosis  and  treatment  of  mental  illness;  and  for  the  promotion  of  mental 
health . . 

I have  been  an  active  citizen  volunteer  in  the  field  of  mental  health  since 
1958  when  I became  president  of  the  Mental  Health  .\ssociation  of  Central 
Middlesex  (Massachusetts) . Since  then  I have  served  as  a directpt  and  then 
president  of"  the  Massachusetts  Association,  for  Mental  Health,  from  1967^1970. 
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I serve  also  as  a member,  representing  citizen- laymen  concerns  and  interest, 
on  the  following  bodies: 

- The  National  Advisory  Ntental  Health  Council 

- Advisory  Committee  to  the  Commissioner  of  hfental  Health  of 

the  Commonwealth  of  Massachusetts  on  Construction  and  Utilization 
of  Community  Mental  Health  Centers. 

- Advisory  Committee  to  the  Governor  of  the  Commonwealth  of 
Massachusetts  on  Conprehensive  Health  Planning. 

Representatives  of  the  National  Association  for  hfental  Health  have  appeared 
before  this  committee  many  times  to  testify  with  respect  to  the  budget  of 
the  National  Institute  of  Mental  Health.  We  have  done  so  because  of  a 
genuine  belit3f  that  the  programs  of  the  NIMi  have  significantly  spearheaded 
a national  offensive  against  mental  illness. 

Mr.  Chairman,  this  very  month  we  are  celebrating  the  25th  Anniversary  of 
the  signing  of  the  National  Nfental  Health  Act,  which  resulted  in  the  creation 
of  the  National  Institute  of  Mental  Health.  Yet,  as  I appear  here  before 
you  today,  that  very  same  Institute  is  threatened  with  budgetary  cuts  that 
unless  corrected  by  the  Congress  will  seriously  iirpede  the  operations  of 
the  Institute  with  the  result  that  many  American  citizens  will  be  deprived 
of  mental  health  services. 

I am  deeply  saddened  when  I review  the  President’s  proposed  budget  for 
mental  health  and  find  an  apparent  fiscal  disregard  for  a health  problem  of 
this  magnitude.  I dare  say  tliat  everyone  sitting  in  this  room  has  been 
directly  affected  more  than  once  by  friends  or  relatives  wlio  have  suffered 
from  a mental  or  emotional  disorder. 
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I sincerely  hope,  N!r.  Chairman,  that  I can  show  you  and  the  memlDers  of 
this  committee  how  the  National  Mental  Health  Program  will  be  harmed  far 
beyond  June  30,  1972  if  this  proposed  budget  is  not  increased. 

The  fiscal  disregard  I spoke  of  a moment  ago  is  far  from  subtle.  It 
appears  throughout  the  National  Institute  of  Mental  Health  budget.  I 
refer  specifically  to: 

- the  proposed  reduction  in  manpower  training  grants 

- ^ appropriations  for  children  services 

- i}o_  appropriations  for  constructions  grants  to 
Community  Nfental  Health  Centers. 

- insufficient  funds  to  meet  staffing  grant 
requests  for  Community  Mental  Health  Centers 

- a leveling  off  in  the  area  of  mental  health  research 

Accordingly,  we  respectfully  propose  that  the  Congress  appropriate  for 
the  fiscal  year  1972  budget, of  the  National  Institute  .of  Mental  Health  the 
sum  of  $544  ,432,000,  'an  increase  of  $122,200,000  over  the  President's 
budget  of  $422,232,000.  We  earnestly  believe  that  the  total  amount  we, 
as  citizens,  are  recommending  is  the  minimum  amount  required  to  meet  tlie 
government's  declared  commitment  to  a national  mental  health  program.  We 
are  convinced  that  the  people  of  this  country  v;ant  improved  care  for  the 
mentally  ill,  more  research,  and  more  professionals,  and  we  know  that  they 
are  prepared  to  foot  the  bill. 

The  following  program  items  are  those  for  vdiich  we  propose  increases: 
MANPQIVER  TRAINING  AND  DEVELOPMENT 

It  is  sheer  folly  to  discuss  the  expansion  of  Mental  Health  services 
to  reacli  all  the  citizens  of  tliis  country  without  exploring  every 


1570 


avenue  of  increasing  the  pool  of  mental  health  professionals.  It 
is  an  established  fact  tliat  v/e  do  not  presently  have  enough  mental 
health  professionals  to  meet  the  current  demand  for  services.  Yet, 
in  the  face  of  these  alarming  statistics,  the  President  proposes 
a decrease  of  $3,000,000  in  the  manpower  development  program.  Tliere 
is  no  basis,  in  tenns  of  Inovai  needs,  on  which  these  cuts  can  be 
justified. 

The  manpower  pool  in  the  field  of  mental  liealth  represents  a major 
resource  for  dealing  with  many  of  tlie  critical  social  problems  of 
the  day.  Tliis  group  of  specialized  personnel  not  only  deals  with 
the  crucial  problems  of  mental  illness  in  a traditional  sense,  but 
they  are  becoming  increasingly  involved  in  such  social  problems  as 
the  treatment  of  alcoliolism,  tlie  control  of  drug  abuse,  and  the 
understanding  and  amelioration  of  many  of  the  problems  of  urban  living. 
How  can  v\fe  then  tolerate  a $3,000,000  budget  cut  that  will  obviously 
reduce  grants  to  institutions  involved  in  training  psychiatrists, 
psychologists,  psychiatric  nurses,  and  psychiatric  social  workers? 

The  program  hardest  liit  is  the  psycliiatric  residency  training  program 
which  faces  a $6.7  million  cbllar  cut  in  training  funds,  with  a 
planned  phase-out  of  the  entire  program  in  three  years.  Such  cuts 
will  not  only  reduce  the  number  of  desperately  needed  new  psychiatrists, 
it  would  also  immediately  remove  the  psychiatric  resident  from 
hospitals  and  clinics  where  he  is  presently  providing  mental  health 
services . 

As  an  example,  the  QiNTRAL  PSYCHIATRIC  CLINIC  in  Cincinnati,  Ohio, 
offered  nearly  30,000  diagnostic  and  treatment  sessions  to  4,500 
patients  in  1970.  ifost  of  these  services  were  performed  by  49 
residents  and  fellows  of  tlie  Department  of  Psycliiatry,  either  full 
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or  part-time,  mostly  by  first  and  second- year  residents.  Tnese 
residents  treat  patients.  Ulio  will  treat  these  patients  if  the 
residency  program  is  phased-out? 

Accordingly,  we  respectfully  propose  that  $145  million  dollars 
be  appropriated  for  training.  In  recommending  this  appropriation 
level  we  Adiolehcartedly  concur  with  the  stand  taken  by  the  National 
Coalition  for  Mental  Health  Manpower  which  has  already  furnished 
tliis  committee  with  a detailed  analysis  of  tlie  Manpower  Training 
Program. 

MENTAlT)E.M1H  of  gilLDREN 

It  is  incomprehensible  that  for  the  second  year  in  a row  no 
appropriations  have  been  requested  to  implement  the  special  category 
authorized  by  the  ’'Community  Mental  Health  Centers  Ammendments  of 
1970".  By  adding  this  nev?  section  to  the  Community  Mental  Health 
Centers  Act,  the  Congress  intended  to  provide  construction  and  staffing 
grants  to  aid  in  the  establishmient  of  treatment  facilities  for 
children.  ■ 'hv'enty  million  dollars  was  authorized  for  fiscal  year 
1972.’ 

Experts  unanimously  agree  that  the  earlier  a person  is  treated  for 
a mental  or  emotional  disorder  the  greater  the  likelihood  that  he 
will  fully  recover.  The  benefits  of  early  psychiatric  intervention 
were  heavily  stressed  in  the  recent  report  of  the  Joint  Commission 
of  the  Mental  Health  of  Qiildren.  No  single  aspect  of  mental  health 
services  has  a greater  void  than  that  of  available  services  to 
diildren.  For  many  thousands  of  seriously  emotionally  disturbed 
children  there  are  no  treatment  services,  either  public  or  private. 

We,  therefore,  recommend  the  Cdn gross  appropriate  the  full  $20 
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million  dollars  which  the  existing  legislation  authorizes.  This 
should  appropriately  be' placed  as  a line  item  in  the  NIMi  budget 
under  STATE  AND  CONMUNITY  PROGRAVS. 

SUPPQRI'  OF  STATE  AND  CQ^g-lUN^Y  PROGRAMS 

The  National  Association  for  Ifental  Health,  along  with  many  other 
Associations  has  consistently  supported  a concept  of  providing  mental 
health  care  to  persons  in  their  communities.  This  concept  became 
a reality  with  the  passage  of  the  "Mental  Retardation  Facilities  and 
Community  Mental  Health  Centers  Construction  Act"  of  1963.  Since 
the  enactment  of  the  1963  legislaticn,  the  basic  Community  Mental 
Health  Centers  Act  has  be^i  renewed  three  times.  Support  for  staffing 
the  centers  was  added  to  the  legislation  in  1965.  Each  successive 
piece  of  legislation  which  enabled  the  centers  program  to  continue 
reflected  a growing  confidence  by  the  Congress  in  the  program’s  ability 
to  provide  quality,  comprehensive  mental  health  care.  Tlie  stated 
goal  of  the  Congress  was  the  establishment  and  operation  of  2,000 
Mental  Health  Centers  by  1980,  one  for  every  200,000  of  population. 

Yet,  seven- and- a -half  years  later,  there  are  less  than  300  federally 
funded  centers  in  operation.  Certainly  the  Congress  in  passing  the 
"Community  Mental  Health  Centers  Amendments  of  1970"  did  not  intend 
that  its  intent  be  frustrated  by  the  failure  to  appropriate  adequate 
funds  to  finance  these  programs.  The  frustration  becomes  even  more 
pronounced  on  the  state  and  local  level.  Many  communities  are 
excited  about  tlie  prospect  of  establishing  a Community  Mental  Health 
Center  and  therefore  have  made  considerable  efforts  to  raise  money 
locally  to  matdi  federal  construction  and  staffing  funds  to  realize 
tliis  dream.  Hou'ever,  time  and  time  again,  after  the  planning  has 
taken  place  and  the  applications  have  been  approved,  there  are  no 
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funds  available.  The  effects  of  this  dilensna  are  cumulative  in 
that  more  and  more  communities  \vill  wite  off  this  federal  program 
as  something  that  looks  good  on  paper  but  for  which  there  is  no 
assurance  that  there  will  ever  be  any  funds  available  to  take 
advantage  of  it. 

STAFFING 

The  Administration's  proposed  budget  for  F.Y.  1972  calls  for  $105 
million  dollars  for  staffing  grants.  Mr.  Chairman,  we  believe  tliat 
tliis  figure  should  be  raised  to  a minimum  of  $130  million  dollars. 
The  "Community  Mental  Health  Centers  >'\mendments  of  1970"  provide 
for  higher  Federal  matching  ratios  for  staffing  grants  going  to 
centers  serving  poverty  areas,  and  also  extended  the  51  month  period 
for  continuation  staffing  grants  to  8 years.  Because  of  these  new 
pro\lsions,  an  amount  considerably  higher  than  the  $105  million  is 
needed.  Unless  at  least  $130' million  is  appropriated,  bet\\reen  60 
and  75  applications  for  staffing  funds  which  have  been  approved  xdll 
remain  unfunded.  Some  of  these  staffing  grant  applications  go  back 

as  far  as  1970.  This  will  result  in  disillusionment  in ‘the  program 
and  anger  in  the  communities  affected. 

CONSTRUCTION 

The  future  of  the  entire  Community  Mental  ‘Health  Centers  program  may 
well  be  in  your  hands.  This  is  the  second  year  in  a row  in  which  no 
appropriations  have  been  requested  for  construction.  The  "Community 
Mental  Health  Centers  Amendments  of  1970"  authorized  $80  million  for 
construction  in  fiscal  1971  and  $90  million  for  fiscal  year  1972. 

A total  breakdo^vn  in  the  centers'  construction  program  is  likely  to 
occur  if  no  new  money  is  appropriated  in  F.Y,  1972.  We  realize  that 
there  is  a general  curtailment  of  construction  spending  in  all  areas, 
but  we  cannot  allow  a program  which  is  still  in  its  infancy  and  for 
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Wiiich  t.lierc  is  so  rnach  hope,  to  be  abancloiicd. 

We  therefore  recommend  that  tlio  Congress  appropriate  $30  million 
for  construction  in  F.Y.  1972.  That's  less  than  the  authorized 
$90  million  but  enough,  in  our  opinion,  to  prevent  a complete 
breakdoHTi  in  this  vital  program. 

RESbARQl 

If  I were  a young  man  beginjiing  my  career  again  I could  not  think 
of  a more  exciting  and  challenging  field  to  enter  thaii  that  of  mental 
health  research.  Significant  treatments  Iiave  been  found  for  some 
mental  illnesses,  and  new  medicines  bring  relief  to  thousands  formally 
conden.med  to  a lifetime  of  despair.  Yet,  many  illnesses  are  still 
resistant  to  available  treatments  and  many  other  factors  related  to 
the  causes  of  mental  illness  are  still  imperfectly  anderstood.  'Ihe 
most  significant  breakthroughs  in  the  causes  and  treatment  of  mental 
illness  are  still  to  be  discovered  by  the  researcher.  It  is  inevitable 
that  these  breakthroughs  v;ill  occur,  but  whether  they  occur  in  tlie  near 
future  or  the  next  century  will  depend  entirely  on  our  commitment 
to  fund  them  adequately. 

We  therefore  recommend  that  tlie  President's  budget  request  of  $86.5 
million  be  increased  to  $92  million;  essentially  a "cost  of  living"  increase. 

HOSPITAL  IMPRQVliMENT  GRANINS 

We  further  recommend  that  the  President's  request  of  $5.9  million 
be  increased  to  $7.3  million  which  would  maintain  this  important 
program  at  its  present  level.  'Ihe  $5.9  million  request  is  $1  million 
less  than  appropriated  for  F.Y.  1971. 

Mr.  Chairman,  these  recommendations  are  based  on  a careful  consideration 
of  tlie  NDII  programs.  We  have  been  mindful  of  budgtar)’-  limitations 

in  our  ajialysis  and  ask  appropriation  only  of  those  amounts  which  will 
meet  truly  urgent  needs. 


Plu)POSliD  INClU.V^SiiS  - Ml'til  Budget  - Fiscal  1972 


Research: 

Research  grants  

MIP  grants  

Direct  Operations  

Manpower  Development : 

i’raining  grants  

Fellowships  

iiirect  Operations  

State  Corimimity  Programs: 

Community  inentai  healtTi  centers: 

(1)  Construction  

(2)  Staffing  

(3)  Mental  Health  of  Cnildren 

Coramonity  Assistance: 

Narcotic  addiction  

Alcoholism  

Direct  Operations  

Rehabilitation  of  Dnig  Abusers  .... 


Prog7^am  Support  Activities : 

Field  activities  

Scientific  conmiunication  and 

public  education  

Executive  direction  and  management 
services  


1972  President's 

Budget  I’roposed 

Budget 

by  N.A.M.ii. 

$ 86,500,000 
5,900,000  . 
27,007,000 

$ 92,000,000 
7,300,000 
27,007,000 

104,600,000 

8.700.000 

5.779.000 

145,000,000 

8.700.000 

5.779.000 

105,100,000 

30.000. 000 
130,000,000 

20.000. 000 

27,000,000 
]3, 193, 000 

27,000,000 

13,193,000 

3,938,000 

3,938,000 

20,611,000 

20,611,000 

2,889,000 

2,889,000 

5,254,000 

5,254,000 

5,761,000 

5,761,000 

$ 422,232,000 

$ 544  ,4  32,0  00 

TOTAL 
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DIVISION  OF  MENTAL  HEALTH  BUDGET 

Mu  Chase.  May  I respectfully  call  your  attention  to  that  testimony 
which  is  a table  of  the  NIMH  budget  to  which  I wish  to  speak  this 
morning.  The  National  Institute  of  Mental  Health  budget  is,  as  you 
know,  divided  into  three  principal  categories.  We  have  very  carefully 
studied  this  budget  within  our  association,  using  our  own  resources, 
using  our  own  criteria  and  our  own  priorities  and  make  two  strong 
recommendations  to  this  committee,  sir. 

These  recommendations  are  that  there  be  money  provided  for  staffing 
of  community  mental  health  centers  programs  for  children.  This  item 
on  page  9 is  the  ninth  item  down  asking  for  $20  million,  whereas  there 
is  no  money  at  all  in  the  administration’s  budget  under  this  category. 

Mr.  Chairman,  this  category  was  added  in  the  1970  amendments  to 
the  Community  Mental  Health  Centers  Act  which  was  passed  unani- 
mously by  both  branches  of  Congress.  This  special  staffing  fund  for 
mental  health  children  was  added  in  these  amendments. 

Yet,  the  administration  in  its  budget  has  chosen  not  to  fund  this. 

We  urge  that  it  be  funded  by  the  Congress  to  the  extent  of  $130 
million. 

Our  reason  for  asking  for  these  categorical  funds  is  that  history  has 
clearly  shown  that  unless  funds  are  stipulated  categorically  for  chil- 
dren they  will  not  be  spent  for  children. 

This  is  clearly  a matter  of  record  Avhich  can  be  shown,  that  if  funds 
for  staffing  are  not  so  earmarked,  they  wdll  not  be  so  spent. 

What  greater  way  is  there  to  spend  our  money  than  on  the  mental 
health  of  our  children?  For,  if  we  can  reach  people  when  they  are 
young,  we  can  help  them  far  more. 

Senator  Case.  What  is  the  difference  between  staff  and  mental 
health  ? 

Mr.  Chase.  Sir,  the  full  title  should  be  Staffing  for  Children,  Mental 
Health  Programs  for  Children.  These  are  staffing  funds.  These  would 
be  categorical  staffing  funds  for  children’s  services  within  the  com- 
munity mental  health  system.  This  is  one  of  our  two  areas  of  top  pri- 
ority, sir.  The  other  has  already  been  spoken  to  this  morning.  That  is 
the  restoration  of  the  cuts  in  psychiatric  stipends  for  the  training  of 
psychiatrists. 

We,  a lay  citizens  body,  and  I think  it  is  important  that  it  be  on  the 
record  again  that  we  are  a body  of  laymen,  urge  the  restoration  of 
these  cuts. 

We  decry  the  administration’s  move  to  eliminate  this  program  alto- 
gether, which  has  been  announced.  We  strongly  urge  that  they  be  re- 
stored for  psychiatrists  are  the  cornerstone  discipline  of  the  mental 
health  system  and  we  need  more  of  them. 

The  program  cannot  proceed  to  our  targeted  goal  of  2,000  compre- 
hensive community  and  mental  health  centers  in  the  United  States 
without  more  trained  psychiatrists. 

These  are  our  two  areas  of  top  priority ; staffing  funds  for  programs 
for  children  and  restoration  of  stipends  for  psychiatrists. 

We  have  some  other  requested  increases  Avhich  will  run  down  quickly. 
Under  research,  w^e  ask  a modest  increase,  whereas  the  President’s 
budget  is  'a  standstill  budget.  As  we  all  know,  when  we  look  at  our 
own  personal  budgets  these  days,  a standstill  budget  is,  in  fact,  a cut 
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of  about  6 percent.  So  we  do  request  an  increase  under  research  grants 
for  cost  of  living. 

Likewise,  under  “Kesearch,”  we  request  an  increase  in  the  HIP 
programs.  This  is  hospital  improvement  programs.  These  relative  few 
dollars  have  done  wonders  in  our  old  State  institutions  in  giving  them 
some  money  to  spend  on  new  programs,  new  developments,  reseaph 
work,  and  the  care  of  institutionalized  patients.  We  urge  this  addition 
be  made  so  as  to  allow  more  of  these  programs  to  be  funded. 

On  manpower  development,  I have  already  spoken  of  the  increase. 

Under  “Community  mental  health  centers,”  we  also  urge,  as  you 
have  just  heard  from  the  Council  on  Comprehensive  Mental  Health 
Centers,  a substantial  increase  in  general  staffing  funds.  Please  note 
that  the  President's  budget  calls  for  $105  million.  We  request  $130 
million.  Our  information  is  that  unless  there  is  this  increase,  there 
will  be  approximately  60  comprehensive  community  mental  health 
centers  whose  grants  have  already  been  approved  which  will  not  be 
funded. 

The  implications  of  this  are  very  serious,  not  only  from  the  human- 
itarian point  of  view,  but  they  are  also  important  politically,  because 
local  people  have  been  involved  in  raising  matching  funds.  I have 
participated  in  this  process  of  finding  local  funds  to  match  Federal 
funds.  This  has  been  done  as  a precondition  of  applying  for  Federal 
grants.  Now  they  are  being  told,  “Yes,  your  grant  has  been  approved^ 
but  there  is  no  money  to  fund  them.” 

Specifically,  sir,  Paterson,  Hackensack,  and  Flemington,  N.J.,  will 
be  affected  by  this.  There  are  these  three  which  will  not  be  funded. 
In  Illinois,  Senator  Percy,  Chicago,  and  McComb,  and  Senator,  I 
received  a telephone  call  from  the  director  of  the  Chicago  Center  2 
weeks  ago  asking  my  specific  assistance  with  regard  to  the  funding 
of  the  Center  in  North  Chicago,  a poverty  area  of  great  need  for  which 
there  will  be  no  funds. 

Senator  Case.  You  must  have  prepared  also  for  Senator  Magnuson. 
'\Yliat  have  you  got  for  him  ? 

Mr.  Chase.  There  is  nothing  in  the  State  of  Washington.  There  are 
no  unfunded  ones  in  the  State  of  Washington. 

We  also  request  some  construction  funds  for  community  mental 
health  centers.  There  are  none  in  the  President’s  budget.  The  problem 
here,  sir,  is  that  the  Bureau  of  Management  and  Budget  has  coupled 
staffing  with  construction.  They  have  laid  down  a rule  within  the  De- 
partment of  HEW  that  there  will  be  no  staffing  funds  given  unless 
there  has  been  prior  F ederal  construction  money  granted. 

This  means  that  if  there  are  no  construction  funds  in  the  1972 
budget,  and  if  this  policy  prevails  in  future  years,  the  whole  program 
will  be  wound  down  and  Federal  funding  will  dry  up. 

That  concludes  my  statement,  Mr.  Chairman.  As  I indicated  to  you, 
I have  at  my  left  Mr.  Harold  Tomchin,  Princeton,  W.  Ya.  He  is  the 
owner  of  a retail  furniture  store  and  another  volunteer  in  the  mental 
health  movement  in  the  West  Virginia  Association.  He  is  also  presi- 
dent of  the  three  county  area  group.  He  will  tell  you  a few  words 
about  the  effect  on  this  in  his  community. 

Senator  Case.  Nice  to  have  you  here,  sir. 

Mr.  Tomchin.  I am  concerned  about  our  own  area.  I have  been 
working  for  about  5 years  in  the  mental  health  field.  Having  visited 


1578 


our  State  hospital  that  takes  care  of  the  patients  from  our  area,  I find 
what  could  well  be  described  at  the  moment  as  a snake  pit.  There  are 
geriatric  patients,  there  are  patients  who  are  completely  senile,  there 
are  psychotic  patients,  there  are  young,  under  the  age  of  17  in  the 
wards. 

I have  been  told  prior  to  this  that  the  only  way  to  take  care  of 
mental  health  patients  is  in  their  own  community.  I have  been  work- 
ing toward  that  end.  Our  area,  consisting  of  Mercer,  McDowell,  and 
Wyoming  Counties,  W.  Va.,  is  in  the  poverty  group.  It  is  eligible  by 
law  for  staffing. 

At  the  present  time,  the  construction  grant  has  been  approved  and 
has  been  funded.  But  we  have  been  informed  that  there  is  no  money 
for  a staffing  grant. 

At  the  present  time,  we  have  piecemeal  service.  We  have  a psychia- 
trist, one-half  a day  a week  in  our  county.  We  have  a psychiatrist  for 
half  a day  a month  for  the  other  two  counties.  We  are  trying  to  do  a 
local  service  with  very  inadequate  local  funds. 

If  we  were  able  to  match  our  local  funds  with  a staffing  grant,  we 
could  then  prepare  for  a construction  that  is  to  occur.  An  empty  build- 
ing with  no  staffing  or  with  the  small  amount  of  staffing  that  we  are 
able  to  provide  at  the  present  time  would  be  a mockery  on  the  notion 
of  community  mental  health  comprehensive  care. 

I feel  that  unless  something  is  done  about  funds,  providing  for  addi- 
tional funds  for  community  mental  health  centers,  then  we  might  as 
well  not  have  a building.  An  empty  building  is  no  solution  to  the 
problem  of  mental  health  care  in  our  area. 

Thank  you. 

Senator  Case.  Thank  you  very  much.  I am  sure  that  is  a useful 
addition  to  the  testimony,  especially  so  since  it  comes  from  the  grass- 
roots. 

Thank  you  both. 

Senator  Percy  ? 

Senator  Percy.  I would  like  to  comment  on  Mr.  Chase’s  contribution. 
I have  known  of  his  contributions  to  other  public  service  areas  and 
we  are  most  grateful  for  his  deep  interest  in  public  affairs. 

I will  support  the  increase  in  the  appropriation  because  I feel  there 
are  certain  areas  that  cannot  be  cut  back.  As  I correlate  some  of  these 
figures,  the  President’s  budget  has  been  amended,  I believe.  The  total 
figure  here  would  be  $499  million  against  $388  million  last  year,  which 
takes  into  account  then  the  recent  request  for  drug  abuse  funds. 

But  there  are  insufficient  funds  for  the  training  of  personnel.  I 
think  our  State  of  Illinois  has  done  a magnificent  job  in  building 
centers. 

Otto  Kerner,  against  whom  I ran  in  the  1964  gubernatorial  race  in 
Illinois,  is  to  be  commended  for  his  great  interest  in  this  field.  But 
there  is  no  gain  in  having  these  buildings  if  you  haven’t  professional 
people  to  take  care  of  patients.  I have  been  struck  by  the  number  of 
medical  personnel  that  we  have  in  those  facilities  who  can  barely  speak 
English.  I think  one  out  of  four  new  doctors  that  we  are  putting  into 
the  profession  in  this  country  come  from  developing  nations. 
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It  seems  incongruous  for  us  to  be  taking  away  from  the  developing 
world  people  who  can't  be  trained  in  medical  schools  in  this  comitry. 
They  go  abroad  to  get  their  educations  and  then  come  back  here  to 
practice  or  send  people  that  they  have  trained. 

Many  of  our  foreign  doctors  can  barely  commimicate  with  the 
patient.  They  have  a professional  skill,  but  they  have  not  the  language 
skill.  Yet  we  are  so  desjDerate  for  help  that  we  are  hiring  people  who 
cank  even  communicate  with  their  patients  in  the  hope  that  their 
i:>rofessional  skill  will  somehow  enable  them  to  take  care  of  the  patients. 

Certainly  a great  amount  needs  to  be  done  in  developing  manpower. 
I will  take  a good  careful  look  at  a result  of  this  testimony,  Mr.  Chase. 
We  appreciate  very  much  your  statement  and  the  insight  which  you 
provided  into  this  problem. 

Mr.  Chase.  Thank  you.  Senator. 

If  I may  respond  briefly  to  that,  my  view  of  the  utilization  of  foreign 
doctors  in  our  institutions — that  is  principally  where  they  are — is 
that  this  relates  for  the  most  part  to  the  miserable  pay  scales  that 
those  States  have  for  their  State  employed  psychiatrists  and  doctors. 
They  are  simply  not  competitive. 

I don't  know  where  Illinois  stands  in  relation  to  other  States,  but  I 
have  seen  figures  where  they  can’t  hope  to  command  physicians  in 
their  own  economy  where  they  can  earn  much  more  on  the  outside. 

I do  decry  the  "brain  drain  on  the  undeveloped  countries.  It  is  a 
disservice. 

CRIPPLING  OF  MENTAL  HEALTH  CENTERS  AND  ALCOHOLISM  PROGRAMS 

Senator  Case.  Our  next  witness  is  Mr.  Mike  Gorman,  Washington, 


STATEMENT  OF  MIKE  GORMAN,  EXECUTIVE  DIRECTOR,  NATIONAL 
COMMITTEE  AGAINST  MENTAL  ILLNESS;  FELLOW,  AMERI- 
CAN PSYCHIATRIC  ASSOCIATION  (HONORARY);  FELLOW, 
AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

Mr.  Gorman.  If  I may  file  the  statement  that  I have,  Mr.  Chair- 
man, which  includes  a recommended  budget  in  the  back  and  just  talk 
off  the  cuff  on  the  problem. 

(The  statement  follows :) 
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Mr.  Chairman  and  Members  of  the  Committee: 

The  Administration  requests  $425,  611,  000  for  the  National  Institute  of  Mental 
Health  in  fiscal  1972  --  only  one  million  dollars  more  than  the  actual  operating  level 
in  the  current  year.  This  standstill  budget  is  proposed  at  a time  when  the  entire  mission 
of  the  Institute  has  been  expanded  by  the  Congress  to  cover  much  larger  efforts  in  the 
fields  of  drug  addiction,  alcoholism,  the  development  of  mental  health  centers  in  poverty 
areas,  and  services  for  emotionally  disturbed  children. 

We  cannot  understand  the  rationale  for  this  backward  budget.  In  fiscal  1970,  we 
achieved  the  largest  annual  reduction  in  the  number  of  patients  confined  in  our  state 
hospitals  --a  drop  of  more  than  32,  000  below  the  figure  just  a year  ago.  Today  there 
are  only  338,000  patients  in  our  300  state  and  county  mental  hospitals,  a remarkable 
reduction  of  almost  a quarter  of  a million  patients  over  the  past  15  years.  Apart  from 
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the  alleviation  of  human  suffering,  the  shrinking  size  of  our  public  mental  hospital 
system  has  resulted  in  the  saving  of  billions  of  dollars  in  construction  and  operation 
costs. 

Mr.  Chairman,  the  National  Institute  of  Mental  Health  is  successfully  imple- 
menting the  clear  intent  of  the  Congress  that  the  custodial  mental  institutions  of  the 
past  be  replaced  by  intensive  treatment  facilities  in  the  heart  of  the  community.  However, 
as  I noted  a year  ago  in  testifying  before  this  Subcommittee,  the  Administration  seems 
intent  upon  killing  the  entire  mental  health  centers  program. 

In  the  interest  of  time,  I will  confine  my  remarks  to  several  major  areas  in 
which  budget  reductions  threaten  to  bring  to  a halt  the  spectacular  progress  we  have 
made  in  previous  years. 

1.  COMMUNITY  MENTAL  HEALTH  CENTERS 

At  the  present  time,  about  only  270  mental  health  centers  are  fully 
operational.  Another  170  centers  are  in  various  stages  of  development,  held  back  by 
the  low  level  of  funding  these  past  few  years.  When  fully  operational,  these  440  centers 
will  serve  about  25  percent  of  our  population.  What  happens  then  to  150  million  Americans 
who  will  not  have  access  to  a neighborhood  mental  health  center? 

I could  give  you  a ream  of  statistics  on  the  success  of  the  mental 
health  centers  program.  In  1969,  for  the  first  time  in  history,  admissions  to  community 
mental  health  centers  exceeded  first  admissions  to  state  hospitals.  The  total  number  of 
patients  served  in  that  year  alone  was  412,  000.  A number  of  surveys  have  documented 
the  point  that  the  centers  not  only  keep  patients  out  of  state  hospitals,  but  they  also  hold 
in  the  community  countless  numbers  of  patients  who  have  been  discharged  from  state 
hospitals  and  would  be  forced  to  retur^  to  them  but  for  the  availability  of  treatment  in 
their  home  areas. 
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Despite  this  demonstrated  record  of  achievement,  the  Administration 
includes  no  money  in  its  budget  for  the  construction  of  new  mental  health  centers.  This 
is  the  second  year  in  succession  the  Administration  has  refused  to  request  construction 
monies  and  it  is  obvious  that  this,  combined  with  the  Administration's  policy  of  re- 
stricting staffing  monies  only  to  those  centers  which  have  received  previous  federal 
construction  funding,  will  soon  lead  to  a termination  of  the  entire  program. 

Mr.  Chairman,  this  arbitrary  restriction  of  staffing  support  to  centers 
which  have  received  federal  construction  grants  is  of  questionable  legality  --  the  basic 
1965  act  authorizing  federal  matching  monies  for  staffing  makes  all  centers  which  provide 
five  minimal  mental  health  services  eligible  for  federal  support.  In  actual  fact,  this 
unjustifiable  new  policy  penalizes  those  states  and  localities  which  have  used  their  own 
resources  to  construct  centers.  If  this  high-handed  action  of  the  Executive  branch  is 
not  challenged  by  the  Congress,  65  centers  serving  millions  of  people  are  faced  with 
the  prospect  of  closing  their  doors.  Of  this  number,  15  centers  are  in  states  represented 
by  members  of  this  Subcommittee.  Many  of  these  centers  were  originally  approved  for 
funding  in  1969  and  1970  under  the  ground  rules  of  the  community  mental  health  centers 
legislation:  now  they  are  being  told  that  all  of  their  heart-rending  efforts  to  raise 
matching  monies  at  the  local  level  have  been  a cruel  waste  of  time  because  the  federal 
government  is  reneging  on  its  previous  commitments. 

The  legislative  authorization  for  construction  of  mental  health  centers 
in  fiscal  1972  is  $90  million.  A recent  survey  of  state  mailalhealth  construction  applica- 
tions discloses  a backlog  of  more  than  $50  million  in  this  area. 

We  therefore  recommend  a minimum  of  $45  million  for  the  construction 
of  mental  health  centers  in  the  coming  year. 
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However,  the  staffing  needs  of  the  mental  health  centers  are  even 
more  crucial.  In  1970,  the  Congress  unanimously  extended  the  scope  of  the  program 
by  providing  much  higher  percentages  of  federal  funding  for  centers  in  poverty  areas 
and  new  authorizations  for  both  children's  and  consultation  and  education  services.  The 
Administration  request  of  $105  million  for  staffing  falls  far  short  of  financing  many  of 
these  new  services. 

We  are  all  deeply  grateful  to  this  Subcommittee,  and  to  the  comparable 
Subcommittee  in  the  House,  for  adding  the  sum  of  $30  million  a year  ago  to  the  hope- 
lessly inadequate  figure  recommended  by  the  Administration.  However,  most  of  the 
$30  million  must  be  allocated  to  centers  approved  for  support  in  fiscal  1970  and  in 
prior  years.  In  the  meantime,  a backlog  of  unfunded  centers  builds  up  in  fiscal  years 
1971  and  1972.  The  National  Institute  of  Mental  Health  itself  estimates  that  by  June 
30,  1972,  there  will  be  a shortage  of  $44.3  million  necessary  to  meet  the  federal 
contribution  for  approved  but  unfunded  staffing  grants. 

In  very  simple  terms,  88  centers  in  all  parts  of  the  country  will  not 

open  their  doors. 

We  are  in  trouble  --  and  we  will  continue  to  be  in  trouble  --  because 
the  inadequate  budget  requests  of  the  past  few  years  have  created  a large  backlog  of 
unfunded  centers.  This  unfortunate  policy  is  continued  in  the  President's  recommenda- 
tion for  only  $13  million  to  support  new  staffing  grants  in  fiscal  1972.  The  authorizing 
legislation  provides  $50  million  for  new  staffing  starts  in  1972;  it  is  our  contention  that 
this  is  the  minimum  amount  needed  to  keep  the  centers  program  moving  forward. 
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We  therefore  recommend  $170  million  for  the  staffing  of  community- 
mental  health  centers  in  fiscal  1972.  This  r ecomm.endation  is  on  the  conservative 
side,  but  we  hope  that  it  will  meet  the  needs  for  new  staffing  starts,  allow  the  applica- 
tion of  the  poverty  formula,  and  provide  for  the  $20  million  authorized  for  children's 
services  in  the  centers. 

1 again  reiterate  the  point  that  I've  made  since  1968  to  the  effect  that 
the  federal  government  is  assuming  a very  small  share  of  the  costs  of  constructing  and 
operating  these  mental  health  centers.  The  states  and  the  counties  have  really  kept 
this  program  going  and,  in  many  cases,  they  have  done  so  through  the  sale  of  bonds 
and  through  extra  millage  levies.  Last  year,  the  federal  contribution  to  the  total  support 
of  these  centers  was  only  25  percent,  and  if  the  present  budget  is  sustained,  it  will  drop 
to  close  to  20  percent.  As  the  President  of  the  American  Psychiatric  Association  noted 
in  an  address  to  the  annual  meeting  of  that  organization  here  in  this  city  just  two  months 
ago: 


"In  its  current  zeal  to  share  revenue  with 
the  states,  the  Administration  might  take  note  of  the  fact 
that  for  every  Federal  dollar  that  has  gone  into  mental 
health  service  programs,  the  states  and  localities  have  been 
spending  about  twenty.  " 


2.  MANPOWER 

The  Administration  recommends  $104.  6 million  for  all  of  the  training 
activities  of  the  National  Institute  of  Mental  Health  - -a  reduction  of  approximately 
$3  million  below  last  year's  request. 
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This  is  really  the  raost  puzzling  and  irritating  item  in  the  entire 
budget  request  for  the  NIMH.  A sharp  cut  is  recommended  at  the  very  moment  when 
we  have  reached  a peak  demand  for  more  mental  health  personnel  to  staff  mental  health 
centers,  provide  new  services  for  alcoholics,  drug  addicts,  children,  and  so  on. 
Particularly  mystifying  is  the  $6.7  million  cut  in  training  programs  for  psychiatrists. 

This  subcommittee  needs  no  documentation  as  to  the  desperate  shortages  of  psychiatrists 
in  our  mental  hospitals,  mental  health  centers,  and  other  mental  health  facilities. 

Over  the  past  two  decades,  the  NIMH  has  contributed  to  the  training 
of  47,  000  mental  health  professionals.  It  has  been  hailed  as  the  most  successful 
training  program  in  the  entire  field  of  medicine  and  public  health  in  this  country. 

Since  others  will  be  testifying  to  this  item  in  greater  detail,  I will 
just  state  that  we  recommend  $145  million  for  NIMH  training  programs  in  fiscal  1972. 

This  will  restore  the  sharp  cut  in  the  psychiatric  residency  program,  cover  cost  of 
living  increases  for  the  other  mental  health  disciplines,  and  provide  a small  increase 
in  programs  designed  to  train  new  kinds  of  sub-professionals. 

3.  ALCOHOLISM 

On  December  31,  197  0,  President  Nixon  signed  into  law  the  Compre- 
hensive Alcohol  Abuse  and  Alcoholism  Prevention,  Treatment  and  Rehabilitation  Act 
of  1970.  As  you  know,  this  measure  (P.  L.  91-616)  received  strong  bi-partisan  support 
and  was  passed  overwhelmingly  in  both  bodies  of  the  Congress. 

The  legislation  authorizes  $300  million  over  a three-year  period  for 
formula  grants  to  the  states  and  project  grants  to  finance  a major  offensive  against  the 
problem  of  alcoholism.  The  largest  share  of  the  funds  --  $180  million  --  was  specifically 
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allocated  in  the  bill  to  formula  grants  because  of  the  unanimous  conviction  of  the  Congress 
that  the  states  and  localities  needed  block  grant  money  to  develop  state  plans  and  to 
establish  and  maintain  direct  services  for  thousands  upon  thousands  of  alcoholics  now 
overwhelming  our  jail,  court  and  hospital  systems.  Voluminous  testimony  before 
Congressional  committees  again  and  again  highlighted  the  point  that  only  a handful  of 
states  had  even  begun  the  process  of  devising  a comprehensive  statewide  program. 

The  formula  grant,  therefore,  is  the  heart  and  guts  of  the  bill;  it  is  the  catalyst  which 
will  get  many  states  moving. 

For  fiscal  1 971 , P.  L.  91  - 61  6 authorized  $70  million,  of  which  $40 

million  was  to  be  allocated  in  formula  grants  to  the  states.  The  minimum  allocation 

to  a state  is  $200,  000,  with  the  larger  states  receiving  in  excess  of  one  million  dollars 

each.  Last  December  the  Senate  included  $30  million  for  the  alcoholism  provisions 

of  P.  L.  91-616  in  the  first  supplemental  appropriations  bill  for  fiscal  1971.  At  that 

time  the  authorizing  legislation  had  not  cleared  the  House,  but  the  intent  of  the  House  is 

crystal  clear  in  this  quotation  from  the  first  supplemental  conference  report  presented  on 

the  House  Floor  by  the  Chairman  of  the  Subcommittee: 

"The  conference  did  not  include  funds  for  the  proposed 
Alcohol  Abuse  and  Alcoholism  Prevention  and  Rehabili- 
tation Act  of  1970.  The  bill  has  passed  the  Senate  and 
was  scheduled  for  action  in  the  House  later  in  the  day 
that  the  conferees  made  this  decision.  The  conferees 
are  agreed  that  if  this  bill  becomes  law,  the  most 
serious  consideration  will  be  given  to  the  proper  level 
of  funding  in  the  next  session  of  Congress.  " 

We  were  overjoyed  at  this  evidence  of  Congressional  intent,  and  the 
National  Council  on  Alcoholism  informed  its  affiliate  chapters  in  every  state  in  the 
country  that  after  a decade  of  struggle  we  were  finally  to  see  the  inauguration  of  a 
massive  attack  upon  the  disease  of  alcoholism. 
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We  were  therefore  confident  that  we  would  receive  funds  in  the 

second  supplemental  appropriations  bill  for  fiscal  1971.  We  are  deeply  grateful  to 

the  Senate  Appropriations  Committee  for  including  $20  million  to  fund  P.  L.  91-616 

in  fiscal  1971  but,  as  you  know,  the  House  refused  to  go  along  and  we  were  left  without 

a single  dime  for  the  new  legislation  last  year. 

We  were  heartened  when  on  January  11th  of  this  year  Secretary  of 

Health,  Education,  and  Welfare  Elliot  L.  Richardson  and  Secretary  of  Transportation 

John  Volpe  held  a press  conference  here  in  Washington  to  announce  the  signing  of  an 

agreement  coordinating  the  alcoholism  programs  of  the  National  Institute  of  Mental  Health 

with  those  of  the  Highway  Traffic  Safety  Administration.  On  that  occasion.  Secretary 

Richardson  seemingly  indicated  his  full  appreciation  of  the  importance  of  the  immediate 

implementation  of  the  new  legislation  when  he  remarked  that: 

"The  $300,  000,  000  Alcohol  Abuse,  Prevention, 

Treatment  and  Rehabilitation  Act  signed  by  President 
Nixon  January  2nd,  along  with  the  inter-agency  collabora- 
tion provided  in  this  new  agreement  gives  us  for  the  first 
time  the  tools  we  need  to  fight  alcohol  abuse  and  alcoholism 
on  a nationwide  scale.  Our  recent  estimates  disclose  that 
some  ten  million  Americans  are  dependent  on  alcohol  --a 
shocking  figure  that  yet  does  not  begin  to  reveal  the  damage 
to  the  nation  in  the  terms  of  alcohol  related  disease,  broken 
families,  economic  ruin  and  death.  " 

According  to  Mr.  Richardson,  failure  to  deal  effectively  with  the 
problem  of  alcoholism  has  been  taking  a toll  of  74,  000  lives  a year. 

With  this  very  clear  indication  of  Secretary  Richardson's  determination 
to  use  all  of  the  tools  in  the  legislation  to  fight  alcoholism  on  a nationwide  scale,  were 
we  wrong  in  informing  our  state  and  local  affiliates  that  they  could  expect  that  funds 
would  be  requested  this  year  so  that  state  planning  could  begin  and  additional  projects 


could  be  financed? 
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On  March  18th  of  this  year,  the  Senate  Subcommittee  on  Alcoholism 
and  Narcotics  called  a hearing  to  find  out  why  the  Administration  was  not  recommending 
a single  dime  in  fiscal  1971  in  P.  L.  91-616  to  establish  the  tools  Secretary  Richardson 
was  talking  about.  Appearing  for  the  Administration  Dr.  Vernon  Wilson,  the  Adminis- 
trator of  the  Health  Services  and  Mental  Health  Administration,  gave  the  Committee  a 
hair-raising  account  of  the  ravages  of  alcoholism,  and  I quote  directly  from  his 
statement: 

"There  is  no  question  that  this  is  one  of  the  most  widespread,  de- 
structive, and  costly  health  problems  facing  our  country. 

It  is  now  estimated  that  alcohol  problems  adversely  affect  the  lives 
of  some  36  million  Americans  --  that  is,  fully  one  in  every  six  of  our  men,  women, 
and  children  are  directly  or  indirectly  harmed  by  alcoholism  or  alcohol  abuse.  Nine 
million  of  our  citizens  are  alcoholics  or  problem  drinkers,  and  each  of  these  persons 
can  and  does  bring  untold  suffering  to  the  members  of  their  families.  Furthermore, 
approximately  200,  000  new  cases  of  alcoholism  are  being  added  to  the  total  in  the 
Nation  every  year. 

Alcohol-related  problems  are  the  cause  of  more  than  85,  000  deaths  in 
the  United  States  annually. 

We  also  can  see  the  enormous  size  of  the  alcoholism  problem  in  ad- 
missions to  mental  hospitals.  Twenty-six  percent  of  all  men  admitted  are  alcoholics, 
and  in  the  age  group  45  to  64,  almost  half  of  the  new  male  patients  are  alcoholics.  In 
toto,  approximately  one  in  every  three  of  the  1.  5 million  patients  now  in  state  mental 
hospitals  are  under  treatment  for  the  problem  of  alcoholism. 
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There  are  nearly  two  million  arrests  each  year  for  public  drunkenness 
in  this  country,  accounting  for  about  40  percent  of  all  non-traffic  arrests. 

A conservative  estimate  of  the  annual  economic  drain  from  the 
Nation  is  $15  billion  per  year,  including  $10  billion  in  lost  work  time  of  employed 
alcoholics,  $2  billion  in  health  and  welfare  costs  incurred  by  alcoholics  and  their 
families,  and  $3  billion  in  property  damage,  wage  losses,  and  other  costs  associated 
with  traffic  accidents. 

It  is  impossible,  of  course,  for  me  to  portray  in  hard  statistics  or 
even  in  estimates  the  human  costs  and  suffering  related  to  alcoholism  from  broken 
homes,  deserted  families,  and  the  psychological  problems  commonly  found  in  the 
children  of  alcoholic  parents.  Nor  can  we  accurately  measure  the  value  of  the  10 
or  12-year  decrease  in  the  life  expectancy  of  every  alcoholic.  " 

Mr.  Chairman,  the  aforementioned  is  a classic  description  of  what 
alcoholism  --  now  the  fourth  leading  killer  in  our  country  --  does  to  the  American  people. 
How  then,  we  ask,  can  the  Administratipn  justify  the  refusal  of  modest  funding  for  the 
legislation? 

Does  it  believe  that  the  states  are  neither  interested  in,  nor  capable 
of,  launching  effective  alcoholism  programs? 

I respectfully  suggest  that  the  Administration  take  a closer  look  at  the 
hearings  on  this  legislation.  First  of  all,  the  legislation  was  clearly  and  emphatically 
endorsed  by  a score  of  major  organizations  running  the  gamut  from  the  American  Medical 
Association  to  the  Licensed  Beverage  Industries  of  America. 
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Furthermore,  Administration  officials  appearing  before  the  Senate 
Subcommittee  on  Alcoholism  and  Narcotics  in  March  admitted  under  questioning  from 
both  sides  of  the  aisle  that  they  were  being  inundated  with  inquiries  from  Governors, 
state  and  local  health  services,  and  innumerable  voluntary  organizations  asking  when 
the  funds  would  be  available. 

Mr.  Chairman,  we  cannot,  in  good  conscience,  postpone  this  attack 
on  alcoholism  any  longer.  For  decades  and  decades  we  have  refused  to  face  up  to  it 
and  we  have  reaped  the  harvest  in  ruined  lives,  shattered  families,  and  staggering 
economic  costs  to  society.  We  must  put  an  end  to  the  revolving  door  approach  to 
alcoholism  in  which  the  alcoholic  is  picked  up  on  the  streets,  thrown  into  jail,  dried  out  on 
some  work  farm,  and  then  is  back  in  jail  in  a couple  of  weeks.  We  have  people  right 
here  in  the  District  of  Columbia  who  have  been  before  the  courts  200  and  300  times 
over  the  years  because  of  their  alcoholism.  We  arrest  them,  we  jail  them,  we  clog  the 
courts  with  them,  but  we  don't  treat  them. 

We  therefore  recommend  that  the  full  $100  million  for  fiscal  1972 
be  appropriated.  Of  this  amount,  $60  million  is  in  formula  grants  to  the  states  for 
comprehensive  planning  and  establishment  of  services  to  alcoholics,  and  $40  million 
is  in  project  grants  in  the  areas  of  research,  training,  and  public  education.  We  want 
to  underscore  the  point  that  even  this  $100  million  is  far  from  adequate  --  we  have 
checked  with  the  National  Institute  on  Alcohol  Abuse  and  Alcoholism  and  they  have  in- 
formed us  that  they  have  received  applications  which  far  exceed  this  authorized  sum. 

We  want  to  stress  again  the  particular  importance  of  the  formula 
block  grants  to  the  states.  Under  the  planning  provisions  of  these  formula  grants,  we 
are  confident  that  the  states  can  do  the  same  effective  job  in  devising  carefully  thought 
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out  programs  in  the  field  of  alcoholism  as  was  done  in  the  planning  grants  for  community 
mental  health  centers  authorized  by  the  Congress  in  1962.  That  two-year  planning  effort 
involved  30,  000  citizens  and  became  the  foundation  of  our  successful  community  mental 
health  center  program  today.  There  is,  if  anything,  an  even  greater  interest  among 
our  people  in  doing  this  in  the  field  of  alcoholism. 

We  want  to  assure  you  that  we  take  the  intent  of  P.  L.  91-616  most 
seriously.  It  is  our  legislative  bible.  Our  members  throughout  the  land  --  many  of 
whom  are  recovered  alcoholics  --  will  not  rest  until  the  comprehensive  program  against 
alcoholism  outlined  in  the  legislation  becomes  a reality. 

4.  DRUG  ABUSE 

Since  you  are  all  fully  aware  of  the  extent  of  the  problem,  I will  not 
belabor  you  with  a barrage  of  statistics.  I will  only  point  out  that  the  Comprehensive 
Drug  Abuse  Act  of  1970  (P.  L.  91-513)  authorizes  $64  million  in  fiscal  1972  for  the 
drug  abuse  and  prevention  activities  of  the  NIMH. 

We  recommend  $3  0 million  to  get  this  program  off  the  ground. 

Mr.  Chairman,  I have  appended  to  this  statement  a comparison  of  the  President's 
budget  and  our  requested  increases  for  fiscal  1972. 


1592 


1593 


CENTERS  PROGRAMS 

Mr.  Gorman.  I would  like  to  talk  on  the  centers  program,  started  in 
1963  by  bipartisan  support.  The  legislation  was  a result  of  the  Joint 
Commission  on  Mental  Health,  established  by  congressional  act  in 
1955. 

The  goal  of  the  mental  health  centers  program  is  2,000  centers  by 
1980  mainly  to  replace  the  existing  State  mental  hospitals.  have 
had  an  extraordinary  track  record  in  reducing  the  population  in  these 
State  mental  hospitals.  You  have  them  in  New  Jersey,  Senator  Percy 
has  them  in  Illinois. 

But  we  have  reduced  the  population  of  these  State  hospitals  a quar- 
ter of  a million  in  just  the  last  15  years.  It  was  considered  inevitable 
for  almost  200  years  that  we  would  increase  the  number  of  mental 
patients  going  into  State  hospitals.  That  w^as  the  only  resource  for  our 
patients. 

So  we  think  we  have  made  a record  that  the  Congress  ought  to  look 
at.  The  actual  savings  I deal  with,  Mr.  Chairman,  on  the  top  of  page 
2,  which  have  been  documented,  are  that  if  we  had  not  had  the  cen- 
ters program,  and  other  developments,  including  the  new  drugs,  the 
States  and  localities  would  have  been  forced  to  spend  an  additional  $6 
billion  in  construction  and  $6  billion  in  operational  money  over  the 
past  15  years. 

This  is  for  the  State  and  county  mental  hospitals.  That  is  all. 

I donJ  know  any  other  program  that  can  make  that  boast,  includ- 
ing the  Pentagon,  that  we  have  saved  this  kind  of  money  by  creat- 
ing an  alternative,  a neighborhood  community  mental  health  center 
where  people  can  go  early  in  the  stage  of  their  illness  and  receive 
treatment. 

If  time  permitted,  I could  submit  to  you  reams  of  documentation 
which  I have  presented  before  other  committees  of  the  Congress  on 
the  fact  that  they  are  not  only  preventing  people  from  going  into 
State  hospitals,  but  when  they  come  out  of  State  hospitals,  they  are 
preventing  them  from  going  back  in.  It  is  the  first  time  we  have  had 
this  total  resource  in  the  community. 

Very  briefly,  Mr.  Chairman,  the  administration  is  not  persuaded  as 
to  this  centers  program  and  is  attempting  to  wipe  it  out  on  two 
grounds:  First  of  all,  it  offers  no  money  for  construction.  This  is  not 
the  important  part.  As  Senator  Hill  conceived  of  it,  he  was  the  major 
legislative  architect  of  the  bill.  Staffing  is  much  more  important.  As 
Hr.  Karl  Menninger  says,  you  can  cure  a mental  patient  in  a barn. 
But  in  an  elaborate  building,  you  can  cure  no  one  without  personnel. 

So  we  are  not  harping  too  much  on  the  construction  item.  But  the 
thing  that  really  does  disturb  many  of  us  is  the  administration  edict, 
and  it  is  an  edict,  that  only  centers  that  have  had  a prior  Federal  con- 
struction grant  can  be  eligible  for  a staffing  grant. 

I make  the  very  simple  point  that  this  penalizes  the  verv  centers  in 
many  parts  of  the  country  which  didn’t  go  to  the  Federal  Government 
for  construction  grants,  which  raised  them  locally  by  bond  issues  and 
naillage  levies  and  are  now  told  that  they  can’t  get  it  because  they 
didn’t  have  a Federal  construction  grant. 

This  is  a very  weird  business.  It  is  of  questionable  legality.  I use 
my  words  carefully.  Because  this  kind  of  restriction  is  not  contained 
in  any  of  the  statutes  going  back  to  1963. 
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So  on  that  basis  of  just  saying  arbitrarily  you  cannot  get  a staffing 
grant  to  support  needed  personnel  unless  you  have  a Federal  con- 
struction grant — in  other  words,  unless  you  have  already  been  a mas- 
ter in  grantsmanship  and  a master  in  getting  money  out  from  the  Fed- 
eral trough — 65  centers  serving  millions  of  people  are  faced  with  the 
prospect  of  closing  their  doors. 

As  Mr.  Chase  has  pointed  out,  unfortunately  three  of  them  are  in 
New  Jersey,  in  fact,  a fourth  almost  went  down  in  New  Jersey,  but 
due  to  the  tremendous  enthusiasm  of  Congressman  Patten,  that  is 
going  to  be  paid.  In  Illinois,  there  are  two.  In  West  Virginia,  there 
are  four  and  so  on.  There  are  15  all  together,  15  centers  in  States  rep- 
resented by  this  subcommittee  alone,  that  will  not  be  paid  because  of 
this  administration  edict.  They  met  all  the  criteria  of  the  basic  legisla- 
tion, Mr.  Chairman.  This  is  the  essential  thrust  of  what  I want  to  say. 

These  centers  were  told  that  if  they  met  the  five  criteria,  if  they  pro- 
vided in-patient  service,  and  out-patient  service  and  emergency  serv- 
ice, day  care  and  education,  and  they  were  approved  by  the  appropriate 
bodies  of  the  National  Institute  of  Mental  Health,  they  would  receive 
funds. 

I think  this  is  reneging  on  a commitment  of  the  Federal  Government. 

I am  requesting,  and  others  who  will  appear  in  the  area  of  mental 
health,  are  requesting  additional  funds  so  that  the  65  centers  which 
were  mainly  approved  in  1969  and  1970  will  be  funded  and  so  that 
we  can  fund  additional  community  mental  health  centers  so  that  all 
of  our  people,  instead  of  just  25  percent  of  our  people,  can  have  ac- 
cessibility to  mental  health  services. 

Just  one  small  illustration,  Mr.  Chairman,  in  the  State  of  New 
Jersey.  I don’t  want  to  be  parochial  about  the  State  of  New  Jersey, 
but  my  wife  comes  from  there. 

Senator  Case.  Everybody  comes  from  there. 

Mr.  Gorman.  The  Paterson  center  was  approved  in  September 
1969  for  a staffing  grant.  They  have  been  waiting.  They  met  all  the 
five  minimum  cHteria.  I think  that  is  a terribly  long  time  for  people 
to  wait  when  there  are  sick  people  in  the  Paterson  area  who  need 
trentment. 

So  that  is  the  thrust  of  what  I am  saying.  In  other  words,  the  ad- 
ministration for  whatever  reason  it  has,  or  the  Office  of  Management 
and  Budget,  is  not  persuaded  of  the  Auability  and  success  of  the 
mei-ttal  health  centers  pro^-ram. 

This  is  an  assessment.  I am  not  privv  to  the  inner  core  of  the  Office 
of  Management  and  Budget.  I don’t  know  that  I would  Avant  to  be. 
But  this  is  the  dictum  they  have  put  out.  We  are  asking  thi<5  com- 
mittee to  reA^erse  that  dictum  and  to  go  back  to  the  statute'^^  and  haA^e 
these  grants  paid  on  the  basis  of  the  criteria  in  the  original  congres- 
sional legislation.  . • • i 

You  have  heard  enough  on  the  manpoAver  area.  It  is  a critical  area 
because  of  the  cut.  of  course,  in  ps^^chiatric  resMents  aaIio  proAude  most 
of  the  care,  particularly  in  the  inner  cities  and  among  the  poor. 

So  manpoAA’er  is  A^erv  crucial.  I am  tempted,  but  I knoAA"  the  time  is 
running  out,  to  comment  on  an  observation  bv  Senator  Percy.  Forty 
percent  of  the  doctors  employed  in  the  State  mental  hospitals  are 
foreign-trained  doctors.  In  manv  State  hospitals  75  percent  of  the 
doctors  are  foreign-trained  doctors.  Hoav  do  you  have  therapy  ? I am 
not  against  foreign-trained  doctors,  but,  (A)  it  is  bleeding  those 
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foreign  countries.  We  import  2,000  residents  each  year  from  foreign 
countries.  These  are  the  ones  who  do  the  slave  labor  in  the  emergency 
wards  in  our  big  county  hospitals  in  Newark,  in  Cook  County,  and  else- 
where. 

We  last  year  licensed  11,000  doctors  in  this  country,  for  the  first 
time,  of  whom  4,000  were  foreign  trained.  Four  thousand  were  foreign 
trained.  This  affluent  Nation  has  to  go  abroad  and  raid  the  thin  ranks 
of  doctors  in  other  countries. 

The  largest  number  of  medical  students  in  this  Nation  today  are 
training  not  in  an  American  medical  school.  One  thousand  and  forty- 
six  are  in  Guadalajara,  Mexico  because  there  is  no  room  here.  I could 
go  on  and  on.  I am  interested  in  the  total  health  spectrum.  We  face  this 
problem  today. 

I think  this  committee  faces  the  problem. 

You  have  heard  very  eloquent  testimony  on  alcoholism.  Let  me  say 
one  thing  about  the  legislation  passed  a year  ago,  unanimously  in 
both  Houses,  the  so-called  Hughes  legislation.  Public  Law  91-616.  In 
fiscal  1971  we  received  absolutely  no  funds.  In  fiscal  1972  we  have  no 
administration  request. 

What  can  we  do  about  a problem  which  you  have  heard  about  this 
morning  that  afflict  9 million  people?  I know  of  the  importance  of 
the  problem  of  drug  addiction  and  am  deeply  interested  in  it.  But 
alcoholism  is  the  big  problem.  The  drug  alcohol  is  the  most  deadly 

I might  say,  Mr.  Chairman  and  Senator  Percy,  and  I have  said  this 
before,  and  maybe  I shouldnk  say  it  here,  but  I think  I will,  that  if  we 
adults  gave  the  youth  of  this  country  an  example  of  how  we  use  the 
drug  alcohol  more  responsibly,  they  might  not  be  on  the  drugs  that 
they  are  on.  We  abuse  the  most  lethal  drug  of  all,  alcohol.  So  the  kids 
say,  ‘‘You  are  hypocrites.  You  tell  us  not  to  smoke  pot.  But  we  see 
you  coming  home  staggering  and  smashed  and  we  see  the  cocktail 
parties.” 

There  is  an  element  of  hypocrisy  here  because  the  drug  alcohol  is 
the  most  powerful  and  one  of  the  most  dangerous  drugs  known  to 
mankind.  Yet  we  have  no  funding  in  the  legislation. 

In  the  first  supplemental  bill  in  1971,  this  subcommittee,  led  by 
Chairman  Magnuson  and  Senator  Cotton  of  New  Hampshire,  were 
good  enough  to  include  $30  million.  The  House  did  not  go  along.  The 
Senate  put  $20  million  in  the  second  supplemental ; the  House  did  not 
go  along.  So  we  had  no  funds  up  through  June  30  of  this  year  for  this 
landmark  legislation. 

Secretary  Richardson  of  HEW  described  it  as  landmark  legislation. 

Now  we  come  to  1972  with  an  authorization  of  $100  million  in 
alcoholism  of  which  $60  million  is  in  grant  to  States.  I could  call  it 
revenue  sharing. 

But  $60  million  goes  to  the  States  in  formula  grants  to  develop 
programs  against  alcoholism,  because  they  don't  have  them  now.  Of 
that  $100  million,  the  administration  has  requested  not  one  single  dime. 

So  we  plead  with  you  in  that  area,  too. 

That  concludes  my  statement.  I appreciate  the  opportunity  to  appear 
here  before  you.  I have  appended  to  my  statement  a suggested  budget. 

Senator  Case.  Thank  you  very  much  for  coming.  We  appreciate 
your  waiting  for  as  long  as  you  have  this  morning. 

63-792  O— 71— pt.  3 8 
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Senator  Percy. 

Senator  Percy.  Thank  you  very  much  indeed. 

STATEMENT  OF  MERWIN  CROW,  DES  MOINES  CHILDREN’S  HOME, 
DES  MOINES,  IOWA 

MENTAL  ILLNESS  AMONG  CHILDREN 

Senator  Case.  Our  next  witness  is  Mr.  Merwin  Crow. 

Mr.  Crow.  Thank  you.  I appreciate  this  opportunity. 

As  an  advocate  for  children,  specifically  emotionally  disturbed  men- 
tally ill  children,  I wish  to  speak  to  a severe  and  acute  need  in  this 
country.  This  need,  as  I see  it,  is  to  assign  an  uncontested  priority  of 
our  energies  and  resources  to  effective  programing  for  treatment,  pro- 
fessional training,  and  prevention  as  such  relates  to  children  and  their 
emotional-mental  health. 

THE  PROBLEM 

In  its  severest  form,  mental  illness  among  children  is  frequently 
diagnosed  as  schizophrenia — a breaking  away  from  reality  into  an  un- 
real world  of  the  child’s  own  creation.  This  psychotic  response  to  a 
threatening  and  fearful  environment  produces  in  the  child  behaviors 
characterized  as  bizarre,  violent,  regressive,  immature,  et  cetera.  Such 
children  have  frequently  been  excluded  from  their  community  by  vir- 
tue of  illegal  or  odd  actions,  from  their  school  due  to  inappropriate 
or  unmanageable  behavior  and/or  from  their  family  because  of  the 
stress  and  anguish  that  has  accrued  to  crisis  proportions.  This  is  the 
world  of  childhood  mental  illness. 

INCIDENCE  OF  MENTAL  ILLNESS 

A commonly  used  figure  by  the  National  Institute  of  Mental  Health 
and  the  National  Association  of  Mental  Health  is  that  of  10  percent, 
suggesting  that  10  percent  of  the  population  at  one  time  or  another 
will  need  to  receive  some  degree  of  psychiatric  help  to  find  a satisfy- 
ing life  adjustment. 

Before  the  Senate  Subcommittee  on  Juvenile  Delinquency,  headed  by 
the  late  Senator  Dodd,  it  was  reported  that  “four  and  a half  million 
American  children  need  psychiatric  treatment  ranging  from  counsel- 
ing to  intensive  therapy.  One  American  child  out  of  10  in  the  age 
group  from  5 to  17  years  old  showed  signs  of  odd  behavior  that  war- 
ranted treatment.”  (Des  Moines  Kegister,  Oct.  23, 1966.) 

Released  in  the  fall  of  1969  in  a digest  entitled  “Crisis  in  Child 
Mental  Health — Challenge  for  the  1970’s,”  the  final  report  of  the  Joint 
Commission  on  Mental  Health  of  Children  states  at  page  4 : 

Using  the  most  conservative  estimates  . . . the  National  Institnte  of  Mental 
Health  estimates  1,400,000  children  under  18  needed  psychiatric  care  in  1966. 
Over  two-thirds  of  these  children  did  not  receive  treatment. 

In  San  Francisco  on  June  26, 1969,  the  director  of  the  National  Com- 
mittee Against  Mental  Illness  said : 

There  are  at  least  4 million  emotionally  disturbed  children,  a fourth  of  which 
need  treatment.  Mental  illness  among  children  has  jumped  150  percent  in  the  last 
ten  years,  pointing  up  an  urgent  need  for  action  by  the  President  and  Congress. 
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Without  question  over  1 million  children  under  the  age  of  18  must 
have  interventive  treatment,  either  as  inpatients  or  outpatients,^  to 
return  them  to  productive  and  meaningful  lives  in  the  community. 

Please  understand  that  I am  not  at  all  referring  to  the  overwhelm- 
ing increase  in  elective  psychosis,  that  is,  inducing  a state  of  nonreal- 
ity by  narcotic  abuse — either  temporary,  permanent,  or  recurring — 
commonly  Imown  as  a “freak-out”  or,  when  recurring,  a “flash-back.” 
Though  such  may  have  definite  psychological  bases,  it  is  volutional — 
the  user  chooses  to  use  drugs  in  an  illegal  or  abusive  manner  to  achieve 
the  desired  effect.  Because  of  its  dramatic  increase,  this  crisis  of  drug 
abuse  and  dependency  has  mobilized  a great  deal  of  concern,  action, 
and  legislation,  as  well  as  the  funding  necessary  for  education,  treat- 
ment, and  prevention  programs. 

I feel  that  such  efforts  are  essential  in  view  of  the  ever-mounting 
problem,  however,  in  so  doing  may  we  not  obscure  the  ever-present 
and  increasing  problem  of  nonvolutional  psychosis  represented  by  the 
mentally  ill  child  in  America.  He  had  no  choice  as  to  whether  or  not 
he  became  mentally  disturbed;  in  great  part  his  environment  deter- 
mined this  for  him.  He  is  the  one  about  whom  I express  my  concern 
today.  Often,  to  maximize  treatment  efforts  for  the  most  severely  dis- 
turbed child,  he  must  be  placed  in  a residential  treatment  center.  He 
is  not  accessible  often  to  the  community  centers. 

I would  like  to  highlight  three  areas  of  concern,  the  first  being 
treatment  programing  for  mentally  ill  children. 

A program  with  which  I am  most  familiar  is  that  of  residential 
treatment,  specifically  Orchard  Place,  a residential  treatment  center 
for  36  severely  disturbed  children.  According  to  the  first  national 
survey  of  children’s  residential  institutions  it  is  one  of  87  such  cen- 
ters in  the  United  States.  (Social  Service  Peview  12-69.)  This  was  a 
study  done  by  the  University  of  Chicago,  reported  in  December  1969. 

Orchard  Place  has  determined  to  address  its  program  to  schizo- 
phrenic children  between  the  ages  of  7 and  17,  and  their  parents  so  as 
to  assist  both  to  live  together  appropriately  and  successfully.  We  have 
experienced  excellent  success  in  such  programing  and  have  seen 
numerous  families  discover  more  healthy  and  loving  relationships. 

Such  residential  treatment  programs  much  provide  a multiphased 
approach  to  include  individual  therapy  for  each  child  and  family, 
remedial  education  and  a therapeutic  cottage  liUng  experience.  Such 
program,  if  they  are  to  be  effective  over  a relatively  short  period  of 
time,  if  they  strive  for  quality  personnel,  and  if  treatment  is  indi- 
Audualized,  cohesive,  and  comprehensive,  will  invariably  be  costly. 

A 1969  survey  by  the  Evansville,  Ind.,  Psychiatric  Children’s  Cen- 
ter revealed  an  average  per  diem  cost  of  ^0  among  the  21  centers 
polled. 

In  the  July  4,  1971,  Washington  Sunday  Star  an  article  entitled 
“Disturbed  Surface  at  a Younger  Age”  reveals,  “It  costs  (at  the  Christ 
Child  Society  Institute)  an  estimated  $38.50  per  child  per  day  ^ 

For  the  children  described  above,  no  more  effective  therapy  is 
known  save  that  of  adequate,  professionally  trained,  and  capable 
adults  who,  in  a close,  warm,  directed,  and  meaningful  relationship, 
can  enable  a family  to  return  to  mental  health  and  stability.  Our 
staff  at  Orchard  Place,  which  numbers  over  40,  increasingly  find 
themselves  by  determination  and  design,  spending  greater  amounts 
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of  time  in  the  homes  “feeding,”  if  you  will,  the  parents  so  as  to 
retrain  them  in  more  elfective  means  of  handling  and  relating  to 
their  children. 

Passed  by  the  91st  Congress  (S.  2523)  was  Public  Law  91-211 
with  the  short  title  “Community  Mental  Health  Centers  Amend- 
ments of  1970.”  Embodied  therein  were  several  progressive  provi- 
sions, including  the  now  well-known  Title  3 : Alcoholism  and  Nar- 
cotic Addict  Rehabilitation  section  which  was  funded  and  has  pro- 
grams operating  in  several  major  metropolitan  centers.  Significantly 
enough,  however.  Title  4:  Mental  Health  of  Children — Part  F, 
although  enacted  and  excellent  m its  provisions  relative  to  construc- 
tion and  staffing  programs  for  mentally  ill  children,  was  not  funded 
and  has  not  been  funded. 

This  is  particularly  crucial  in  that  the  original  Community  Men- 
tal Health  Centers  Construction  Centers  Construction  Act  of  1963 
(Public  Law  88-164)  has  terminated  appropriations  under  its  com- 
prehensive programing  provisions. 

This  act,  in  my  opinion,  was  one  of  the  greatest  strides  forward 
in  mental  health  programing  during  the  past  decade.  However,  its 
nonfunded  status  leaves  the  future  in  grave  jeopardy,  specifically 
the  future  of  children's  programs. 

Orchard  Place  was  extremely  fortunate  to  receive  partial  fund- 
ing (32  percent)  in  the  amount  of  $155,211  for  construction  of  a 
therapy  complex  from  the  Iowa-allocated  portion  of  NIMH  con- 
struction funds  and  we  are  indeed  grateful. 

I would  urge  that  Public  Law  91-211  be  reviewed  with  a critical 
eye  to  funding  Title  4 : Mental  Health  of  Children,  and  would  fur- 
ther urge  that  the  dollar  figures  contained  in  the  original  bill  be 
greatly  increased  if  we  are  to  begin  to  win  the  battle  against  chil- 
dren’s mental  illness. 

So  that  resources  may  be  available  to  mentally  ill  children 
throughout  this  Nation,  it  seems  entirely  logical  and  essential  that 
the  Federal  Government  participate  in  the  costs  of  such. 

professional  training  in  mental  health 

Contemplated  budget  cutbacks  by  the  administration  are  severely 
threatening  training  programs  for  mental  health  personnel.  This  is  a 
time  when  we  can  ill  afford  to  slow  down  or  cut  back  in  program’s 
which  train  psychiatrists,  psychiatric  social  workers,  psychologists, 
psychiatric  nurses,  special  education  teachers,  et  cetera. 

In  a July  3 ,1971,  intreview  in  the  Des  Moines  Tribune,  the  president 
of  the  American  Psychoanalytic  Association  was  quoted  as  follows : 

. . . budget  cutbacks  now  moving  througb  Congress  would  virtually  eliminate 
all  federal  support  for  training  programs  for  mental  health  professionals  and 
would  return  us  to  the  era  in  which  we  provide  custodial  care  and  little  more 
for  psychiatric  patients.  The  proposed  cuts  would  threaten  a 25-year  effort  to 
increase  the  supply  of  trained  psychiatrists  and  other  mental  health  professionals 
at  a time  when  significant  gains  are  appearing. 

In  the  appendix  to  the  budget,  fiscal  year  1972,  these  budget  cuts  are 
described.  Under  “Social  and  Rehabilitation  Service”  beginning  on 
page  457  a new  consolidation  of  research  and  training  items  is  de- 
scribed. A cut  of  $19.1  million  in  the  training  grants  of  the  Social  and 
Rehabilitation  Service  of  HEW  is  proposed : from  $39.6  million  avail- 
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able  in  1970-71  to  $20.5  for  1971-72.  The  cuts  affect  the  Kehabilitation 
Services  Administration  (teaching  grants  and  student  stipends  pro- 
vided under  the  Vocational  Eehabilitation  Act)  ; the  Community  Serv- 
ices Administration  (child  welfare,  student  stipends  and  faculty  grants 
under  section  426  of  the  Social  Security  Act,  and  graduate  and  under- 
graduate faculty  and  curriculum  grants  under  title  VII,  section  707 
of  the  Social  Security  Act)  ; and  the  Administration  on  Aging  (under 
title  V : Older  Americans  Act).  These  proposed  cuts  for  all  fields  in 
social  and  rehabilitation  services  average  48  percent  and  may  reflect 
an  even  greater  reduction  in  support  of  education  and  training  of 
professionals. 

As  a 1957  recipient  of  an  NIMH  stipend  for  graduate  study  in  psy- 
chiatric social  work  at  Indiana  University,  I can  only  express  my 
gratitude  for  such  and  hope  that  these  intervening  years  of  my  pro- 
fessional life  give  evidence  to  the  fact  that  such  an  investment  was  a 
worthy  one. 

I would  thus  urge  that  the  Congress  determine,  through  the  support 
of  this  subcommittee,  that  training  programs  for  service  renderers 
and  treatment  providers  not  be  reduced  but  increased,  particularly  in 
view  of  the  dramatic  increase  of  drug-induced  illnesses  among  the 
youth  population  and  the  phenomenal  problem  of  drug  abuse  among 
young  men  returning  from  the  Indochina  war. 

PREVENTION  OF  MENTAL  ILLNESS  IN  CHILDREN 

Much  talk  and  little  action  characterizes  this  phase  of  the  problem 
of  childhood  mental  illness.  Nonetheless,  a massive  environmental 
innoculation  project  related  to  children's  emotional  health  occurred 
in  Iowa  during  the  1970-71  school  year 

Culminating  in  1968,  a study  sponsored  by  the  National  Congress 
of  Parents  and  Teachers  substantiated  the  greatness  of  tlie  problem 
of  mental  illness  among  children  and  suggested  that  each  State  PTA 
design  a plan  of  action  that  would  speak  to  the  issues,  concerns,  and 
needs  of  that  State,  giving  emphasis  to  the  prevention  of  mental- 
emotional  illness  among  children. 

In  March  of  1969  a statewide  action  team  composed  of  both  lay 
and  professional  persons,  began  a 14-month  period  of  planning  which 
led  to  the  birth  of  the  Iowa  plan — Operation  Prevention. 

Determined  to  get  to  the  environments  in  which  children  are  raised, 
this  project  involved  parents,  teachers,  and  teenagers  in  a focused 
video-stimulated  neighborhood  discussion  group.  The  scope  of  the 
project  was  statewide,  utilizing  over  500  local  PTA  units  and  11  dif- 
ferent television  channels;  230  discussion  group  leaders  were  trained 
prior  to  the  State  broadcasts  in  an  intensive  2-day  workshop  focused 
upon  the  aspects  of  positive  mental  health  in  the  home  and  school 
and,  secondly,  upon  the  utilization  of  group  dynamics  to  stimulate 
and  focus  discussion  on  four  basic  conceptual  mental  health  areas  : 
Parent-child  time  quality,  interfamily  relationships,  dynamics  of  dis- 
cipline, and  the  movement  of  the  child  toward  emotional  and  social 
maturation. 
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Three  half-hour  television  films  were  produced  to  focus  upon  the 
concepts  above  and  were  broadcast  throughout  the  State  in  Novem- 
ber 1970,  January  1971,  and  March  1971.  After  each  broadcast,  li/^- 
hour  discussion  sessions  occurred.  Parents,  teachers,  and  teens  gathered 
in  homes  and  schools  to  engage  in  meaningful  discussion  of  the  films, 
kept  focused  by  a prepared  study  guide,  and  in  returning  to  their 
homes  and  schools  applied  the  insights  and  ideas  gathered  from  the 
discussion  group  of  no  more  than  20. 

The  results  of  this  venture  are  immeasurable — numerous  written 
comments  and  words  of  gratitude  have  been  received.  A questionnaire 
mailed  to  participants  revealed  that  over  25,000  persons  participated 
and  80  percent  felt  that  the  project  had  increased  their  awareness  of 
mental  health  resources  available  in  their  community.  Over  87  percent 
felt  that  the  project  had  increased  their  awareness  of  prevention  as  it 
relates  to  mental  illness.  Many  local  communities  plan  to  continue  the 
program  on  their  own  into  the  next  school  year. 

I have  attempted  to  outline  three  basic  concerns  I have,  and  I feel  we 
as  a Nation  have,  in  relation  to  childhood  mental  illness:  (1)  effective 
treatment  programing  and  its  cost;  (2)  essential  training  for  mental 
health  professionals;  and  (3)  prevention  emphasis-demonstration 
projects. 

I am  certain  that  you  have  heard  and  will  hear  numerous  appeals 
for  governmental  funding,  and  in  one  sense  this  appeal  is  no  dif- 
ferent— except  that  its  concern  is  children,  a priceless  resource,  who 
may  be  acessible  to  treatment  or  prevention  only  at  timely  points  in 
their  lives.  Such  interventive  or  preventive  programing  requires  an 
investment  of  energies  and  resources  akin  to  those  energies  and  re- 
sources required  of  the  one  who  plants  a tree,  cares  and  tenders  it 
with  the  expectation  that  someday  from  its  branches  a harvest  may 
come^ — yet  it  may  not — except  in  the  life  of  a child. 

Thank  you. 

Senator  Case.  Thank  you,  Mr.  Crow. 

J ust  to  be  sure  we  did  not  miss  one  of  the  witnesses,  did  Mr.  Collins, 
Mr.  McCauley,  or  Mr.  Weisbrod  come  in?  None  of  them  are  here. 

STATEMENT  OF  HARRY  C.  SCHNIBBE,  EXECUTIVE  DIRECTOR,  NA- 
TIONAL ASSOCIATION  OF  STATE  MENTAL  HEALTH  PROGRAM 
DIRECTORS 

PREPARED  STATEMENT 

Senator  Case.  The  next  witness  will  be  Mr.  Harry  Schnibbe. 

Mr.  Schnibbe.  Mr.  Chairman,  I represent  the  National  Association 
of  State  Mental  Health  Program  Directors.  I would  like  to  ask  that 
my  statement  be  included  in  the  record  as  though  read.  Then  I will 
just  make  a few  comments  on  it. 

Senator  Case.  That  will  be  done. 

(The  statement  follows :) 
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MR.  CHAIRMAN,  I am  Harry  Schnibbe , Executive  Director  of  the  National 
Association  of  State  Mental  Health  Program  Directors. 

I am  here  today  to  present  to  you  certain  budget  requests  on  behalf 
of  the  directors  of  state  aovernment  treatment  programs  for  the  mentally 
ill,  developm.entally  disabled,  alcoholics  and  narcotic  addicts. 

In  most  state  governments  the  treatment  program.s  for  all  four  of  the 
above  disabling  conditions  are  in  the  sam.e  state  agency. 

In  that  sense  they  are  related,  and  the  directors  of  the  state  agen- 
cies have  an  interest  in  federal  funding  in  these  areas. 

We  are  a cooperating-agency  in  the  Council  of  State  Governments , and 
the  members  of  our  association  administer  the  largest  publicly-financed 
health  care  system  in  the  western  hemisphere. 

* * * * * * 


As  you  might  expect,  we  do  not  come  before  you  to  fully  endorse  the 
proposed  Fiscal  1972  federal  budget. 

We  come  to  ask  your  subcommittee  to  consider  increasing  the  am.ount 
of  funds  requested  by  the  federal  government  for  certain  program.s. 

Precisely,  we  are  concerned  about  the  following  eight  programs  (and 
I will  summarize  our  position  on  each) : 

1.  Hospital  Improvement  Hramts  (under  NIIiH): 

o The  administration  has  asked  for  $5.9  million,  a reduction 
of  last  year's  appropriation  of  $6.9  million. 

o We  are  asking  you  for  an  appropriation  of  $9  million. 


2.  Developmental  Disabilities  (under  SRS) : 


o The  administration  has  asked  for  $11,215  million,  the 
same  as  Fiscal  1971. 


o 


We  are  asking  you  for  $40  million. 
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5.  LkuvERSiTY  Affiliated  Facilities  (for  the  mentally  retarded 

AND  DEVELOPMENTALLY  D I SABLED) (UNDER  SRS) ; 


o The  administration  asked  for  nothing  in  Fiscal  1972 
and  the  Congress  appropriated  nothing  in  Fiscal  1971. 

o V7e  are  asking  you  for  $5  million  for  construction  of 
new  University  Affiliated  Facilities  and  $10  million 
for  core  support  of  the  UAF  program. 


Alcoholism  (under  lilMfl): 

o The  Congress  passed  PL  91-616  in  the  last  session: 
The  1970  Alcoholism  Treatment  Act. 

o The  authorization  for  fiscal  1972  in  PL  91-616  is 
$100  million. 

o V7e  ask  you  to  appropriate  $30  million  for  formula 
grants  to  the  states  and  $20  million  for  project 
grants  by  HEW. 


5.  Psychiatric  Training  (under  ill PH); 


o The  administration  has  asked  for  a reduction  of  $6.7 
million  in  the  $34  million  program  for  training  psy- 
chiatrists . 

o We  are  asking  you  to  restore  that  $6.7  million. 


6,  Community  Mental  Health  Centers  (under  illflH); 


o The  administration  has  asked  for  no  money  to  construct 
new  community  m.ental  health  centers,  and  has  asked  for 
a total  $15  million  increase  (from  $90.1  to  $105.1)  in 
(a)  "continuation"  staffing  support  of  community  cen- 
ters and  (b)  "new"  staffing  grants. 

o We  consider  this  grossly  inadequate  and  we  ask  you  for: 

(1)  $157  million  total  in  staffing  grants 
("new",  "continuation",  "for  children", 

"for  consultation",  "for  developmental",  etc.) 

(2)  $45  million  in  new  construction. 

o In  this  funding  issue  we  fullv  endorse  the  recommendations 
which  will  be  made  to  you  by  the  National  Council  of 
Community  Mental  Health  Centers. 
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7.  Rehabilitation  (under  SRS) : 

o The  administration  has  proposed  a reduction  in  the 
trainina,  research  and  demonstration  funds  in  pro- 
grams under  the  Vocational  Rehabilitation  Act: 

(1)  trainina  reduced  from  $27.7  million 
to  $14.65  mall ion 

(2)  research  reduced  from  $31,635  mallion 
to  $27.7  mi 1 1 i on 

o \‘le  are  askina  you  to  restore  those  cuts  in  the  re- 
habilitation program. 

o We  also  endorse  the  recomm.endations  that  v;ill  be  made 

to  you  this  w^k  by  the  National  Rehabilitation  Associa- 
tion (and  other  rehab  organizations)  , v.’hich  v;ill  ask 
for  an  increase?  from.  $518  million  to  $575  mallion  in 
basic  voc . rehab . grant  program. 

8.  IIarcotic  Addict  Treatment  F'roprans  (under  rilMH); 

o Until  June  17th  the  administration  had  asked  for  an 
increase  of  only  $8  million  in  a sadly  underfunded 
$41  million  narcotic  addiction  treatmient  and  drug- 
user  rehabilitation  programs  (NINII)  . 

o We  considered  this  to  be  incredibly  short-sighted 

and  inadequate  and  early  in  June  we  recommended  to  the 
House  that  for  a start  the  treatmient  programs  should 
be  at  least  doubled  to  $100  miillion. 

o On  June  17th  the  President  called  for  a new  "all  out 
offensive"  against  drug  abuse  and  appointed  Dr. 

Jerome  Jaffe  (of  the  Illinois  Dept,  of  Dental  Health) 
to  head  it.  The  President  asked  for  $105  million  for 
treatment  and  rehabilitation  of  drua  addicts. 

We  now  stronalv  support  the  President's  reauest, 
and  we  recomm.end  that  the  sums  appropriated  by  your 
committee  be  substantially  used  to  reinforce  and  ex- 
pand existing  narcotic  addiction  programs  now  in  various 
staaes  of  development  at  commiunity  levels  through  the 
existina  300  community  mental  health  centers  and  350 
public  mental  hospitals  in  the  United  States. 

FURTHER  DISCU$S10;i  OF  THE;  8 ISSIIFS 


Mr.  Chairm.an,  we  both  understand  that  it  is  neither  feasible  nor 
necessary  for  us  to  go  into  creat  depth  in  justification  of  the  8 funding 
issues  we  have  expressed  our  concern  about. 
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You  and  your  fellow  committee  members  know  these  issues  well,  as 
does  the  expert  committee  staff. 

Also,  we  will  be  having  the  state  agencies  contact  the  various 
committee  members  describing  the  effect  of  these  funding  issues  on 
their  state  treatment  programs . 

However on  2 or  3 of  the  issues  it  is  important  that  we 

make  at  least  a brief  public  record  where  their  impact  is  beyond  parti- 
cular states ; That  is  where  there  is  an  impact  nationally. 


****** 


IN  REGARD  ^liOSPITAL  niPROVEilEiiT  GRANTS" 


There  is  a totally  fallacious  notion  that  pervades  Congressional 
comjnittoes  in  the  House  and  Senate,  often  fed  by  misleading  assertions 
and  invalid  assumptions  offered  by  Dept,  of  H.E.W.  v;itnesses,  and  usually 
seconded  by  gullible  organizations  who  are  disinclined  to  do  m.uch  inde- 
pendent thinking,  — there  is  a fallacious  notion  that  the  state  mental 
hospital  system  is  nov;  being  supplanted  by  other  programs  and  that  the 
system  is  declining  and  v/ill  soon  be  dissolved  into  something  else. 

The  next  logical  conclusion,  after  assuming  the  above  premise  to  be 
correct,  is  to  reduce  or  eliminate  any  funding  that  supports  the  state 
hospital  systemi. 

I think  we  should  get  the  record  straight. 

If  any  witnesses  come  before  you  (HEW  or  public)  and  state,  or  im- 
ply, that  any  particular  federal  program  they  are  touting  is  causing  a 
nationwide  reduction  in  the  functioning  of  the  state  hospital  system  — 
then  they  are  either  fools  or  liars. 

The  state  hospital  system  is  growing , not  declining. 

And  this  is  why  we  are  here  today  m.aking  as  strong  appeal  as  we  can 
for  a substantial  expansion  of  the  "HIP"  grants;  the  "Hospital  Improvement 
Program" , which  has  been  of  such  extraordinary  value  in  up-grading  the 
hospital  system,  of  care  for  the  mentally  ill  in  this  country. 

GROliTH  OF  THE  HOSPITAL  SYSTEfi 


Mr.  Chairm.an,  I am  not  prepared  to  argue  the  pros  and  cons  of  an 
expanding  state  hospital  system. 


That  is  for  the  medical  scientists  to  analyze  and  judge.. 
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I merely  wish  to  point  out  certain  irrefutable  facts  about  the 
mental  health  care  system  in  the  United  States  and  then  ask  that  the  members 
of  Congress  view  the  situation  objectively,  with  open  minds,  and  provide 
federal  help  where  it  is  needed,  and  not  be  misled  into  erroneously  thinking 
that  the  mental  hospital  system  at  this  mom.ent  is  either  (1)  not  viable  and 
not  in  need  of  support,  or  (2)  is  not  worthy  of  support. 

Let's  look  at  the  facts. 

LTien  the  federally-funded  "Hospital  Improvement  Program"  started  in 
1964  there  were  285  public  mental  hospitals. 

There  are  now  323  (a  net  increase  of  38  during  a period  when  we  have 
been  radically  closing-up  v;ards , destroying  the  oldest  and  worst  buildings 
and  otheri'/ise  converting  to  ambulatory  and  community  care)  . 

It  is  my  understanding  that  90  more  facilities  have  applied  to  HEW  to 
become  eligible  for  HIP  grants. 

The  total  patients  treated  annually  in  public  mental  hospitals  v/hen 
the  "HIP"  program  started  was  801,214. 

The  total  patients  treated  last  year  was  857,510,  an  increase  of  56,286. 

The  total  operatina  budgets  for  the  piiblic  hospitals  v?hen  you  originated 
the  "HIP"  program,  in  1964  was  .$1.0847  billion.  It  is  now  $1.8903  , an  increase 
of  $805.6  mdliion  dollars  in  8 years  (alm.ost  doubled)  . 

Mr.  Chairman,  v;e  do  not  exactly  consider  the  foregoing  data  a barometer 
of  "decline" . 

The  only  thing  that  has  steadily  declined  since  1966  , Mr.  Chairm.an,  is 
the  Congressional  interest  in  the  m.ental  hospital  system. 


FEDERAL  SUPPORT 


^■Jhen  you  gentlemen  initiated  the  "Hospital  Im.provement  Program"  in  this 
comm.ittee  in  19  6 4 it  v;as  your  intent  that  the  federal  governm.ent  infuse  new 
and  progressive  treatment  programs  in  the  state  hospitals  by  providing  $100,000 
per  year  for  10  years  for  each  hospital  for  developm.ent  of  "improved"  treat- 
ment methods. 

The  results  from  the  support  you  have  given  the  hospitals  have  been  fan- 
tastic. P.eforms  in  treatment  techniques  have  helped  the  hospitals  move  into 
cor.munity-care  system.s  as  intearal  parts  of  the  new  community  mental  health 
effort. 

However,  in  spite  of  the  sensational  results,  your  support  (which  v;as 
projected  at  $24  m.illion  a year)  never  got  beyond  $l2  million  (in  1966)  and 
has  declined  every  year  since  then: 

1967  - $11.6  million 

1968  - $10.6  million 

1969  - $10.6  million 

1970  - $ 8.0  million 

1971  - $ 6.9  million 
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At  this  inonient  124  public  hospitals  have  not  yet  received  their 
first  federal  "HIP"  grant. 

Only  two  public  mental  hospitals  in  the  United  States  will  have 
received,  by  1973 , the  full  support  that  this  comnittee  envisioned 
in  1964. 

Of  the  174  funded,  more  than  half  have  had  support  for  less  than 
5 years. 

The  projection  by  this  committee  in  1964  was  for  a level  of  funding 
of  $24  million  each  year. 

The  administration  request  for  this  year  is  $5.9  million. 

We  ask  you  to  increase  that  to  $9  million. 

The  $9  million  will  be  allocated  as  follows; 

o $4.5  million  for  continuation  of  non-competing 
existing  projects, 

o $4.5  million  for  new  projects,  most  of  which 
would  go  to  hospitals  never  before  funded. 

We  consider  this  to  be,  Mr.  Chairman,  a most  effective  method  of 
"revenue-sharing".  At  a time  v;hen  "sharing  of  federal  revenue"  is  a 
high-priority  issue  in  the  Congress,  we  point  out  that  financing  the 
public  mental  hospital  system  is  highly  unbalanced. 

In  period  covered  by  the  life  of  the  HIP-arant  program,  the  federal 
government  has  contributed  $66.5  million  in  improvem.ent  grants  to  the 
public  miental  hospitals,  while  at  the  same  time  the  states  have  contri- 
buted $11  billion  to  the  same  system. 

We  are  asking  for  a little  bit  more  "partnership"  and  a little  bit 
more  "revenue-sharing". 

****** 


TYPES  OF  PROJECTS  AND 
PRODUCTIVITY  OF  THE  GRANTS 


Mr.  Chairman,  I have  appended  to  this  statem.ent  some  additional 
information  on  the  "Hospital  Improvem.ent  Program",  v;hich  I do  not  in- 
tend to  read. 

It  is  there  for  the  information  and  guidanoe  of  the  subcommittee. 

The  first  appendix  is  a list  of  53  types  of  programs  our  hospitals 
desire  to  initiate,  TF  you  will  appropriate  sufficient  funds. 

The  second  appendix  is  a statem.ent  of  the  effectiveness  of  the 
program. 

'* ' * * * * * 
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SOME  ADDITIONAL  COf'llEiiTS  ON 


(a)  ALCOHOLISM  FUNDS; 

In  regard  to  fundina  of  federal  alcoholism  proarams , there 
appears  to  be  a notion  around  the  Congress  that  the  alcoholism 
funds  that  have  been  requested  bv  the  Administration  include 
in  some  mysterious  way  formula  arants  to  the  states  for  treat- 
ment proarams  under  the  so-called  Huahes  Bill,  PL  91-616.  The 
members  of  the  Senate  who  fouaht  so  hard  to  get  funds  in  the 
FY  1971  Supplemental  know  that  that  is  a lot  of  bunk. 

In  fact,  no  funds  have  been  specificallv  requested  for 
formula  grants  under  PL  91-616. 

The  funds  that  have  been  requested  for  alcoholism  programs 
within  the  National  Institute  of  Mental  Health  for  this  year 
are  principally  for  development  of  services  within  community 
m.ental  health  centers. 

They  are  part  of  a program  that  has  been  on  the  books  for 
a couple  of  years. 

Last  year  the  funding  for  those  programs  was  $8.4  million. 
This  year  it's  not  much  more. 

It  is  true  there  are  federal  alcoholism  proaram.s  in  other 
areas  — for  example,  drunk  driver  proarams  under  the  Department 
of  Transportation,  rehabilitation  proarams  under  Vocational  Reha 
bilitation,  alcoholism  programs  under  L.E.A.A.,  O.E.O.  health 
centers,  community  mental  health  centers,  and  so  forth. 

If  you  add  up  all  those  sums  they  come  to  about  $70  million 
But  none  of  that  m.oney  is  for  basic  treatm.ent  proarams  throuah 
formula  arants  to  the  states. 

None  of  that  money  is  to  fund  the  proqram.  passed  by  the 
Congress  in  Public  Law  91-616. 

o In  the  Fiscal  1971  Supplemental  Appropriations  Bill 
this  committee  added  $20  million  to  fund  PL  91-616. 

- $10  million  for  formula  grants  to  the  states 

- $10  million  in  project  grants  to  be  administered 
by  HEW 

o In  conference  the  House  declined  to  accept  the  Senate 
am>endment . 

o You  will  recall  that  the  conference  report  was  received 
by  the  Senate  with  some  considerable  dissatisfaction 
and  a motion  by  Senator  Hughes  to  reject  the  report 
(because  of  the  deletion  of  the  alcoholism  money)  failed 
by  only  2 votes. 

o At  that  time  the  Chairman  of  the  full  committee  on 
Appropriations  aave  substantial  assurance  that  the 
program  would  be  funded  under  the  Fiscal  1972  Appro- 
priation Act. 
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o VJe  are  now  confronted  with  the  FY  1972  Appropriations 
Bill  and  the  fundina  of  PL  91-616.  In  that  respect, 

Mr.  Chairman,  we  ask  you  to  fund  the  program,  as  follows: 

- $30  million  for  formula  grants  to  the  states 

- $20  million  for  project  grants 

- Total  $50  million  to  implement  PL  91-616. 

(b)  TRAINING  FUNDS: 

In  the  area  of  cuts  in  training  of  psychiatrists:  we  have 

asked  you  to  restore  those  cuts. 

I have  been  asked  by  the  State  Cominissioners  to  m.ake  one 
other  suggestion  that  we  think  the  Congress  should  give  some 
consideration  to;  something  that  has  concerned  us  over  many 
years . 

The  stipends  that  are  paid  by  the  federal  government  for 
training  psychiatrists  have  attached  to  them  no  requirem.ent  or 
indenture,  as  we  call  it,  providing  that  the  persons  receiving 
the  stipends  pay  back  the  value  of  the  stipend  in  public  service. 

As  a result,  of  the  psychiatrists  who  are  trained  with 
federal  dollars,  onlv  30  percent  of  them  work  in  public  programs; 
that  is,  federal  programs,  state  proarams  or  local  program>s. 

70  percent  of  them  go  into  private  hospitals  or  private  individual 
practice . 

We  don't  object  to  this  happenina  eventually,  of  course. 

\'Jhat  we  do  think  m.ight  be  helpful  would  be  this:  if  the  re- 

duction in  funds  is  restored  it  m.ight  be  wise  now,  since  we 
are  so  short  of  psychiatric  help  in  public  program.s,  to  miandate 
that  some  of  this  generosity  of  the  American  taxpayer  be  paid 
back  through  indentured  public  service. 

V7e  are  suggesting  that  service  equivalent  to  the  training 
period  supported  by  federal  stipends  be  given  in  either  federal, 
state  or  comjnunity  public  mental  health  programs. 

The  stipend  training  money  that  goes  to  psychologists,  social 
workers,  psychiatric  nurses  and  public  health-mental  health 
workers,  produces  personnel,  an  average  of  60  percent  of  v;hom. 
wind  up  working  in  public  m.ental  health  programs.  But  with  the 
psychiatrists,  30  percent  of  the  stipend-recipients  v/ind  up  in 
public  service  and  70  percent  in  private  service. 

(c)  DEVELOPMENTAL  DISABILITIES  FUNDING: 

In  reaard  funding  PL  91-517,  the  Developmental  Disabilities 
Act,  the  Administration  has  asked  for  $11  million,  which  is  the 
same  amount  that  was  provided  last  year. 

This  is  such  a pitifully  small  amount  that  v/e  don't  see 
how  it  can  be  effective  when  spread  over  54  states  and  terri- 
tories. 
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This  is  a program  where  all  of  the  proarams  for  the 
developmentally  disabled  are  brought  tocether  in  a bloc  at 
state  level  --  cerebral  palsy,  mental  retardation,  epilepsy, 
etc. 

It  is  a kind  of  bloc  grant  or  revenue-sharing  tvpe  of 
system  where  the  federal  aovernment  provides  some  monev  and 
the  States  supplement  it  (at  a lopsided  ratio  of  about  ten  to 
one)  . The  multiple  program.s  are  then  administered  centrally 
in  the  States. 

The  Federal  money  is  mdserably  small  in  this  area  — $11 
million.  This  m.eans , for  example,  that  the  State  of  Washington 
will  be  allocated  $153,897;  New  Hampshire  $100,000,  etc. 

It  just  is  not  money  that  is  really  worth  the  time  of  state 
agencies  fooling  around  with,  when  you  consider  the  enorm.ity 
of  the  state  investment  in  the  same  areas. 

This  is  why  we  ask  to  get  this  program  moving  with  $40 
million . 

(d)  CENTERS  FUNDING: 

The  Community  Mental  Health  Centers  Program  is  the  last 
subject  I want  to  m.ention. 

The  plans  of  the  Administration  right  now  are  that  the 
staffing  money  for  centers  this  year  v/ill  be  applied  only  to 
centers  that  were  constructed  v/ith  Federal  money. 

There  has  been  testimony  recently  implying  that  there  is 
an  intent  to  phase  out  the  construction  of  communitv  m.ental 
health  centers  and  possibly  phase  out  the  whole  centers  proarams 
because  the  administration  sees  other  proarams  coming  on  the 
horizon,  like  national  health  insurance.  If  this  is  true,  we 
judge  it  to  be  a criticallv  bad  mistake.  A great  deal  of  thought 
must  be  given  to  the  new  health  programs  and  their  relation  to 
mental  health.  A surreptitious  decision  to  phase  out  centers 
is  a serious  error,  if  this  is  what  the  Administration  is  thinking. 

This  is  why  we  are  asking  for  construction  nioney  for 
community  miental  health  centers  and  larger  sum.s  for  the  staffing 
of  centers  when  constructed  or  otherwise  organized. 

We  would,  however,  recomjnend  to  the  Congress  that  in 
addition  to  new  construction  the  money  be  made  available  for 
leasing  and  remodeling  of  existing  structures. 

Also,  instead  of  restricting  the  allocation  of  "staffing" 
funds  to  centers  that  had  received  "construction"  grants,  the 
Congress  ought  to  consider  the  opposite.  It  ought  to  stipulate 
that  no  construction  funds  be  awarded  to  an  applicant  unless  it 
is  already  experienced  by  having  operated  with  a staffing  grant. 

****** 

Please  accept  the  aratitude  of  the  directors  of  state  mental  health  pro- 
grams, Mr.  Chairman,  for  providing  this  time  for  us  to  be  heard  on  these 
several  issues  so  vital  to  the  States.  Thank  you. 


####################### 
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June  14,  1971 


Public  Mental  Hospitals 


1. 
2 . 

3. 

4. 

5. 

6. 

7. 

8. 
9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

18. 
19. 


SOME  TYPES  OF  "HOSPITAL  IMPROVEMENT"  PROJECTS 
AS  OF  JUNE  14,  19  71 

Inpatient  Night  and  Day  Treatment  Program 
Day  Care  and  Treatment  Center 

Multipurpose  Improvement  and  Assessment  Program 
Preadmission  Service 

Mental  Health  Club  Followup  of  Former  Patients 
Expansion  of  Adult  Mental  Health  Clinic 
Halfway  House  on  Campus  of  Public  Mental  Hospital 
Community  Group  Therapy  Aftercare  Clinic 
Day  Treatment  Center 

Rehabilitation  of  Psychiatric  Geriatric  Patients 
Enrichment  Program  for  Ited.  Psychiatric  Care 
Geriatric  Rehabilitation  Program 
Transition  of  Youth  Hospital  to  Community 
Expanding  the  Treatment  Programs  of  a Small  Hospital 
Development  State  Hospital  Personnel 
Social  Rehabilitation  Program 
After  Care  Center 

Residential  Adolescent  Treatment  Unit 
Community  Home  Adjustm.ent  Program 


20  -E  SClTeer,aNilM.,L4ArasBtk^dn;rDwer<2000(lur@t^  Phone  638-2383 


1611 


21.  Project  Late  Start 

22.  Treatment  for  Chronically  111  Patients 

23.  Children's  Psychiatric  Unit 

24.  Addition  of  New  and  Approved  Services  for  Alcoholics 

25.  Youth  Centered  Hospital  Nodernization  Project 

26.  Hospital  Based  Ilobile  Aftercare  Clinics 

27.  Improved  Hospital  Related  Outpatient  Services 

28.  The  Development  of  Rehabilitative  Activities  Therapy 

29.  Establishment  of  36  Bed  Facility  for  Alcoholics 

30.  Intensive  Treatment  for  Criminal  Court  Cases 

31.  More  Effective  Paroling  for  Patients 

32.  State  Hospital  Community  Services  (4  hospitals) 

33.  Psycho-Educational  Program 

34.  Intervention  in  Late  Adolescence 

35.  Patient  Preparation  for  Post  Hospital  Function 

36.  Hospital  School  Improvement 

37.  Receiving  Hospital  Alcoholic  Rehabilitation 

38.  Psychiatric  Hospital  Treatment  for  Outpatients 

39.  Emergency  and  Family  Therapy 

40.  Emergency  Evaluation  and  Referral  Service 

41.  Increasing  Clinical  Manpower  and  Known  Role  Change 

42.  Multiple  Impact  Therapy  for  Adolescence 

43.  Treatment  Expansion  and  Mobility  Services 

44.  Lab.  Facilities  for  Control  of  Therapy 

45.  Family  Therapy-An  Added  Resource 

46.  Comprehensive  Mental  Health  Treatment  for  Offenders 

47.  Lakeview  Children's  Center 

48.  Closed-Circuit  Television  in  Stats  Mental  Hospital 

49.  Joint  Hospital-Community  Rehabilitation 

50.  Im.provement  and  Acceleration  of  Therapy 

51.  A Treatment  Planning  and  Evaluation  Team 

52.  Acute  Treatment  Service  Aftercare  Program 

53.  Hospital  Improvement  Discharge  Planning 

Harry  C.  Schnibbe 
Executive  Director 
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APPENDIX  #2 

EFFECTIVENESS  OF  THE  ^IIP”  PROGRAM 


O Out  of  the  150,000  patients  who  received  service 
under  the  IIIP  grants,  80,000  have  been  discharged 
to  their  hones  or  other  seni-independent  living 
as  a direct  result  of  the  federally  supported  HIP 
grants . 

O 125  institutions  have  (as  a result  of  HIP  grants) 
initiated  "connunity"  cooperative  programs. 

O In  many  communities  the  hospitals  initiated  and 
developed  (v;here  they  had  never  existed)  programs 
for  children,  adolescents  and  alcoholics. 

d One  mental  patient,  after  45  years  in  a state  hospi- 
tal, was  drav/n  into  discussion  groups  to  prepare 
patients  for  return  to  the  community,  went  to  work 
in  a sheltered  workshop,  and  was  able  to  move  out 
to  a family-care  program. 

0 A once  "incurable"  n.ental  patient  described  as 
"rocking  around  the  wards  for  at  least  10  years" 
now  manages  an  automobile  salvage  business. 

<9  Another  man  v;ho  had  been  hospitalized  for  13  years 
improved  sufficiently  under  more  intensive  treatment 
to  rejoin  his  family;  he  nov/  manages  his  own  house- 
hold and  cares  for  an  invalid  wife. 


ALSO  REFER:  H.E.W.  booklet  "Better  Care  for  Mental  Patients" 

A Progress  Report  on  the  First  5 years  of  the 
Hospital  Improvement  Program.  (PUS  Publication  #1896) 


20  E Street,  N.  W.,  Washington,  D.  C.  20001  Phone  638-2383 
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LIST  OF  FUNDING  AREAS 

Mr.  ScHNiBBE.  The  people  I represent  are  the  directors  of  State 
programs  for  the  mentally  ill  and  mentally  retarded,  or  develop- 
mentally  disabled,  alcoholics  and  narcotic  addicts.  In  most  State 
governments,  these  programs  are  lodged  in  the  agencies  represented 
by  our  association.  We  are  a cooperating  agency  in  the  Council  of 
State  Governments. 

The  members  of  our  association  administer  the  largest  publicly 
financed  health  care  system  in  the  Western  Hemisphere. 

There  are  about  eight  funding  areas  that  we  are  interested  in  today. 
I will  just  list  them.  The  information  on  them  can  be  picked  up  from 
my  statement. 

The  eight  areas  we  are  concerned  with  are  the  hospital  improvement 
grants  that  come  under  the  National  Institute  of  Mental  Health.  These 
are  the  grants  to  the  State  hospital  systems. 

Developmental  disabilities;  university  facilities  for  the  mentally 
retarded;  alcoholism  programs;  psychiatric  training;  community 
mental  health  centers;  rehabilitation  program;  and  the  new  narcotic 
addict  treatment  programs. 

Let  me  jump,  if  I may,  Mr.  Chairman — you  have  a copy  of  the  state- 
ment in  front  of  you — to  page  4.  This  is  in  regard  to  the  hospital 
improvement  program. 

Last  year  the  administration  asked  for  $5.9  million  in  funds  in 
that  program.  This  committee  increased  it  to  $7.9,  and  in  conference 
it  came  down  to  $6.9. 

The  administration  again  is  asking  for  $5.9  million.  This  is  way 
off  what  this  program  should  be.  It  was  assured  in  1964  when  the 
program  started  that  it  would  be  at  about  a $24  million  a year  level. 
You  can  see  how  low  it  is  right  now,  down  to  $5.9  million.  We  are 
asking  you  this  year  for  $9  million.  I am  hoping  that  we  can  get  that 
from  this  committee. 

Let  me  jnmp  to  that  paragraph  on  page  4 that  starts  “If  any  wit- 
nesses” and  I will  read  that.  I want  to  make  a comment  on  it — 

If  any  witnesses  come  before  you  (HEW  or  public)  and  state,  or  imply,  that 
any  particular  Federal  program  they  are  touting  is  causing  a nationwide  reduc- 
tion in  the  functioning  of  the  State  hospital  system — then  they  are  either  fools 
or  liars. 

Unfortunately,  just  a few  moments  ago  my  dear  friend  and  col- 
league and  associate  for  many  years,  Mike  Gorman,  made  a state- 
ment I would  like  to  correct.  He  puts  me  in  an  awkward  position 
because  I have  said  in  the  statement  here  that  anybody  who  makes 
the  statement  he  made  is  a fool  or  liar. 

Mr.  Gorman  is  neither  a fool  nor  a liar. 

However,  he  said  to  you  a few  moments  ago,  in  referring  to  the 
State  hospital  system  and  how  the  program  has  changed  over  the 
years  because  of  the  community  health  centers  program,  and  he  should 
have  added  principally  because  of  the  development  of  psychotropic 
drugs,  he  said  that  there  has  been  a reduction  in  the  number  of  patients 
going  into  State  hospitals. 

That  is  an  exact  quote. 

This  statement  is  not  true. 

It  is  true  that  the  resident  population  of  the  hospitals  has  gone 
down.  And  the  nature  of  the  hospitals  has  changed  to  where  they  are 
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involved  more  in  community  outreach  efforts  and  development  of 
programs  other  than  residential,  thanks  to  the  congressionally  funded 
HIP  program.  For  example,  about  20  or  30  percent  of  the  population 
of  the  State  hospitals  are  now  alcoholics. 

The  point  I am  making,  and  this  is  important  because  when  you 
consider  whether  or  not  you  are  going  to  put  more  money  into  the 
hospital  improvement  program,  you  have  to  be  careful  that  you  are 
not  misled  by  witnesses  from  the  administration  or  from  outside  the 
administration  who  say  there  is  no  need  to  put  money  into  hospitals 
because,  as  Mr.  Gorman  mistakenly  says,  “there  has  been  a reduction 
in  State  hospital  patients.” 

The  administration  implies  this  or  maybe  they  are  still  saying  it 
explicitly,  that  this  money  is  not  needed  because  the  community  men- 
tal health  center  program  exists  and  the  State  hospitals  are  phasing 
out. 

Let’s  get  the  record  straight. 

On  the  next  page  of  my  statement,  on  page  5,  Mr.  Chairman,  there 
is  a paragraph  that  starts  “Wlien  the  federally  funded  hospital  im- 
provement program  started  in  1961,  there  were  285  public  mental 
hospitals. 

There  are  now  323  (a  net  increase  of  38  during  a period  when  we  have  been 
radically  closing  up  wards,  destroying  the  oldest  and  worst  buildings,  and  other- 
wise converting  to  ambulatory  and  community  care) . 

That  is  net  increase  of  38  hospitals  over  that  period,  when  there 
have  been  a lot  of  hospitals  taken  out  of  commission. 

HEW  now  has  90  additional  mental  hospital  facilities  that  have 
applied  to  become  eligible  for  the  HIP  grants,  in  addition  to  the  285 
they  declared  eligible  several  years  ago  when  the  program  started. 
They  have  90  new  applications  just  to  be  eligible. 

The  total  operating  budgets  of  the  public  hospitals  when  you  origi- 
nated the  program  in  1964  was  $1.08  billion.  It  is  now  $1.89,  which 
is  an  increase  of  $805  million  in  that  8-year  period,  or  almost  double. 

Mr.  Gorman  also  mentioned  the  savings  to  the  States  as  a result 
of  the  community  centers  programs.  These  statements  can  be  mis- 
understood into  thinking  that  the  States  are  putting  less  into  the  State 
hospital  programs  than  they  did  before. 

So,  let  the  record  show  that  the  States  in  this  period,  during  the 
period  of  the  development  of  the  community  mental  health  centers 
and  the  hospital  improvement  program,  have  put  $800  million  more 
into  the  hospital  programs  than  they  did  in  1964. 

So  regardless  of  what  savings  have  occurred,  I want  it  to  be  on 
the  record  that  the  States  have  almost  doubled  the  money  going  into 
hospital  programs. 

We  don’t  exactly  consider  the  foregoing  data  a barometer  of  decline. 
The  only  thing  that  steadily  declined  since  1966,  Mr.  Chairman,  is 
the  congressional  interest  in  the  mental  hospital  system. 

Thank  God  for  the  Senate  Appropriations  Committee,  which  has 
consistently  stood  in  favor  of  keeping  the  funds  high  or  at  least  up 
instead  of  down  in  this  area  of  hospital  improvement  programs. 

It  would  be  unjust  of  me  to  refer  to  any  of  the  witnesses  who  pre- 
ceded me — there  were  several  today  who  mentioned  the  State  hospital 
system — as  I said  in  the  statement,  fools  or  liars.  Let’s  say  they  are 
sometimes  mislead  by  carelessly  read  data  and  sometimes  provide  in- 


1615 


formation  to  the  Congress  that  can  be  misconstrued  unless  interpreted 
very  carefully. 

So  I hope  that  you  will  seriously  consider  our  request  of  an  increase 
to  $9  million  in  that  hospital  improvement  program. 

With  that  I won’t  read  any  more  of  the  supporting  information  on 
that  program,  but  it  is  available  in  the  statement. 

The  committee  staff  knows  how  to  get  hold  of  me  if  you  need  more 
supporting  information  on  how  effective  this  program  is. 

I do  also  want  to  mention  alcoholism.  For  this  program  you  gentle- 
men did  put  $20  million  into  the  fiscal  year  1971  supplemental  appro- 
priation bill  and  the  House  knocked  it  out.  As  you  know,  on  the  floor 
of  the  Senate,  Senator  Hughes  came  very  close,  within  two  votes,  of 
having  that  whole  bill  referred  back  to  the  conferees  to  reinstate  the 
alcoholism  money. 

It  is  our  hope  that  this  committee — I am  not  sure  what  will  happen 
or  in  the  House,  because  there  are  a lot  of  misconceptions  in  the  House 
about  how  much  money  is  now  available  in  the  alcoholism  programs  in 
the  Federal  Government — it  is  our  hope  that  you  will  put  $30  million 
in  for  State  formula  grants  under  the  new  law,  for  which  the  adminis- 
tration has  asked  nothing,  and  $20  million  for  project  grants. 

I mentioned  that  there  is  a misunderstanding  about  the  Congress 
that  there  is  $7 0 million  of  alcoholism  money  requested  in  the  budget. 
Actually  there  is  $70  million,  or  approximately  that.  But  that  money 
is  for  programs  in  the  Department  of  Transportation,  for  drunk  driver 
programs,  in  rehabilitation  under  Voc-Behab.  in  alcoholism  programs 
under  law  enforcement  assistance,  OEO  health  centers  and  so  on. 

There  is  a substantial  amount  of  money  for  alcoholism  programs  in 
various  F ederal  agencies.  However,  there  is  none  available  in  formula 
grants  to  the  States  in  what  we  might  these  days  call  a revenue-sharing 
type  of  program.  So  there  is  no  money  going  to  the  States  in  formula 
grants  for  treatment  of  alcoholics. 

We  ask  you  to  include  $30  million  for  formula  grants  and  $20  mil- 
lion for  project  grants. 

Finally,  in  regard  to  testimony  which  you  have  heard  this  morning, 
a lot  of  statements  are  made  about  the  percentage  of  foreign- trained 
doctors  we  have  in  the  State  hospital  system.  I don’t  know  whether  we 
have  40  percent,  as  Mr.  Gorman  said,  or  20  or  10,  or  whatever  it  is. 
In  some  State  hospitals  a substantial  number  of  the  doctors  are  foreign 
trained. 

In  the  same  breath  witnesses  come  before  you  and  ask  for  increase 
or  restoration  of  the  $6  million  in  psychiatric  training  money  that  the 
administration  has  cut. 

While  the  witnesses  ask  for  this  money,  citing  the  high  proportion 
of  foreign-trained  doctors  in  State  hospitals,  nobody  calls  to  your 
attention  that  while  these  people  are  trained  with  Federal  money, 
there  is  no  requirement  for  indentured  service  in  public  hospitals  to  pay 
back  the  money  that  is  put  into  their  training.  As  a result  very  few 
of  the  psychiatrists  who  are  trained  with  NIMH  money  ever  wind  up 
replacing  any  of  those  foreign-trained  doctors  that  so  many  witnesses 
deplore  in  the  State  hospital  system. 

It  is  the  feeling  of  the  State  commissioners  that  it  might  be  wdse  for 
you  people  to  somewhere  along  the  line  say,  “If  we  are  going  to  put 
money  into  training  American-bom  and  American-educated  psy- 
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chiatrists  with  American  public  taxpayer  money,  then  let’s  take  these 
men  and  require  that  they  pay  back  the  tax  investment  in  some  way 
through  indentured  service  in  public  programs.” 

I am  not  saying  that  they  should  necessarily  perform  this  service 
in  State  hospitals,  community  mental  health  centers,  county  hospitals, 
city  hospitals.  Federal  programs,  VA  and  so  on.  But  at  least  they 
should  serve  in  some  public  program.  We  stand  strongly  for  restora- 
tion of  those  training  funds.  At  the  same  time,  Mr.  Chairman,  we 
would  like  to  see  a requirement  that  some  public  service  be  paid  back 
for  the  money  invested  in  training  psychiatrists. 

I think  that  is  all  I have  to  say  at  this  time,  Mr.  Chairman.  If  my 
statement  can  be  included  in  the  record  as  though  read,  I think  I can 
terminate  now. 

Senator  Case.  Thank  you  very  much.  Your  statement  has  been  in- 
cluded as  you  requested.  We  are  most  grateful  to  you  for  your  testi- 
mony. 

STATEMENT  OF  JOHN  ZEISEL,  MEMBER,  RESEARCH  ADVISORY 
PANEL,  THE  AMERICAN  INSTITUTE  OF  ARCHITECTS 

RESTORATION  OF  RESEARCH  CAPABILITY 

Senator  Case.  We  have  Mr.  Zeisel. 

Mr.  Zeisel.  Mr.  Chairman,  I am  John  Zeisel,  a member  of  the  re- 
search advisory  panel  of  the  American  Institute  of  Architects,  an 
assistant  professor  in  the  sociology  of  design  at  the  Graduate  School  of 
Design,  Harvard  University,  and  a research  partner  in  Brolin-Zeisel 
Research  & Design  Associates  of  New  York  City. 

Today  the  American  Institute  of  Architects,  a professional  society 
with  24,000  members,  wishes  to  express  its  support  for  appropriation 
of  $21  million  to  support  the  programs  of  the  Bureau  of  Community 
Environmental  Management  within  the  Department  of  Health,  Edu- 
cation, and  Welfare.  This  amount  represents  an  increase  of  $17  mil- 
lion over  the  administration’s  budget  request  for  the  bureau.  This 
amount  restores  a sizable  portion  of  the  research  capacity  of  the  bu- 
reau that  has  been  substantially  reduced  over  the  past  3 years  and 
initiates  a vital  new  research  program  I will  outline  shortly. 

The  institute  believes  this  increase  is  fully  justified  by  the  role  that 
the  Bureau  of  Community  Environmental  Management  can  play  in 
providing  research  data  so  vitally  needed  to  make  the  everyday  en- 
vironment more  livable  for  more  Americans. 

F or  far  too  long,  because  of  the  sparsity  of  such  research,  architects 
and  others  involved  in  the  design  and  planning  of  living  and  working 
environments  have  based  their  design  decisions  more  on  intuition  and 
precedent  than  on  precise  fact. 

Precedent  has  led  the  architect  to  design  open  landscaped  plazas 
in  public  housing,  while  research  is  beginning  to  show  that  these  may 
be  the  least  used  and  most  unsafe  spaces. 

Intuition,  in  the  absence  of  research,  has  led  the  architect  to  plan 
environments  based  on  his  own  values,  although  these  may  be  differ- 
ent from  the  value  systems  of  the  people  using  the  environments.  For 
example,  large  sho^iping  centers  are  often  planned  away  from  the  core 
of  housing  units,  whereas  for  many  dwellers  the  conveniences  of  the 
small  neighborhood  store  may  be  a necessity. 
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Designing  by  intuition  and  j^recedent  does  not  mean  that  architects 
are  not  concerned  with  people.  Rather,  it  is  indicative  of  the  lack  of 
research  upon  which  to  base  architectural  decisions.  As  professionals 
who  plan  environments  for  people,  architects  need  precise  systematic 
information  on  human  behavior,  on  social  goals  and  values,  and  on  the 
effects  their  planned  environments  have  on  those  who  use  them. 

Architects  now  are  beginning  to  use  more  and  more  information 
from  social  science  research.  But  what  architects  and  social  scientists 
know  about  the  relationship  between  social  and  physical  environments 
represents  only  the  tip  of  an  iceberg. 

We  know  that  crowding  has  detrimental  effects  on  children's  learn- 
ing ability.  We  do  not  know  what  specific  aspects  of  crowding  has  this 
effect,  and  therefore  do  not  know  how  to  alleviate  it. 

We  know  that  one  of  the  most  important  attributes  of  housing  to 
low-income  clients  is  residential  safety.  We  do  not  know  what  con- 
stitutes safe  residential  design. 

We  know  that  different  groups  in  our  society  have  different  environ- 
mental needs.  We  do  not  know  all  the  special  requirements  of  the 
elderly,  of  specific  income  and  cultural  groups  or  of  adolescents. 

We  know  about  the  special  needs  of  children  for  recreation  facilities. 
We  do  not  knoAv  about  adult  needs  for  recreational  facilities.  And  with 
the  growing  amount  of  leisure  time  in  this  country,  more  and  more 
adults  are  spending  time  at  recreational  activities. 

We  know  that  the  kitchen  is  an  important  social  focus  for  a large 
part  of  our  population.  We  do  not  know  the  effect  on  family  life  of 
living  in  apartments  with  only  small,  efficiency,  one-person  kitchens. 

We  know  that  environmental  problems  like  housing,  transportation, 
sanitation  and  polluted  air  hit  inner-city  residents  most.  We  do  not 
know  how  to  involve  them  in  combating  these  problems. 

We  know  that  living  in  public  housing  is  for  many  people  one  step 
in  getting  out  of  a life  of  poverty.  We  do  not  know  the  effect  the  stigma 
of  living  in  public  housing  has  on  these  residents. 

We  simply  need  more  hard  social  science  information. 

This  need  has  been  recognized  in  the  reports  of  the  President’s  Com- 
mittee on  Urban  Housing,  the  report  of  the  Kerner  Commission,  reports 
from  the  National  Science  Foundation,  the  National  Academy  of  Sci- 
ences, and  the  Council  on  Environmental  Quality.  All  these  reports  call 
for  more  research  into  the  relationship  between  man  and  his  total  en- 
vironment at  the  community  level. 

President  Nixon  said,  in  his  1970  state  of  the  Union  address,  that 
“the  truly  significant  environment  for  each  of  us  is  that  in  which  we 
spend  80  percent  of  our  time — ^that  is,  our  homes,  our  places  of  work, 
and  the  streets  over  which  we  pass.” 

Despite  the  recommendations  of  these  commissions  and  panels,  there 
is  little  to  indicate  that  this  research  is  being  undertaken  or  supported 
by  any  Federal  Government  agency.  In  fact,  only  one  agency — ^the  Bu- 
reau of  Community  Environmental  Management — has  been  substan- 
tially active  in  this  area  of  research  and  has  as  its  mission  the  identifica- 
tion and  interpretation  of  the  impact  that  man’s  environment  has  on 
his  health  and  well-being. 

The  Bureau  of  Community  Environmental  Management  accom- 
plishes its  mission  by  funding  research  into  problems  of  crowding  and 
lack  of  privacy  in  the  home,  of  neighborhood  congestion,  of  lack  of 
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accessibility  to  essential  services,  and  of  poor  dwelling  environments 
(light,  ventilation,  temperature,  odor,  and  noise).  The  Bureau  has  de- 
veloped the  Neighborhood  Environmental  Evaluation  and  Decision 
System  as  a mechanism  to  assemble  information  about  how  local  citi- 
zens use  the  manmade  and  natural  environments,  and  how  these  en- 
vironments affect  their  health  and  well-being.  Fifty-four  communities 
have  already  requested  assistance  under  the  program,  but  funding  lim- 
itations thus  far  allow  only  20  communities  to  participate. 

Another  area  of  research  to  which  the  American  Institute  of  Archi- 
tects believes  the  Bureau  should  direct  its  attention  is  post-construction 
evaluation  of  federally  funded  housing.  Specifically,  this  evaluation 
would  be  directed  to  assessing  the  social  and  psychological  impact  of 
the  housing  on  its  occupants. 

Congress  mandated  a decent  home  and  suitable  living  environment 
for  every  American  as  the  national  goal  in  the  Housing  Act  of  1949.  We 
cannot  accurately  measure  the  country's  progress  in  housing  by  simply 
counting  the  number  of  new  and  rehabilitated  units  available  for  occu- 
pancy each  year.  A home  is  more  than  walls,  windows,  and  doors.  It  is 
privacy,  security,  warmth  and  pride,  convenience,  comfort  and,  in  fact, 
the  whole  social  environment  that  is  the  foundation  of  family  life. 
That,  at  the  very  least,  is  the  decent  home  and  suitable  living  environ- 
ment envisioned  by  Congress. 

To  achieve  this  end — especially  of  low-  and  moderate-income  fam- 
ilies— we  must  find  out  both  what  we  have  been  doing  right  in  federally 
funded  housing  and  what  we  have  been  doing  wrong.  Evaluation 
studies,  the  basis  of  clearer  understanding,  have  historically  been  car- 
ried out  on  economic  and  technical  aspects  of  buildings,  but  little  has 
been  done  to  determine  residents’  use  of  and  reaction  to  the  housing 
provided  them.  We  have  developed  design  and  construction  stand- 
ards governing  the  physical  need  for  shelter,  but  we  have  not  developed 
standards  to  meet  the  social  and  psychological  needs  of  the  inhabitants. 

Architects  and  professsionals  in  the  field  of  public  health  are  be- 
ginning to  understand  the  basic  relationships  between  housing  and 
physical  health.  Similarly,  architects  and  social  scientists  are  increas- 
ingly aware  that  the  mental  health  and  social  well-being  of  individuals 
are  affected  by  their  surroundings. 

A growing  body  of  knowledge  coming  from  new  fields  of  science — 
environmental  sociology  and  environmental  psychology — is  begin- 
ning to  identify  critical  features  in  the  manmade  environment  which 
allow  designers  to  delve  beyond  the  physical  well-being  of  the  occu- 
pant to  his  social  and  psychological  needs.  To  integrate  this  knowledge 
into  Government  programs  that  affect  the  design  and  construction  of 
housing  for  American  families,  we  should  establish  a continuing  sys- 
tem for  postconstruction  evaluation  of  the  social  and  psychological 
conseqeunces  of  Government-supported  housing.  Results  of  these  eval- 
uations should  continually  be  channeled  into  the  creation  of  future 
housing  to  make  it  more  responsive  to  the  needs,  aspirations,  and  well- 
being of  future  residents. 

The  American  Institute  of  Architects  believes  the  Bureau,  with  its 
emphasis  on  human  ecology  and  interest  in  sociological  re^'earch,  is 
particularly  well  suited  to  conduct  such  postconstruction  evaluation 
studies. 

It  is  our  initial  estimate  that  in  order  to  evaluate  adequately  the 
400,000  units  of  public  housing  that  are  expected  to  be  available  for 
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occupancy  during  fiscal  1972,  $15  million  should  be  appropriated.  This 
would  cover  family  interviews,  data  collection  and  analysis,  and  the 
development  of  new  standards  which  are  so  obviously  needed. 

Despite  the  great  potential  of  the  Bureau’s  activities,  especially  in 
research,  the  Bureau’s  funding  has  been  steadily  decreasing. 

In  1969,  the  Bureau’s  budget  for  research  grants  was  a little  over 
$3  million.  In  1970,  this  was  cut  to  $1.7  million.  In  1971,  the  grant  budg- 
et was  cut  again  to  a mere  $485,000.  The  1972  budget  allocates  no  money 
for  research  grants.  The  Nation  needs  the  kind  of  research  sponsored 
in  the  past  by  the  Bureau.  The  AIA,  concerned  about  the  financial 
deterioration  of  the  Bureau’s  resources,  requests  that  the  downward 
trend  be  reversed  in  1972. 

In  addition  to  funding  postconstruction  evaluation,  the  research 
grant  program  supported  in  1971  at  a level  of  $485,000  should  be  con- 
tinued in  the  coming  fiscal  year. 

In  most  cases,  funding  for  ongoing  research  is  being  terminated  be- 
fore the  studies  are  completed.  Also,  $2,311,000  is  needed  for  research 
already  approved  but  not  funded. 

I would  like  to  submit  a list  of  these  research  projects  for  the  hear- 
ing record. 

(The  information  is  located  in  the  committee  files.) 

SUMMARY 

Mr.  Zeisel.  In  summary,  the  American  Institute  of  Architects  urges 
this  committee  to  approve  an  appropriation  of  $21  million  to  support 
the  activities  of  the  Bureau  of  Community  Environment  Management 
in  the  1972  fiscal  year. 

Thank  you. 

Senator  Case.  Thank  you  very  much.  The  committee  is  very  grate- 
ful for  your  testimony. 

SUBCOMMITTEE  RECESS 

lYe  will  now  recess  until  10  a.m.  tomorrow,  when  we  will  resume 
hearings  on  the  health  budget  of  HEW,  with  public  witnesses.  The 
hearing  is  recessed. 

(Whereupon,  at  1 :10  p.m.,  Tuesday,  July  6.  the  subcommittee  was 
recessed,  to  reconvene  at  10  a.m.,  Wednesday,  July  7.) 
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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


WEDNESDAY,  JULY  7,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

W ashington^  D,C. 

The  subcommittee  met  at  10  a.m.,  in  room  1114,  New  Senate  Office 
Building,  Hon.  John  O.  Pastore  presiding. 

Present : Senators  Pastore  and  Boggs. 

Department  of  Health,  Education,  and  Welfare 
Nondepartmental  Witnesses 

SUBCOMMITTEE  PROCEDURE 

Senator  Pastore.  The  hour  of  10  having  been  reached,  the  hearings 
will  continue  on  the  Labor  and  Health,  Education,  and  Welfare  ap- 
propriation bill.  This  morning,  we  will  again  hear  from  public  wit- 
nesses. 

I would  hope  that  the  Avitnesses  will  take  into  account  the  number 
of  witnesses  that  Ave  have  and  keep  their  statements  as  brief  as  possible 
and  to  the  point.  But  at  the  same  time,  there  is  no  desire  on  the  part  of 
this  committee  to  shut  anyone  off. 

If  the  statement  is  too  long,  Ave  will  have  them  placed  in  the  record 
in  their  entirety,  and  you  can  give  us  the  highlights  of  the  salient 
points  of  your  testimony. 

Our  first  three  witnesses  today  are  Dr.  Robert  Jordan,  Child  Devel- 
opment Center,  Tennessee;  and  Dr.  Margaret  J.  Giannini  and  Dr. 
Hugo  Moser,  of  New  York. 
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DEPAKTMENT  OF  HEALTH,  EDUCATION,  AND  WELFAKE 

STATEMENT  OF  DR.  ROBERT  JORDAN,  CHILD  DEVELOPMENT  CEN- 
TER, TENNESSEE 
ACCOMPANIED  BY: 

DR.  MARGARET  J.  GIANNINI,  PRESIDENT,  ASSOCIATION  OF 
DIRECTORS  & ADMINISTRATORS  OF  THE  UNIVERSITY 
AFFILIATED  FACILITIES  FOR  THE  MENTALLY  RETARDED 
DR.  HUGH  W.  MOSER,  DIRECTOR,  UNIVERSITY  AFFILIATED 
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University- Affiliated  Facilities  Program:  Training  of  Profes- 
sionals To  Meet  Technical  and  Professional  Manpoaver 

Shortages 

INTRODUCTION  OF  ASSOCIATION  EXECUTIVE  COMMITTEE  MEMBERS 

Dr.  Giannini.  Thank  you,  Mr.  Chairman. 

I Avould  like  to  also  introduce  members  of  our  executive  committee : 
Dr.  Eobert  Jordan,  who  is  the  director  of  the  Lhiiversity  Affiliated 
Facility  at  the  University  of  Tennessee;  and  Dr.  Hugo  Moser,  who  is 
the  director  of  the  University  Affiliated  Center  at  the  Walter  Fernald 
State  School  in  Waverley,  Mass.,  and  associate  professor  of  neurology 
at  Harvard  Medical  School. 

Mr.  Chairman  and  members  of  the  committee,  as  president  of  the 
Association  of  Directors  & Administrators  of  the  University  Affil- 
iated Facilitieis  for  Mental  Ketardation  & Development  Disabili- 
ties, and  as  director  of  the  LTniversity  Affiliated  Mental  Eetardation 
Institute,  New  York  Medical  College,  I am  indeed  privileged  to  speak 
before  this  distinguished  committee. 

I would  like  to  take  but  a moment  to  thank  you  for  your  initial  sup- 
port, since  1968,  of  the  University  Affiliated  Facilities  programs. 

This  university  affiliated  facilities  program  Avas  authorized  under 
Public  Law  88-164  and  was  continued  under  the  Developmental  Dis- 
abilities Act,  Public  LaAv  91-517,  in  order  to  provide  the  required 
settings  to  train  professionals  in  A^arious  disciplines  to  meet  teclmical 
and  professional  manpoAver  shortages  in  the  delivery  of  services  in- 
volving diagnosis,  treatment,  and  habilitation  to  the  mentally  retarded 
and  their  families. 

The  underlying  philosophy  of  the  training  program  is  the  develop- 
ment and  execution  of  an  interdisciplinary  approach  which  integrates 
all  aspects  of  necessary  service  and  disciplines. 

The  iiassage  of  Public  LaAv  91-517,  Avhich  extends  funding  for  con- 
struction of  facilities,  funding  for  training  and  demonstration  pro- 
grams and  operational  funds,  to  1973,  is  positive  evidence  of  the 
present  Congress’  continuing  interest  and  concern  for  the  welfare  of 
the  develqpmentally  disabled,  Avhich  includes  the  mentally  retarded. 

The  university  affiliated  facilities  comprise  a netAvork  of  major 
universities  and  facilities  around  the  country. 

The  comprehensive  training  and  service  facilities  include : Univer- 
sity of  Alabama,  Birmingham  and  Tuscaloosa,  Ala. ; University  of 
California,  Los  Angeles,  Calif. ; University  of  Colorado,  Denver,  Colo.  ; 
Georgetown  University,  Washington,  D.C. ; University  of  Miami, 
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Fla. ; Georgia  Eetardation  Center,  Atlanta  and  Athens,  Ga. ; Indiana 
University,  Indianapolis  and  Bloomington,  Ind. ; University  of 
Kansas,  Lawrence,  Kans. ; John  F.  Kennedy  Institute,  Baltimore, 
Md.;  Children's  Hospital  Center,  Boston,  Mass.;  Eunice  Kennedy 
Shriver  Center,  IValtham,  Mass.;  Xew  York  Medical  College,  Xew 
York,  X.Y.  ; University  of  Xorth  Carolina,  Chapel  Hill,  X.C. ; Uni- 
versity of  Cincinnati,  Cincinnati,  Ohio ; Ohio  State  University,  Colum- 
bus, Ohio ; Lhiiversity  of  Oregon,  Portland  and  Eugene,  Oreg. ; Uni- 
versity of  Tennessee,  Memphis,  Tenn. ; LTah  State  Lmiversity,  Logan, 
Utah ; University  of  IVisconsin,  Madison,  lYis. ; University  of  Wash- 
ington, Seattle,  Wash. 

It  should  be  pointed  out  that  the  20  university  affiliated  facilities 
have  given  more  than  their  l-to-3  matching  financial  requirements 
for  construction;  in  many  instances  the  university  participations  has 
doubled,  trebled,  and  quadrupled. 

In  addition  to  the  great  need  for  construction  of  such  facilities  for 
the  developmentally  disabled,  there  is  continuous  interest  and  com- 
mitment of  the  universities.  This  is  evidenced  by  the  fact  that  there 
have  been  eight  submitted  plans  for  construction  applications  with 
matching  funds.  Since  there  were  no  available  Eederal  funds,  three 
universities  withdrew  their  projected  plans  for  such  construction. 
Thus,  creating  a great  net  loss. 

Today  the  public's  eye  is  focused  on  the  high  incidence  of  develop- 
mental disabilities  in  impoverished  segments  of  the  population,  and 
the  overwhelming  need  to  take  action,  to  correct  and  to  eradicate  these 
debilitating  conditions.  The  prevention,  amelioration,  and  eradica- 
tion of  these  unfortimate  conditions  demand,  among  other  things,  a 
corps  of  professionals  and  teclmicians  who  are  not  only  well-motivated, 
but  also  well-equipped  to  confront  all  aspects  expertly  and  human- 
istically. This  is  clearly  a clarion  call  for  more  manpower  at  all  levels 
of  competence. 

Tlie  university  affiliated  facilities  program  is  designed  to  fill  the 
need  for  highly  competent  individuals  who  will  be  prepared  to  as- 
sume responsible,  pivotal  roles  in  schools  in  the  care  and  treatment 
of  the  disabled.  The  disciplines  involved  in  the  interdisciplinary  ap- 
proach include : pediatrics,  neurology,  psycliiatry,  social  seiwice,  psy- 
chology, physical  and  occupational  therapy,  and  vocational  rehabilita- 
tion, to  name  a few. 

The  foremost  objective  of  the  program  is  the  training  of  profes- 
sionals and  paraprofessionals  to  become  effective  agents  for  change. 

The  conceived  Uamework  prepares  traineees  as  interdisciplinar\" 
members  to  act  as  preventionists,  interventionists,  innovators,  educa- 
tors, consultants,  therapists,  and  group  leaders.  Strong,  effective  basic 
service  for  the  retarded  and  his  family  is  the  cornerstone  of  the  clin- 
ical training  program. 

The  Federal  legislation  is  continuing  the  support  of  community 
programs,  specifically  with  title  I of  Public  Law  91-517 — and  may  1 
say  here  as  spokesman  for  the  Association  of  Directors  and  Admin- 
istrators that  we  fully  support,  this. 

This  brings  up  a significant  problem — where  will  the  trained  man- 
power come  from  in  order  to  function  within  these  community  pro- 
grams ? The  same  is  true  in  the  event  of  regionalization  of  university 
affiliated  facilities.  Since  certain  States  do  not  have  such  a facility,  a 


1624 


manpower  source  must  be  provided  in  the  regionalization  of  same.  This 
is  clearly  a need  for  manpower. 

It  has  been  interesting  to  note,  for  example,  that  many  pedia- 
tricians’ first  experience  with  mental  retardation  comes  after  their 
professional  training  is  completed  and  when  they  are  first  called  upon 
to  treat  a newborn  or  young  mentally  retarded  child.  Similarly,  many 
social  workers  can  be  unaware  of  the  traumatic  situation  facing  both 
the  parents  and  the  child  himself  in  dealing  with  the  highly  personal 
tragedy  of  mental  retardation.  Ohio  State  University  has  just  re- 
cently inaugurated  a course  in  mental  retardation  and  the  law,  which 
will  give  law  students  an  opportunity,  working  in  conjunction  with 
the  university  affiliated  facilities  center  at  the  campus  in  Columbus, 
to  learn  the  personal  nature  of  mental  retardation  and  then,  presum- 
ably, be  better  equipped  to  deal  with  such  complex  problems  as  guard- 
ianship, trusts,  legal  rights  themselves,  the  problem  of  the  mentally  re- 
tarded offender,  and  the  like.  Similarly,  special  educators,  therapists, 
hospital  administrators,  nurses,  practical  nurses — ^the  gamut  of  pro- 
fessionals who  deal  with  people,  and  therefore  with  mentally  retarded 
people — who  have  benefited  from  this  interdisciplinary  approach  to 
training. 

By  training  the  professionals  as  teams,  it  is  hoped  that  this  sort 
of  teamwork  will  carryover  into  the  community  itself,  and  that  the 
facilities  constructed  and  to  be  constructed  can  therefore  provide 
vastly  improved  services  for  the  retarded  and  their  families.  This  is 
clearly  a need  for  manpower. 

The  university  affiliated  facilities  directors  and  their  staffs  have 
undertaken  to  solve  several  major  problems  connected  with  care  and 
training  of  the  retarded.  These  problems  include : ( 1 ) How  to  train  a 
large  number  of  new,  critically  needed  professional  personnel  to  man 
service  positions  in  special  schools,  community  clinics,  hospitals,  and 
institutions.  (2)  How  to  reduce  unit  costs  of  appropriate  care  and 
services. 

Relative  to  the  first  of  these,  our  job  is  not  just  to  train  larger  num- 
bers of  personnel,  our  job  is  to  train  them  better — so  that  they  will  be 
effective  in  providing  direct  services  and  also  to  train  others  to  per- 
form more  effective  services. 

Also  there  seems  to  be  little  doubt  but  that  society  is  approaching 
its  financial  limit  in  providing  for  the  handicapped.  This  means  that 
we  must  train  less  expensive  personnel  to  provide  high  quality  care 
and  training.  NeAv  approaches  for  training  paraprofessionals  are  in- 
deed underway.  These  methods  apply  to  parents,  aides,  community 
workers  and  others  who  want  to  help  and  who  must  be  trained  to  per- 
form vital  roles  in  the  child’s  ongoing  program.  Their  efforts,  of 
course,  free  more  highly  trained  individuals  to  develop  new  activities 
and  to  spend  their  time  as  supervisors. 

The  end  result  is  that  more  time  is  given  to  the  child’s  program 
and  at  the  same  time,  the  cost  of  training  the  child  is  required. 

An  example  of  this  principle  is  found  in  the  achievement  place 
program  of  Dr.  Mont  Wolf  and  colleagues  at  the  University  of  Kansas. 
Teaching-parents  are  trained  to  serve  as  houseoarents  of  delinquent, 
retarded  children  who  have  done  poorly  in  school,  who  have  gotten 
into  serious  trouble  with  the  police  and  who  have  been  referred  by 
the  juvenile  courts. 
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The  parents  are  not  highly  trained  graduate  students  but,  rather, 
interested  and  stable  people  who  are  willing  to  give  3 months  of  their 
time  to  become  technically  profficient  in  managing  a home  designed  to 
train  delinquents  to  move  back  to  school,  home,  and  the  community. 
These  plans  can  be  accomplished  at  a fraction  of  the  costs  of  placing 
the  child  at  a correctional  institution  or  eventually  sentencing  him  to 
a State  or  F ederal  prison. 

The  same  concept  is  now  being  developed  in  a number  of  service 
programs.  Specially  trained  parents  and  care  workers  enable  the 
handicapped  to  be  kept  in  the  community  in  more  favorable  surround- 
ings and  at  a much  lower  cost  than  at  an  institution. 

These  and  many  other  strategies  are  being  developed  at  the  20  uni- 
versity affiliated  facilities.  These  developments  will  revolutionize  the 
concepts  and  the  practices  for  educating  and  supporting  the  handi- 
capped in  environments  where  they  can  experience  a life  of  dignity 
and  productivity,  all  at  the  lower  unit  cost  to  society. 

The  primary  purpose  in  building  the  universitly  affiliated  facilities 
at  universities  was  to  attract  the  participation  of  more  talented  pro- 
fessionals. Better  training  for  the  developmentally  disabled  and  better, 
more  efficient  training  for  adult  personnel  to  manage  the  disabled  are 
already  becoming  apparent. 

However,  as  we  move  ahead  in  these  promising  efforts,  more  support 
at  the  university  affiliated  facilities  setting  is  needed. 

Senator  Pastore.  May  I interrupt  you  for  a moment  ? 

I notice  you  are  a professor  of  pediatrics  at  New  York  Medical 
College.  How  far  has  the  Congress  gone  in  supporting  this  law  in 
which  you  are  interested  ? 

Dr.  GiaiNnini.  As  I indicated  earlier  in  the  testimony,  under  Public 
Law  88-164,  20  university  affiliated  facilities  have  been  approved  and 
funded  for  construction. 

Senator  PASTORE.Was  your  college  so  funded  ? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  To  what  extent  ? 

Dr.  Giannini.  The  Federal  grant  was  $3  million  and  the  medical 
school,  even  though  they  were  only  required  to  match  $1  million, 
matched  $5  million. 

Senator  Pastore.  It  was  a matching  program  ? 

Dr.  Giannini.  Yes ; 1 to  3. 

Senator  Pastore.  Is  this  more  or  less  a graduate  course  ? 

Dr.  Giannini.  In  some  measure  it  is  a graduate  course,  but  also  it 
is  in  the  training  of  all  levels  of  professionals  and  paraprofessionals. 

Senator  Pastore.  By  that,  I mean  is  it  a hit-and-miss  sort  of  thing 
that  is  so  generalized  that  it  spread  too  broadly  or  do  you  get  into 
specifics,  people  who  are  actually  interested  in  this  particular  field 
coming  to  you  for  training  ? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  It  isn’t  part  of  an  educational  curriculum  ? 

Dr.  Giaxnini.  No. 

Senator  Pastore.  This  is  really  a course  where  people  are  interested 
in  this  kind  of  medicine,  really  coming  there  for  certain  training? 

Dr.  Giannini.  Indeed.  This  cuts  across  the  board  of  all  disciplines. 
These  are  the  pre-doctorate  students  in  psychology,  speech  pathology. 
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audiology,  special  education,  vocational  rehabilitation  as  well  as  the 
board  eligible  pediatricians. 

Senator  Pastore.  I am  the  godfather  of  a boy  who  is  retarded.  In 
our  State,  I am  very  much  interested  in  this.  It  becomes  a personal 
question.  Only  the  people  who  have  to  live  with  it  realize  the  real 
necessity  for  doing  something  about  this.  When  I was  Governor  of 
my  State  I was  very  much  interested  in  the  schools  and  our  State  is 
doing  a magnificent  job  as  far  as  they  can  go. 

But  it  always  comes  down  to  the  question  of  the  money  and  how 
far  they  can  go  in  a professional  area  without  proper  training. 

Then  we  have  the  John  Fogerty  Center,  as  you  well  know.  We  have 
the  Bradley  Home,  as  you  well  know\  Of  course,  we  have  the  hos- 
pitals as  well,  but  more  or  less  for  adults. 

What  would  those  in  Rhode  Island  do?  Where  do  they  go?  Do 
they  go  to  Boston  for  this  training  ? 

Dr.  Giannini.  They  could  very  well.  Dr.  Moser  could  also  expand 
on  that. 

Senator  Pastore.  You  don't  mind  my  interrupting? 

Dr.  Giannini.  Not  at  all.  I would  rather  you  did. 

Dr.  Moser.  We  have  one  of  the  university  affiliated  centers.  It  is 
located  underground  of  our  State  institutions  for  the  retarded.  That 
is  equivalent  of  the  other  school.  Ours  is  located  at  the  Walter  Fer- 
nald  State  School.  Perhaps  what  I might  then  preempt  speaking  later, 
the  main  point  of  our  center  is  that  we  have  80  people  from  the  uni- 
versity working  full  time  at  the  State  institution.  We  have  had  over 
1,000  students  from  nine  universities  in  the  Boston  area  work  at  the 
school. 

Senator  Pastore.  When  you  say  students,  give  me  the  age  bracket 
and  the  scholarship  bracket. 

Dr.  Moser.  Most  of  the  students  would  be  between  20  and  40  years 
old. 

Senator  Pastore.  Are  they  already  medically  trained? 

Dr.  Moser.  No.  We  have  students  in  pediatrics,  neurology,  ortho- 
pedics, orthomology,  dentistry,  those  are  the  medical  disciplines.  But 
we  have  a large  number  of  students  in  education,  psychology,  rehabil- 
itation, occupational  therapy,  physical  therapy,  and  social  work.  So 
we  have  all  the  disciplines. 

Senator  Pastore.  Do  they  participate  in  internship  along  with  their 
education  ? 

Dr.  Moser.  It  is  at  the  lest  a training  program  at  a graduate  level, 
that  is,  people  who  are  enrolled  in  formal  course  work. 

At  the  most  advanced,  it  is  for  people  who  have  completed  all  their 
training  in  their  specialty  in  pediatrics  and  then  they  take  1 year  of 
concentrated  work  with  the  retarded.  We  have  found  that  a large  per- 
centage of  those  people  have  then  made  a commitment  and  stuck 
with  the  field  of  retardation. 

Senator  Pastore.  Is  there  any  followup  ? 

Dr.  Moser.  There  is  considerable  followup  on  this.  I would  think 
that  approximately  40  percent  of  our  graduates  have  made  a com- 
mitment to  the  field  of  retardation  and  are  now  working  in  the  field. 

Senator  Pastore.  Did  you  folks  testify  before  the  House  committee  ? 

Dr.  Giannini.  Yes ; we  did. 

Senator  Pastore.  What  did  they  allow  ? 
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Dr.  Giannini.  We  don’t  know  yet.  That  hearing  was  only  a month 
ago. 

Senator  Pastore.  What  was  the  size  of  this  appropriation  last 
year? 

Dr.  Giannini.  I think  that  is  really  the  crucial  issue  and  that  is  why 
we  are  here.  In  that  particular  piece  of  legislation,  there  is  an  author- 
ization for  1972  of  $37  million.  There  is  no  appropriation  for  1971, 
1972  or  1973.  In  order  for  us  to  continue  to,  first  of  all,  fulfill  our 
original  charge  and  why  all  these  facilities  were  constructed,  we  must 
have  some  means,  not  total,  but  some  means  of  Federal  support  with 
multiple  funding  in  order  to  continue  our  original  charge  of  training. 

Senator  Pastore.  You  mean  for  operational  purposes  ? 

Dr.  Giannini.  Operational. 

Senator  Pastore.  You  mean  the  funding  thus  far  has  been  for 
facilities  ? 

Dr.  Giannini.  Thus  far. 

Senator  Pastore.  Is  this  a new  concept  that  we  are  getting  into  or 
is  this  part  of  the  original  act  ? 

Dr.  Giannini.  This  is  an  amendment  to  the  original  act.  It  is  an 
amendment  to  Public  Law  88-164. 

Senator  Pastore.  Has  the  amendment  passed  ? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  The  authorization  ? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  To  the  tune  of  $37  million  ? 

Dr.  Giannini.  For  this  year,  for  1972  ? 

Senator  Pastore.  Has  it  ever  been  funded  before,  the  operational 
before  ? 

Dr.  Giannini.  Never,  not  for  1971, 1972,  or  1973. 

Senator  Pastore.  When  was  that  amendment  passed  ? 

Dr.  Giannini.  October  30, 1971. 

Senator  Pastore.  A year  ago.  There  has  been  no  budget  request  by 
the  administration  on  this  ? 

Dr.  Giannini.  No  ; there  has  not. 

Senator  Pastore.  You  have  made  an  appeal  before  the  House 
committee  ? 

Dr.  Giannini.  Yes;  we  have. 

Senator  Pastore.  Are  you  saying  that  these  facilities  will  not  be 
adequately  used  unless  there  is  some  Federal  help  and  the  question 
of  operation? 

Dr.  Giannini.  Yes.  I think  that  Dr.  Jordan  could  probably  address 
himself  to  that. 

Senator  Pastore.  I would  like  to  get  right  at  the  meat  of  the  nut 
here  if  we  could  possibly  do  it  without  a lot  of  words. 

Dr.  Jordan.  Mr.  Chairman,  I am  from  Memphis  and  in  relation 
to  this  particular  question,  we  are  about  two-thirds  operational  in 
spite  of  getting  some  help  from  the  maternal  and  child  health  service 
and  help  from  the  local  school  board,  some  help  from  the  local  United 
Fund  and  local  philanthropic  groups.  We  are  still  not  fully  operational 
nor  can  we  anticipate  we  can  go  any  further  with  this.  We  feel  we  are 
just  on  the  threshold  of  doing  a great  deal  more. 

We  are  disproportionately  restricted  without  being  able  to  finish 
out  our  funding.  We  feel  an  urgent  need  for  funding  under  the  title. 

63-792  O— 71— pt.  3 10 
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Senator  Pastore.  Were  you  folks  instrumental  in  the  law  that  was 
passed  with  reference  to  the  facilities? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  Why  didn’t  you  make  it  all  inclusive  at  that  time  ? 

Dr.  Giannini.  We  thought  we  had. 

Senator  Pastore.  Then  the  question  arose  as  to  Avhether  or  not  you 
could  receive  a grant  for  operational  purchases. 

Dr.  Giannini.  The  irony  is  that  title  I to  this  bill  did  get  a small 
appropriation,  but  title  II,  which  addresses  itself  specifically  to  uni- 
versity-affiliated programs,  did  not  get  an  appropriation  at  all  for 
those  3 years. 

This  would  be  the  type  of  legislation  that  would  allow  us  not  only 
to  coordinate  with  the  title  I part  of  this  bill,  but  also  in  the  final 
analysis  in  what  the  commitment  should  be  as  delivery  of  services  to 
the  retarded.  We  simply  cannot  have  delivery  of  services  to  the  re- 
tarded  without  manpower.  That  is  very  clear. 

We  must  have  facilities  in  order  to  bring  all  these  disciplines  to- 
gether in  order  to  bring  the  best  services  to  the  retarded. 

Senator  Pastore.  But  I understand  that  the  money  for  the  facili- 
ties was  provided. 

Dr.  Giannini.  Yes. 

Senator  Pastore.  On  a matching  basis,  but  the  money  for  the  services 
of  manpower  was  never  provided. 

Dr.  Giannini.  No. 

Senator  Pastore.  This  year  is  $37  million,  the  authorization? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  Would  that  be  on  a matching  basis  as  well? 

Dr.  Giannini.  Yes,  it  is  75  percent  Federal  to  25  percent.  Of  course, 
to  extend  one  point  on  further  construction,  there  are  many  States, 
such  as  your  own,  and  I am  very  familiar  with  the  problems  in  Rhode 
Island — I had  the  privilege  of  going  there  when  Governor  Fogerty 
was  so  involved — and  they  would  be  a very  keen  example  of  what 
other  States  would  like  to  do.  They  are  very  willing  to  support 
construction  programs  if  there  is  any  Federal  funding. 

That  is  the  reason  we  have  requested  in  this  testimony  $10  million 
for  operational  funds  and  $5  million  for  construction. 

Senator  Pastore.  As  against  the  $37  million. 

Dr.  Giannini.  Yes. 

Senator  Pastore.  That  is  the  appeal  you  made  to  the  House  com- 
mittee as  well  ? 

Dr.  Giannini.  Yes,  we  did. 

Senator  Pastore.  I am  sorry  for  the  interruption.  You  may  pro- 
ceed. 

Dr.  Giannini.  Actually,  that  is  about  what  I was  going  to  say.  I 
will  continue. 

It  may  sound  ironic,  but  if  we  spend  more  at  the  training  sources, 
so  we  will  need  to  spend  less  at  other  service  levels.  Many  of  the 
university-affiliated  facilities  are  still  understaffed  and  consequently 
are  not  able  to  move  ahead  to  train  a full  complement  of  new  per- 
sonnel nor  to  refine  their  procedures  for  doing  so.  We  are  at  a criti- 
cal juncture  in  the  university-affiliated  facilites  program. 

Unless  they  are  supported,  the  progress  we  have  made  will  likely 
not  continued  and  we  may  return  to  the  apathy  we  knew  before  these 
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promising  settings  were  constructed.  It  is  all  too  true  that  funding 
has  not  yet  been  provided  for  the  full  scale  programs  that  the  univer- 
sity-affiliated facilities  were  designed  to  fulfill. 

Although  the  results  produced  in  the  few  short  years  of  the  life  of 
the  university -affiliated  facilities  program  have  been  encouraging  (see 
report  of  the  secretary’s  committee  on  mental  retardation)  the  en- 
thusiasm with  wffiich  this  program  is  greeted  by  both  the  professional 
and  volunteer  dedicated  to  the  mentally  retarded,  has  not  been  shared 
by  the  fiscal  decisionmakers  within  the  Federal  Government. 

Nineteen  hundred  and  sixty-eight  was  the  last  fiscal  year  that  money 
was  appropriated  under  Public  Law  88-164  for  construction  of  uni- 
versity-affiliated facilities.  The  argument  that  university-affiliated  fa- 
cilities expect  funding  in  perpetuity  from  the  single  source  of  Public 
Law  91-517  is  answered  by  pointing  out  the  manner  in  which  the  uni- 
versity-affiliated facilities  have  responded  to  the  requirement  that  they 
seek  many  sources  of  funding.  University-affiliated  facilities  receive 
funding  from  a variety  of  sources.  Many  receive  funds  from  maternal 
and  child  health  departments,  under  the  authorization  of  section  511 
of  the  Social  Security  Act. 

Still  others  receive  funds  from  crippled  children’s  programs,  from 
States,  and  from  the  universities  themselves.  This  money  is  not,  in  and 
of  itself,  sufficient  to  cover  the  costs  involved  and  totals  only  one-third 
of  our  national  needs.  While  the  centers  themselves  are  aware  of  their 
governmental  mandate  to  seek  sources  of  funding  other  than  those 
provided  under  the  old  act,  or  the  new  act,  these  sources  are  not  mu- 
tually exclusive  and  should  not  be  “penalties”  to  funding  for  these 
additional  purposes. 

New  community  programs  are  being  dealt  with  in  title  I of  the  De- 
veloi^mental  Disabilities  Act.  This  is  the  first  time  that  services  for 
the  developmentally  disabled  have  been  given  high  priority.  This  is 
also  the  first  time  in  title  II  that  a separate  section  has  been  added 
permitting  the  granting  of  operational  and  training  funds  not  other- 
wise provided  under  existing  Federal  programs. 

It  is  significantly  clear  that  moneys  are  needed  for  the  operation  of 
those  university-affiliated  facilities  that  have  been  constructed  with 
F ederal  funding  as  well  as  with  university  funding  for  specific  train- 
ing programs,  and  nowhere  since  the  origin  of  this  1963  mandated 
legislation  have  funds  been  earmarked  for  the  operation  of  such  fa- 
cilities. 

In  order  to  fulfill  the  original  goals  set  for  university-affiliated  fa- 
cilities, an  appropriation  as  originally  authorized  in  title  II  is  urgently 
needed  to  create  the  stability  which  is  so  necessary  for  the  long-range 
potential  functioning  of  the  university-affiliated  facilities. 

Mr.  Chairman,  I am  sure  you  are  aware  of  the  authorization  of  an 
appropriation  of  $37  million  in  title  II  for  fiscal  year  1972.  May  I 
urge  your  subcommittee  to  appropriate  at  least  $15  million  for  the 
university- affiliated  facilites  programs,  $10  million  of  this  appropria- 
tion to  be  used  as  operational  funds  and  $5  million  for  construction. 

In  conclusion,  the  university- affiliated  facilities  construction  pro- 
grams fills  a long-existing  need  for  specialized  in-depth  training  and 
comprehensive  services  for  a large  group  of  persons  who  need  in- 
dividualized and  extensive  care  if  they  are  to  become  productive  and 
contributing  members  of  our  society. 
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Our  singular  goal — the  delivery  of  services  to  a developmentally 
disabled  person  and  his  family — can  only  be  achieved  with  the  provi- 
sion of  manpower  of  professionals  and  nonprofessionals.  But  in  the 
final  analysis,  our  commitment  in  delivery  of  services,  training  of  man- 
power, can  mean  only  this — we — with  our  combined  efforts — you  as 
the  legislators  and  we  as  the  professionals,  can  be  the  catalysts  in 
helping  the  developmentally  disabled  and  his  family  to  live  ydthin 
his  community  as  an  assimilated  member  of  society  and  allow  him  the 
equity  to  share  in  his  civil  and  human  rights. 

This  is  clearly  a need  for  manpower.  As  the  representative  of  the 
university-affiliated  facilities,  I trust  you  will  continue  to  share  our 
concern  and  interest,  and  provide  the  support  to  carry  out  our  mission. 

Mr.  Chairman,  if  there  are  any  questions  you  or  your  committee 
wish  to  ask,  the  executive  committee  and  I shall  be  happy  to  answer 
them. 

Senator  Pastore.  These  centers  for  institutes  or  universities  are 
ready  to  come  up  with  their  25  percent  ? 

Dr.  Giannini.  Yes,  indeed. 

We  have  made  a commitment  in  terms  of  our  teaching  program 
within  our  own  universities  and  with  other  universities  in  terms  that 
we  are  prepared  to  take  the  students  that  have  selected  mental  retarda- 
tion as  their  specialty  for  a number  of  years  in  the  future  in  order  to 
have  some  planning. 

Now  Ave  don’t  have  the  Avherewithal  to  carry  on  a proper  teaching 
program. 

Senator  Pastore.  The  one  thing  I want  to  get  at — of  course,  you 
gave  the  figure  of  40  percent.  I know  you  have  to  train  doctors,  even  in 
private  practice,  to  cope  with  this  very  highly  specialized  area.  But 
on  the  other  hand,  there  is  such  a need,  let’s  say,  among  people  who 
can’t  afford  to  go  to  a doctor  on  a private  basis  and  for  that  reason 
they  have  to  deal  through  a State  institution.  That  is  quite  common. 

In  some  instances,  of  course,  some  of  these  private  institutions  are 
so  expensive  that  most  families  of  course  find  themselves  quite  Aveary 
and  sometimes  grossly  disappointed  in  the  fact  that  they  cannot  pro- 
vide their  children  Avith  the  kind  of  training  that  they  need.  Much  is 
done  in  public  schools  and  a lot  is  done  in  State  institutions. 

What  are  the  procedures  for  commitment  that  once  a person  has 
received  this  kind  of  an  education  through  Federal  money  that  is 
provided  and  State  money  or  university  money  as  Avell  ? Is  there  any 
commitment  or  requirement  as  to  service  on  the  general  level  to  take 
care,  let’s  say,  of  the  retarded  poor  ? I think  the  retarded  rich  have  no 
difficulty  at  all  in  getting  the  best  kind  of  services.  They  can  buy  it. 
They  can  go  to  it,  if  they  need  go  to  a large  center  like  NeAv  York  and 
travel  a long  distance.  They  can  afford  to  do  it. 

But  it  is  those  families  that  don’t  have  the  necessary  AvhereAvithal 
that  are  confronted  Avith  this  problem  that  really  have  the  difficulty. 
They  turn  to  the  State. 

I remember  Avhen  I AA^as  Governor  I Avas  approached  by  certain  peo- 
ple in  the  church  who  Avere  very  much  interested  in  Avffiat  Ave  AA'ere  do- 
ing about  Mongoloid  babies.  At  that  time,  nothing  had  been  done  in 
my  State.  I built  a center  for  it  in  Rhode  Island.  I have  been  very 
much  interested  in  this  area.  I don’t  knoAV  Avhether  you  are  familiar 
Avith  it.  But  AA^e  had  Avhat  was  known  as  Pine  Harbor.  I think  you  are 
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familiar  with  that.  I visited  that  as  Governor  several  times.  I was 
amazed  at  the  fine  work  that  is  being  done. 

As  a matter  of  fact,  at  that  point,  I have  to  admit  that  I didn’t  know 
too  much  about  mental  retardation.  Most  people  don’t  know  much 
about  it  unless  they  are  confronted  with  it  in  their  own  family. 

Mliat  good  does  the  Lads  School  get  from  this  program?  Anyone 
can  answer  this  question.  I would  like  to  know  the  answer.  In  other 
words,  what  benefit  do  the  poor,  the  retarded  poor  get  from  this 
program  ? 

Dr.  Moser.  Mr.  Chairman,  I feel  very  strongly  in  the  same  way  that 
you  do.  Our  center  is  located  at  the  school.  But  we  are  physically  under- 
ground, the  equivalent  of  the  Lads  School.  At  our  training  center  a 
number  of  the  personnel  from  the  Lads  School  have  ^fisited.  Our  serv- 
ices are  directed  exclusively  toward  those  who  do  not  have  funds  for 
private  care. 

The  question  of  whether  a legal  requirement  should  be  made  for 
professionals  to  then  work  for  the  retarded  is  a very  complicated  one. 
But  we  have  found  that  given  the  opportunity  to  work  with  the  re- 
tarded, the  majority  of  our  trainees  enjoy  it  and  want  to  stay  in  the 
field. 

We  find  now  in  our  State  institution  there  is  a waiting  list  of  doc- 
tors, occupational  therapists,  physical  therapists  who  would  like  to 
join  the  reofolar  State  staff.  But  we  don’t  have  positions.  Previously, 
we  couldn’t  fill  more  than  two  out  of  five  of  our  positions. 

I think  given  this  kind  of  stimulus  and  opportunity  to  apply  tech- 
niques that  work,  I believe  that  compulsion  is  not  necessary.  1 think 
the  very,  very  significant  number,  40  percent  is  purposely  a conserv^a- 
tive  estimate,  will  voluntarily  choose  to  work  in  tliis  field. 

Senator  Pastore.  I know  that.  As  a matter  of  fact,  I had  a sorrow- 
ful exnerience  when  I was  Governor.  We  sent  a man  to  Harvard  to  be 
trained  in  advanced  cancer  research.  He  became  so  well  trained  that 
after  he  came  back  he  got  himself  another  job  in  another  State  where 
they  made  a better  offer  than  we  were  able  to  make. 

So,  you  see,  we  had  to  cut  the  program  out  after  that.  I wouldn’t 
want  that  to  happen  here.  I know  you  can’t  commit  people  to  give  you 
a guarantee.  But  I would  hope  there  would  be  a moral  responsibility 
on  the  part  of  those  who  are  trained  at  least  on  a visiting  basis  if  not 
on  a permanent  basis  to  give  back  a little  bit  to  the  poor  for  the  help 
that  was  extended  to  them  by  the  Federal  grants. 

Dr.  Moser.  As  perhaps  was  your  experience,  the  retarded  have  a 
very  strong  pull  on  the  professionals. 

Senator  Pastore.  This  is  therapists  and  other  people. 

Dr.  Giaxxini.  Yes.  I think  just  to  support  what  Dr.  Moser  said, 
this  is  a considered  commitment  before  these  individuals  take  this 
type  of  training  because  the  stipends  or  the  scholarship  portion  of  it 
is  on  a competitive  level.  I might  add  that  some  of  them  are  much 
more  attractive  financially  than  the  stipends  that  are  offered  for  the 
mental  retardation  training. 

So  I think  on  the  basis  of  just  calculated  dollars  and  cents  that  this 
is  a choice  that  is  premediated.  I also  believe  that  if  one  in  that  level 
in  the  graduate  level  chooses  to  spend  1 to  3 years  in  a specialty  such  as 
mental  retardation,  there  has  to  be  a commitment  for  some  kind  of 
future  planning. 
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Senator  Pastore.  Dr.  Giannini,  do  you  have  any  specific  data  that 
would  dramatize  your  case  by  putting  it  in  the  record  how  many  you 
have  trained  thus  far,  where  they  happen  to  be  and  the  goodness  com- 
ing from  it  ? Do  you  have  figures  on  that  ? 

Dr.  Giannini.  Yes. 

Senator  Pastore.  Have  you  ever  cited  those  figures  to  the  House 
committee  ? 

Dr.  Jordan.  Yes,  sir.  We  turned  these  into  an  outside  study  that 
was  done  by  Mr.  Meyer  who  turned  this  into  the  President’s  Com- 
mittee on  Ketardation. 

I would  like  to  emphasize,  Mr.  Chairman,  that  we  are  only  at  a 
phasing-in  stage.  These  were  preliminary.  We  are  only  part  way.  We 
are  phasing  into  a full  program.  So  these  figures  are  beginning  fig- 
ures, you  might  say. 

Senator  Pastore.  You  can  get  your  beginning  figures  and  put  them 
up  against  a need  that  exists.  That  would  dramatize  your  case.  I am 
not  trying  to  testify  for  you.  But  I am  very  much  interest  in  what 
you  say. 

PREPARED  STATEMENTS 

Would  you  want  to  say  anything  else?  We  will  put  your  statements 
in  the  record. 

(The  statements  follow:) 
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STATEMENT  BY  DR.  HUGO  W.  MOSER 


The  University  Aff iliate3  Center  which  I represent  is,  I believe 
an  example  of  a training  program  which  is  making  a significant  impact, 
on  services  for  the  development ally  disabled.  Our  Center  is  located 
on  the  grounds  of  the  oldest  residential  facility  for  the  mentally 
retarded  in  the  Western  hemisphere  and  is  affiliated  with  Harvard 
Medical  School.  We  have  developed  joint  training  programs  with  9 
institutions  for  higher  learning  in  the  Boston  area.  As  a result, 
over  80  skilled  teachers,  clinicians  and  investigators,  all  of  whom 
are  faculty  members,  are  based  at  this  institution.  Last  year  over 
1,000  college  or  post-graduate  students  have  worked  in  it.  The 
present  training  program  has  gone  a long  way  toward  meeting  the 
training  needs  for  this  one  institution  which  serves  2,000  patients. 
However,  there  are  5 other  residential  institutions  within  our  State. 
Three  of  these  are  in  dire  need  of  trained  professionals.  The  same 
holds  true  of  many  other  States.  The  additional  funds  requested 
under  Title  II  of  the  Developmental  Disabilities  Act  will  make  it 
possible  to: 

(1)  Train  a sufficient  number  of  professionals  to  serve 
the  needs  of  all  the  residential  facilities  within  our  State. 


1634 


(2)  Develop  and  evaluate  effective  rehabilitative  procedures 
which  can  be  applied,  at  realistic  cost,  in  other  institutions  which 
at  this  time  provide  only  custodial  services. 

(3)  Develop  a resource  facility  in  which  our  faculty  and 
trainees  can  provide  for  patients  in  all  of  ourState  Institutions 

for  the  development ally  disabled,  services  in  Orthopedics,  Ophthamology, 
Oral  Surgery,  Genetics,  Audiology  and  Psychology.  Experience  with 
our  present  limited  program  clearly  demonstrates  that  in  this  way 
the  University  Affiliated  Center  can  train  the  professionals  who  are 
now  so  scarce  and,  at  the  same  time,  help  meet  important  unfulfilled 
service  needs. 
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STATEMENT  OF  DR.  JORDAN 

In  addition  to  the  statements  you  have  received  from  other  members 
of  our  Association,  I would  like  to  emphasize  that  as  the  University 
Affiliated  Training  Centers  have  begun  to  Implement  the  concept  of 
interdisciplinary  training  and  service  we  find  ourselves  on  the 
threshold  of  accomplishing  much  more  than  anticipated.  Full 
operation  of  these  Centers  will  not  be  possible,  hov;ever,  without 
the  proposed  funding  under  Title  II  of  the  Developmental  Disabilities 
Act . 

In  spite  of  continued  support  from  the  Maternal  and  Child  Health 
Service,  local  school  boards.  United  funds,  and  local  philanthropic 
funds  there  remain  gaps  in  our  program  which  disproportionately  limit 
the  productivity  of  University  Affiliated  Training  Centers. 

The  benefits  stemming  from  University  Affiliated  Training  Centers 
to  many  University  training  programs  and  the  long  range  stimulus 
given  to  the  development  of  community  services  to  the  disabled,  as 
well  as  the  direct  service  given  to  the  disabled  and  their  families, 
cannot  be  overemphasized. 

We  trust  that  Title  II  appropriations  would  not  be  a substitute 
for  other  funding  for  programs  for  the  developmentally  disabled. 
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MANPOWER  PLACEMENT  PERCENTAGE 

Senator  Pastore.  I will  refer  this  to  Mr.  Magnuson  who  couldn’t 
be  here  today. 

Dr.  Giannini.  We  are  very  happy  we  have  had  an  opportunity  to 
testify  before  you.  It  certainly  sounds  like  you  have  an  understanding 
of  what  we  have  to  say. 

Senator  Pastore.  I think  you  ought  to  dramatize  the  record  and 
especially  show  the  need. 

Dr.  Giannini.  We  ceitainly  hope  that  the  committee  will  consider 
what  our  proposal  has  been  and  hopefully  there  will  be  some  appro- 
priation for  1972.  Our  fears  are  that  if  we  don’t  get  an  appropriation 
for  1972,  we  probably  won’t  get  it  for  1973  and  that  will  be  the  end 
of  a beautiful  piece  of  legislation  that  could  have  brought  the  delivery 
of  services  to  maturity  for  the  men  tally  retarded. 

Senator  Pastore.  I will  see  that  it  comes  to  the  attention  of  the 
committee.  Thank  you  very  much. 

STATEMENT  OF  ARNOLD  S.  LEONARD,  M.D.,  ASSOCIATE  PROFESSOR 
OF  SURGERY,  HEAD,  PEDIATRIC  SURGERY,  UNIVERSITY 
HOSPITALS,  MINNEAPOLIS,  MINN. 

Public  Health  Service:  Child  Health  Care  Services 

Senator  Pastore.  Our  next  witness  is  Jackie  Kilgore.  Is  Jackie 
Kilgore  present  ? 

We  will  go  to  the  next  one.  Mr.  Frederick  Jaffe?  He  hasn't  arrived 
yet.  Next, 

Dr.  Arnold  S.  Leonard? 

Senator  Pastore.  We  are  honored  to  have  you.  Doctor. 

Dr.  Leonard.  Mr.  Chairman,  I would  like  to  thank  you  for  the 
honor  to  appear  before  this  committee. 

I am  speaking  for  the  budget  for  material  and  child  health  care 
services  of  the  Health  Service  and  Mental  Health  Administration  of 
the  Public  Health  Service.  There  is  a critical  need  at  the  present  time 
for  emergency  funding  through  the  maternal  and  child  health  services 
for  regional  facilities  in  the  United  States  to  decrease  infant  mortality, 
especially  in  the  rural  and  outlying  communities. 

This  has  much  to  do  with  the  mental  health  program  as  far  as 
decreasing  the  mental  health  problem,  as  you  will  see  in  a minute. 

The  statistics  from  the  Public  Health  Service  in  1967,  and  also  in 
1968  and  1969,  demonstrate  that  we  are  actually  14th  in  the  world  in 
infant  mortality  under  the  age  of  1 year.  This  means  the  number  of 
deaths  per  1,000  live  births. 

These  statistics  were  actually  compiled  by  the  Bureau  of  Health, 
Education,  and  Welfare,  and  also  represent  the  collections  by  the 
World  Health  Organization. 

So  they  are  at  least  what  we  have  available  today.  When  we  ques- 
tion the  number  of  the  countries  which  we  do  not  have  control  of, 
the  method  of  collection  of  statistics,  we  should  take  cognizance  of 
the  problem  in  our  own  country.  We  are  really  not  doing  the  best  job. 
It  is  more  important,  therefore,  to  consider  the  problem  in  any  given 
State  or  region  where  statistics  are  significant.  The  outlying  regions, 
or  even  in  poor  indigent  areas  within  cities,  the  outlying  regions  have 
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a mortality  of  30  to  35  per  1,000  in  contrast  to  area  where  the  most 
modern  standards  of  care  are  available,  where  the  mortality  has 
decreased  between  12  and  15  per  1,000. 

Funds  are  necessary,  therefore,  to  establish  regional  centers  where 
transportation,  communication,  and  excellent  intensive  care  facilities 
can  be  instituted  in  order  to  handle  this  problem. 

Although  infant  mortality  is  actually  reflected  by  the  prenatal  care 
and  the  maternal  delivery  standards,  once  the  infant  is  bom,  the 
problem  really  exists  and  one  must  deal  with  the  situation  at  hand  in 
the  most  efficient  manner. 

There  is  a very  important,  treatable,  critical  factor  that  has  led 
to  significant  life  again,  and  that  is  the  prevention  of  the  deterioration 
phase  of  the  infant  once  it  is  born  with  a salvageable  condition  to  the 
time  it  reaches  a regional  facility  for  proper  care. 

In  other  words,  the  low  temperatures,  the  shot,  the  respiratory  dis- 
tress that  progresses  when  inadequate,  small,  understaffed  facilities  in 
the  majority  of  instances,  in  the  small  area,  the  indigent  areas  and 
communities  in  the  States,  if  the  process  is  instituted  in  72  hours,  this 
can  be  treated. 

To  study  this  problem,  we  have  instituted  a transportation  commu- 
nication system  and  a computerized  intensive  care  facility  for  the  five 
State  region.  We  have  extended  an  arm  to  the  border  areas  and  out- 
lying communities  and  rural  areas  where  the  physician  cannot  han- 
dle the  newborn  infant  with  special  problems.  It  is  the  lack  of  oxygen 
in  the  newborn,  the  untreated  shock  for  the  shift  of  fluids  that  occurs ; 
for  example,  during  the  blockage  of  the  intestine  from  various  abnor- 
malities and  infections  in  the  breathing  system,  that  cause  the  main 
problems. 

The  individuals  transferred  immediately  have  the  best  chance  for 
survival  and  complete  cure.  These  are  the  individuals  who,  if  they  are 
left,  have  brain  damage  and  left  in  our  mental  institutions  with  the 
real  problems. 

Where  disintegration  that  occurs  after  72  hours,  the  infant  system 
becomes  acidotic,  severely  damaged  and  the  salvage  rate  is  poor.  The 
whole  key  to  this  is  early  communication  with  the  local  physician  and 
transportation  to  prevent  this  deterioration. 

The  system  we  have  proposed  is  that  a physician  may  call  from  an 
outlying  area  within  30  minutes  with  a plane  with  an  intern  and  spe- 
cial equipment  is  immediately  sent  out  to  the  area.  The  intern  that 
accompanies  the  physician  to  the  local  hospital — they  donfi  brina:  the 
baby  to  the  airport — where  special  preparations  are  instituted  and  then 
are  flown  back  to  our  specialized  care  unit.  This  area  is  extended  to 
North  and  South  Dakota,  Wisconsin,  Montana,  Minnesota,  and  por- 
tions of  Iowa.  Transportation  is  available  to  the  entire  area  for  acute 
pediatric  emergencies  at  no  cost  to  the  family. 

This  is  important,  because  the  parents  are  young,  they  cannot  afford 
this,  they  are  indigent  and  no  matter  how  much  you  try,  the  trans- 
portation systems  for  instance  by  ground  are  extremely  expensive.  In 
fact,  we  can  fly  much  less  expensively  than  we  can  by  land  transporta- 
tion. 

This  system  is  funded  in  part  by  private  sources  which  are  dwin- 
dling. Help,  therefore,  is  requested  from  the  Government. 
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It  is  interesting  as  a side  note  that  the  ‘‘haste”  program,  a trans- 
portation program  set  up  as  kind  of  a pilot  jDroject  through  the  Gov- 
ernment in  our  State  was  funded  at  $200,000.  They  took  in  20  patients. 
This  system  cost  $10,000  per  patient.  Inefficiency  was  the  key. 

In  our  system,  we  hire  just  a basic  charter  service  and  it  costs  ap- 
proximately $100  to  $200  per  patient.  In  other  words,  for  the  entire 
region  one  could  get  along  nicely  on  $30,000  or  $10,000  a year  for  a 
couple  of  hundred  patients. 

If  one  figures  the  salvage  rate  per  year,  it  certainly  justifies  cost  on 
this  basis. 

Senator  Pastore.  How  long  has  this  system  been  in  existence  in 
this  area  ? 

Dr.  Leonard.  It  is  now  3 years.  The  last  year  and  a half  we  brought 
in  close  to  200  babies. 

Senator  Pastore.  They  might  have  been  permanently  damaged  for 
the  rest  of  their  lives. 

Dr.  Leonard.  That  is  right.  The  whole  system  depends  on  com- 
munication and  transportation.  Besides  the  transportation  system  it- 
self, another  very  critical  problem  is  the  funding  of  the  sick  infant, 
once  it  gets  into  the  intensive-care  unit.  This  may  startle  you,  but  in- 
fant intensive  care  costs  approximately  $300  per  day.  Three  years  ago, 
when  we  set  up  our  department,  we  developed  a specific  intensive-care 
facility  which  is  completely  computerized. 

Senator  Pastore.  Why  does  it  cost  so  much  ? 

Dr.  Leonard.  It  is  because  of  the  specialized  nursing,  paramedical 
personnel,  the  amount  of  equipment,  the  tests  necessary  on  a minute-to- 
minute  basis.  This  is  different  than  the  adult  intensive  care  which  costs 
about  $150  per  day. 

It  is  almost  double  that  for  infant  intensive  care. 

We  have  computerized  systems  for  measuring  output  of  the  heart, 
regulation  of  respiration,  chemistry,  and  systems  where  small  quanti- 
ties of  blood  can  be  measured  quickly  and  immediately.  These  intensive- 
care  systems  like  the  transportation  communication  systems  have  been 
expensive,  but  instrumental  in  salvage  of  these  infants. 

The  computer  system  has  been  actually  funded  by  both  the  hard- 
ware and  software  by  health  care  technology  as  a private  project  at 
the  cost  of  $250,000.  There  is,  however,  only  $450,000  appropriated  for 
the  entire  country  for  intensive-care  facilities  for  the  next  year’s  budget 
to  include  all  the  modalities  mentioned,  which  really  is  far  deficient, 
much  less  than  the  country  needs,  especially  if  you  are  going  to  set  up 
regional  programs. 

I feel  this  should  be  increased  on  the  basis  of  demonstration  of  our 
regional  program  and  several  regionial  projects  should  be  set  up  in 
this  country. 

The  $450,000  obviously  is  not  a large  budget  because  it  only  takes 
care  of  a few  intensive-care  units  in  the  country.  We  should  remember 
again,  that  we  are  not  salvaging  just  sick  infants,  but  actually  curing 
many  of  the  infants  by  these  regional  health  care  systems  for  special 
care  problems  so  that  they  may  become  good  citizens. 

Senator  Pastore.  I understand  you  say  $450,000  has  been  earmarked 
for  this  purpose. 

Dr.  Leonard.  That  is  right. 

Senator  Pastore.  How  much  do  you  think  it  ought  to  be  ? 
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Dr.  Leonard.  I think  we  should  have  10  times  that  amount.  I think 
that  this  is  for  basic  intensive  care  facilities  that  should  be  set  up  on  a 
regional  basis  throughout  the  United  States.  Most  of  the  intensive 
care  facilities  are  not  adequate,  according  to  our  standards,  for  taking 
care  of  this  type  of  situation,  if  it  was  integrated  with  the  communica- 
tion transportation  problem  to  outlying  areas. 

This  is  what  we  really  need,  an  integrated  system  of  this  entire 
approach  because  what  has  happened  is  there  has  been  a duplication  of 
efforts  in  every  city  in  the  United  States.  There  are  several  little  inten- 
sive care  facilities  which  are  undermanned  and  not  doing  the  job. 

What  it  needs  is  a basic  area  with  well  trained  nurses,  well  trained, 
with  excellent  equipment,  so  the  entire  project  should  go  to  regional 
areas.  We  have  this  actually  in  our  own  cities  in  Minneapolis  and  St. 
Paul.  We  have  smaller  areas  that  have  maybe  five  or  six  care  beds. 
You  have  got  to  have  round-the-clock  care  for  these  babies.  There  has 
to  be  a large  group  of  integration  of  individuals,  a critical  mass  of 
individuals  to  work  together  on  these  infants.  Otherwise,  mistakes  are 
going  to  be  made  again  and  these  individuals  are  going  to  be  left  in 
mental  institutions. 

There  is  another  very  large  problem  and  that  is  that  the  crippled 
children's  services,  although  the  money  usually  runs  out  in  January,  not 
just  for  the  emergency  services,  but  for  the  regular  crippled  children’s 
problems  that  occur  in  our  country.  I think  there  is  an  allocation  for 
$64  million  on  this  basis. 

It  is  really  necessary  to  maintain  these  children  also  with  nonemer- 
gency conditions.  Every  year  these  patients  have  to  wait  once  this 
funding  is  ended  by  January  for  another  6 months  until  we  can  go 
ahead  and  repair  these  children.  So  both  physically  and  psychologi- 
cally, harm  occurs. 

We  have  demonstrated  in  the  past  3 years  a better  infant  salvage 
rate  of  the  200  infants  we  have  transported  from  the  region  of  critical 
problems.  So  that  regional  areas  can  and  should  be  set  up  and  funded 
in  order  to  gain  significant  man-years  for  our  population. 

The  alternative  is  leaving  sick  infants  in  their  local  communities 
deteriorating  and  susceptible  to  hypoxia,  or  decreased  oxygen  to  the 
brain  of  these  individuals.  They  end  up  in  mental  institutions  unfit 
to  work  in  the  community  and  for  citizenship  and  a significant  finan- 
cial burden. 

Thus,  we  would  ask  for  funding  for  the  transportation-communica- 
tion system ; intensive  care  facilities ; allocations  for  the  entire  crip- 
pled children’s  services  to  be  allocated  over  the  entire  year,  enough  so 
they  don’t  end  in  a very  short  period ; and  special  funding  for  critical 
special  intensive  care  problems  for  those  infants  requiring  large  sums, 
$20,000  to  $40,000  for  an  infant  to  go  through  this  entire  process. 

I Avould  like  to  add  one  addendum : To  thank  the  Armed  Forces,  at 
least  the  Air  Force,  who  come  to  our  area  when  the  weather  is  bad 
and  help  transport  some  of  these  infants  for  us. 

Thank  you. 

Senator  Pastore.  Have  you  ever  discussed  this  matter  with  the 
executive  department,  the  head  of  the  health  services  ? 

Dr.  Leonard.  We  have  gone  through  the  Children’s  Bureau. 
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Senator  Pastore.  Have  you  ever  discussed  this  matter  with,  let’s 
say,  the  Public  Health  Service  ? 

Dr.  Leonard.  No. 

Senator  Pastore.  You  see,  we  make  a blank  authorization  and  fund- 
ing for  project  grants.  They  allocate  this  money  according  to  a dis- 
cretion that  they  exercise. 

As  I understand  it,  the  $450,000  is  the  decision  that  they  make  on 
earmarking.  You  say  you  need  10  times  as  much.  That  means  $4% 
million. 

Dr.  Leonard.  That  is  right.  That  is  not  just  for  our  project.  It  is 
for  the  country  if  they  were  to  set  up  this  type  of  system. 

Senator  Pastore.  That  is  what  I am  talking  about.  You  are  inter- 
ested in  this  on  a nationwide  basis. 

We  will  take  this  under  advisement.  I will  see  that  it  is  brought 
to  the  attention  of  the  chairman.  This  is  like  everything  else.  An  ounce 
of  prevention  is  worth  a pound  of  cure.  If  these  children  are  damaged 
because  of  lack  of  oxygen  and  become  mentally  retarded,  that  is  an 
added  responsibility  that  is  even  more  expensive.  It  could  be  penny- 
wise and  pound-foolish.  No  question  about  it. 

But  I would  hope  that  at  some  juncture  you  professional  people 
would  get  together  with  your  professional  people  downtown  and 
see  if  they  can’t  allocate  this  money  in  a better  fashion. 

The  budget  estimate  for  this  coming  fiscal  year  is  $90.3  million. 
He  has  to  allocate  that  to  the  priorities,  he  feels,  are  necessary.  If  it 
is  a question  of  asking  for  more  money,  they  ought  to  come  up  here 
and  ask  for  more  money.  I have  no  way  of  saying  here,  and  I don’t 
think  anybody  on  this  committee  has  a way,  of  knowing  whether 
$450,000  is  too  little  or  $4.5  million  is  too  much. 

You  see  the  point  I make.  This  has  to  be  studied. 

Dr.  Leonard.  This  is  in  process  now.  I am  sure  that  the  next  budget 
that  comes  through  will  have  a much  larger  increase  for  this  particular 
amount,  because  it  has  been  going  through  the  maternal  and  child 
health  care  services.  Obviously,  as  you  say,  we  will  have  to  get  to  a 
different  area  to  get  the  whole  integrated  project  funded  as  it  should  be. 

PREPARED  STATEMENT  AND  ATTACHMENTS 

Senator  Pastore.  We  are  especially  honored  and  privileged  to  have 
had  you.  Dr.  Leonard.  I will  see  that  the  material  you  have  submitted 
here  will  all  go  in  the  record. 

(The  statement  and  attachments  follow :) 
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I am  speaking  for  the  budget  for  Maternal  and  Child  Health  Services  of  the  Health  Service 
and  Mental  Health  Administration  of  the  Public.  Health  Service.  There  Is  a critical  need  for 
emergency  funding  through  the  Maternal  and  Child  Health  Services  for  regional  facilities  In  the 
United  States  to  decrease  Infant  mortality,  especially  In  the  rural  and  outlying  communities. 

Statistics  from  the  Public  Health  Service  In  1967,  demonstrate  we  are  14th  In  the  world  In 
Infant  mortality  under  one  year  of  age  (Chart  1:  At  20.7  deaths  per  1,000  live  births).  These 
statistics  were  compiled  by  the  Statistics  Bureau  of  Health,  Education,  and  Welfare,  and  represent 
collections  by  the  World  Health  Organization. 

Although  one  may  question,  especially  In  the  number  of  countries  which  we  do  not  have  control 
of,  the  method  of  collection  of  statistics,  we  should  take  cognizance  of  the  problem  In  our  own 
country.  We  are  not  doing  the  best  job.  It  Is  more  Important,  therefore,  to  consider  the  problem  In 
any  given  state,  city,  or  region,  where  statistics  are  significant.  The  outlying  regions,  or  poor 
Indigent  areas  within  cities,  carry  mortalities  of  30  and  35  per  1,000  In  contrast  to  regional  areas 
where  most  modern  standards  of  care  are  available;  the  mortality  has  decreased  to  12-15  per  1,000» 
Funds  are  necessary  to  establish  centers,  therefore,  where  transportation,  communication,  and 
excellent  intensive  care  facilities  can  be  instituted  in  order  to  handle  this  problem. 

Certainly  Infant  mortality  Is  reflected  also  by  prenatal  care  and  maternal  delivery  standards. 
However,  once  the  Infant  is  conceived  and  born,  the  problem  exists,  and  therefore  one  must  deal 
with  the  situation  at  hand  in  the  most  efficient  manner.  Multiple  congenital  abnormalities, 
prematurity,  and  irreparable  cardiac  defects  account  for  a portion  of  mortality  which  in  many 
instances  cannot  be  salvaged.  However,  there  Is  an  Important  treatable,  critical,  factor  that  has 
led  to  significant  life  gain,  and  that  is  the  prevention  of  the  deterioration  phase  of  that  Infant  from 
the  time  it  is  born  with  a salvagable  condition  to  the  time  It  reaches  a regional  facility  for  proper 
care.  The  hypothermia  or  low  temperature,  shock,  respiratory  distress,  that  progresses  In  inadequate, 
small,  under-staffed  facilities  can  be  treated  in  a majority  of  instances  today  if  proper  care  Is 
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instituted  within  the  first  seventy-two  hours  of  life„ 

To  study  this  problem,  in  the  lost  three  years  at  the  University  of  Minnesota  we  have  instituted 
a transportation  communication  system  and  a computerized  intensive  care  facility  for  the  five-state 
region.  We  have  extended  an  arm  to  the  border  areas  and  outlying  communities  and  rural  areas  where 
the  physician  cannot  handle  the  newborn  infant  with  special  problems.  It  is  the  lack  of  oxygen  in  the 
newborn,  the  untreated  shock  from  the  shift  of  fluids  that  occurs;  for  example,  during  blockage  of  the 
intestine  from  various  abnormalities,  and  infections  in  the  breathing  system,  that  cause  the  main 
problems.  We  have  found  after  the  transfer  of  over  200  Infants,  from  rural  and  outlying  communities, 
in  the  last  year  and  one-half,  that  those  individuals  who  are  transferred  immediately  had  the  best 
chance  for  survival  and  complete  cure.  Where  disintegration  of  the  condition  occurred  after  a 72-hour 
period,  when  the  infant's  system  became  acldotic  and  was  severely  damaged,  then  the  salvage  was 
poor.  Early  communication  with  the  local  physician  and  transportation  thus  were  instrumental  in 
preventing  deterioration.  Our  system  is  programmed  so  that  a physician  may  call  from  the  outlying 
area  and  within  30  minutes  a plane  with  an  intern  and  special  equipment  is  sent  to  the  region.  The 
intern  accompanies  the  physician  to  the  local  hospital  where  special  preparation  of  intravenous 
catheters,  intestinal  suction,  etc.  are  instituted  before  flight.  Then  the  infant  is  flown  back  to  our 
specialized  care  unit.  This  service  is  extended  in  our  area  to  North  Dakota,  South  Dakota, 

Wisconsin,  Montana,  Minnesota,  and  portions  of  Iowa.  The  transportation  portion  is  available  to 
the  entire  area  for  acute' pediatric  emergencies  at  no  cost  to  the  family.  This  system  is  funded  in  the 
most  part  by  private  resources  which,  as  has  happened  elsewhere,  is  dwindling.  Help,  therefore,  is 
requested  from  the  Government. 

It  is  interesting  as  a side  note,  that  recently  a so-called  "Haste"  transportation  system  was 
funded  by  the  Government  for  $200,000.  Twenty  or  so  patients  were  handled  by  this  system  and  this 
amounted  to  approximately  $10,000  per  patient.  Inefficiency  was  the  key.  Our  emergency  services 
can  be  handled  on  the  basis  of  a charter  service  with  a plant  that  is  not  actually  hired  full  time  by 
the  Government,  as  was  the  latter  system.  We  can  go  to  the  border  of  other  states  for  less  than 
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$200  per  patient-.  In  other  words,  in  one  year  to  handle  the  emergencies  in  our  entire  region,  we 
could  get  along  nicely  on  $30,000  to  $40,000.  If  one  figures  the  salvage  rate  per  year  and  the  work 
years  (70-80)  for  these  infants,  this  certainly  justifies  the  cost  on  this  basis. 

Besides  the  transportation  system  itself,  another  very  critical  problem  again  is  the  funding  for 
these  very  sick  infants  in  intensive  care.  Infant  intensive  care  costs  approximately  $300  per  day. 
Because  of  the  specialized  nursing  paramedical  personnel,  the  amount  of  equipment,  and  tests  that  are 
necessary  on  a minute-to-minute  basis  for  salvage  of  these  tiny  infants,  this  treatment  process  becomes 
the  most  expensive  medical  care  today.  Yet  we  are  dealing  for  70  to  80  years  of  life  with  these 
babies  so  we  feel  that  it  is  well  worthwhile. 

We  have  a computerized  system  for  measuring  output  of  the  heart,  cardiograms,  regulation  of 
respirations,  temperature,  and  microchemistry  systems  where  small  quantities  of  blood  can  measure 
vital  chemistries  in  the  body.  These  intensive  care  systems  like  the  transportation-communications 
program,  have  been  expensive  but  have  been  instrumental  in  salvage  of  these  infants.  The  cost  of 
the  computer  hardware  and  software  has  been  funded  by  Health  Care  Technology  as  a pilot  project 
at  a cost  of  $250,000. 

There  is,  however,  only  $450,000  appropriation  for  the  entire  country  for  intensive  care 
facilities  for  the  next  year's  budget  to  include  all  of  the  modalities  mentioned.  I feel  this  should 
be  increased  on  the  basis  of  the  demonstration  of  this  regional  program  for  several  regional  projects 
in  the  country.  This  is  not  a large  budget,  for  it  takes  care  of  only  a few  intensive  care  units  in 
the  country.  Judging  the  way  money  is  spent  on  other  projects,  I feel  that  more  money  should  be 
placed  in  this  type  of  appropriation  for  salvage  of  these  infants  for  this  integrated  approach.  We 
should  remember  we  are  not  salvaging  just  sick  Infants,  we  are  actually  curing  many  of  these  infants 
by  this  regional  emergency  health  delivery  system  for  special  care  problems  so  that  they  may  become 
good  citizens. 
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Financially,  there  is  another  important  problem.  The  Crippled  Children's  Services  have  alerted 
the  physicians  in  our  area  to  our  project.  However,  we  all  know  that  our  Crippled  Children's  money 
usually  runs  out  in  January,  so  that  only  emergency  services  for  only  the  very  critical  can  be  paid  for 
on  the  present  al location » The  large  cost  of  extended  care  of  this  nature  attests  to  the  financial 
problem.  It  is  not  uncommon  for  infants  with  severe  respiratory  distress,  cardiac,  or  severe  congenital 
abnormalities  to  have  bills  in  the  range  of  $20,000  to  $40,000.  Funding,  however,  is  also  necessary 
to  maintain  children  with  non-emergency  conditions  such  as  elective  cardiac,  orthopedic,  cleft  lips 
and  palates,  etc.  These  children  must  wait  their  turn  every  year  while  deterioration  physically  and 
psychologically  occurs.  More  appropriations  must  be  allocated  for  a smooth  and  integrated  approach. 

In  summary,  it  takes  an  integration  of  several  services  to  fund  operations  for  both  the  critically 
ill  and  the  crippled  children  smoothly  throughout  an  entire  year.  We  feel  that  we  have  demonstrated 
in  the  past  three  years  a better  infant  salvage  rate  of  the  200  infants  vje  have  transported  from  the 
region  with  critical  problems,  so  that  regional  areas  can  and  should  be  set  up  and  funded  in  order  to 
gain  significant  man  years  for  our  population. 

The  alternative  is  leaving  sick  infants  in  their  local  communities  deteriorating  and  susceptible 
to  hypoxia  or  decreased  oxygen  to  the  brain  of  these  individuals.  They  end  up  then  in  mental 
institutions  unfit  for  work  in  the  community  and  for  citizenship  and  a significant  financial  burden. 

In  closing,  we  would  ask  for: 

1 . Transportation-communication  system  funding 

2.  Intensive  care  facility  funding 

3.  Increased  allocations  for  Crippled  Children's  Services 

4.  Patient  funding  for  critical  special  problems 

I would  like  to  extend  my  thanks  to  the  Armed  Forces,  especially  to  the  Air  Force,  who  when 
the  weather  systems  were  severe,  came  with  their  jets  to  help  transfer  these  infants. 
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u.  s.  DEPAnT;:):;rr  of  hfai/)!!,  j:ducat'jo:j,  afd  welfare 

I’ublic  Heal. t-h  Service 

Health  Services  and  Kenial  Healtli  Adciiri  i stra  t ion 
- National  Center  for  Hca] th  Statistics 
Division  of  Vital  Statistics 


Infant  Mortality  Rates;  Selected  Countries,  5969 
> 


(Rates  are 

deat])s  under  one  year  of  age  per  1,000 

live  births) 

Ran): 

Country 

Ka  te 

1 

Sweden  (190?) 

12.9 

2 

Netherlands 

•-13.1 

3 

iJorv.’ay  (1968) 

13.7 

4 

Finland 

13.9 

3 

J:;pan 

v'0.5.3 

6 

Densiar)<  (1  967) 

^^15.8 

7 

S-ait::erl::n:;  (1960) 

IC.l 

8’ 

FmnfGfe'' 

•M6.4 

9 

]’ev  Zealand 

3 6.9 

10 

Au  s t r a 1 in  (1 9 63) 

•'"17.8 

11 

8 n i t C' d I'v  i n g c os'.  ( 1. 9 68) 

•>18.S 

12 

Eastern  Gerr.any  (1968) 

(Including  East  Eerlin) 

20.4 

13  ' 

Ireland 

20.6 

8NITED  STATES 

^•20.7 

15 

Canada  (1968)  . 

20.8 

J5 

Singapore 

••^^20.8 

17 

Federal  lU'-pul)lic  of  Gennnny  (Ir 

63)  22.8 

18 

Belgium  (1967)  • 

22.9 

18 

Czeclioslovakia 

*22.9 

20 

Israel 

•‘^23.0 

21 

Austria 

*25.4 

22 

Union  of  Sov.  Soc.  Rep.  (1968) 

^26.4 

23 

Spain 

*29.8 

r\  ! 

/ M 

Ttxilyy 

. *30.3 

25 
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BY  LEWIS  COPE 

Minneapolis  Tribune  Staff  Writer 

Doctois  at  the  Univcrsit3' 
of  Minnesota  are  pioneering 
a new  concept  for  monitor- 
ing critically  ill  newborn  in- 
fants. 

They  have  developed  a 
computerized  monitoring  cart 
for  use  in  the  University  EIos- 
pitals  infant  intensive  - care 
ward. 

To  make  this  possible, 
however,  they  first  had  to 
meet  the  challenge  of  de- 
veloping a miniaturized 
blood-flow  system.  An  infant 
has  precious  little  blood. 
Only  the  tiniest  amount  can 
be  taken  out  of  the  body 
during  monitoring. 

In  all,  the  cart  can  keep  a 
close  watch  on  a newborn 
baby’s  heart,  lungs,  arteries, 
veins,  and  other  ' critical 
body  systems. 

“WE  BELIEVE  this  can 
play  an  important  role  in 
our  overall  effort  to  reduce 
infant  mortalitj',’’  said  Dr. 
Arnold  Leonard,  chief  of 
pediatric  surgery'  and  head 
of  the  development  effort. 

The  cart  is  so  new  that 
only  two  infants  have  been 
monitored  on  it  so  far. 


Minneapolis  Tribune  Piioto  by  Kent  Kobers'.eeri 

COIUPUTERIZED  CART  biONlTORED  GIRL  DURING  HEART  PROCEDURE 
Paper  printout  at  left,  tube  in  center  told  how  she  was  doing 


f 

I 


One  was  a boy  born  with 
a bad  heart,  the  other  a girl 
with  the  dread  lung  disorder 
called  hyaline  membrane  dis- 
ease. This  is  the  lung  prob- 
lem that  took  the  life  of 
Patrick  Kennedy,  the  late 
president’s  son. 

In  addition,  the  cart  had 
been  used  to  monitor  a 5- 
year-old  girl  while  catheters 
were  threaded  into  her  ail- 
ing heart. 


ALL  THREE  patients  are 
making  good  progress. 


“\Vc  expect  to  use  the  carl 
with  many  of  our  critically 
ill  infants  now,’’  Dr.  Leon- 
ard said.  Me  said  he  has  high 
hopes  that  tl'.c  concept  wilt 
be  picked  up  by  other  major 
medical  centers. 

The  monitoring  system 
watches  an  infant’s  icspira- 
tion,  tcnip:'rature  and  blood 
pressure.  It  takes  a continu- 
lous  electrocardiogram  of  the 
' heart.  ; 
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Lu:';lo''!e  key  iK'pe  i.-c: 

) ihcyikecss  c;.;n  he  prcvciucd 

S’.'S- 


oui]ji)l — ]:o\v  rnucli  blood  Ijr-’ 
lieaiL  is  pumping. 

“ALL  THL  informalion  i.'; 
^ printed  on  a sliest  of  paper” 
that  conics  out  of  the  cart, 
and  it  also  can  be-  dis]>layc:i 
on  a cati}ode-ra3'-tube  screen, 
Dr.  Leonasd  noted. 

Similar  mojiitoring  cqui])- 
ment.  exists  for  adults.  In 
fact,  the  new  cart  is  based 
• on  a monitoring  unit  for 
adult  shock  patient.'^  devcl- 
Joped  by  Dr.  Richard  Lillehci, 
■.another  surgeon  at  tlie  uni- 
versit}’. 

■ Tlie  problem  in  monitoring 
a baby’s  cardiac  output  is 
this; 

In  adults,  a small  amount 
of  blood  is  removed  froin  the 
patient  during  the  monitoring 
process  (to  see  how  lanidly 
dye  injected  into  the  blood- 
stream is  pumped  through 
the  heart).  But  n c w born 
babies  have  so  little  blood  in 
their  bodies  that  this  would 
,be  very  risk^e 

I WORKIXG  in  Dr.  Leon- 


a baby’s 
to  be  monitored  “al- 
.most  wilh.out  losit.g  a drop.” 

The  computer  is,  very  im- 
portant to  any  such  mcmitor- 
ing  process,  the  doctor  ex- 
plained. U calcul.v.es  for  the 
doctors  j;ct  only  how  ^■.'c]l 
the  patient’s  hrail  is  vrork- 
ing,  but  also  liow  much  re- 
sistance tlia  arteries  and 
veins  are  giving  to  the  flow 
of  blood. 

Dr.  Leon-ard  said  the  prob- 
lem involved  in  infant  moni- 
toring could  never  j.ave.becn 
solved  without  the  help  of 
two  pediatric  cardiologists, 
Dr.  Russ-ell  Lucas  and  Dr. 
Gary  Gaihman.  A year’s  work 
in  the  lab,  including  much 
animal  testing,  wa.s  involved. 

The  basic  reason  for  tiic 
monitoring  is  to  detect 
trouble  in  the  baby  early  so 
that  action  can  bo  taken 
o^uichdy. 

FOR  LvSTAXCE,  Dr.  Leon- 
ard noted  that  mental  illness 
can  result  v/hen  blood  supply 
is  denied  to  the  bmain.  Thus 


some  ill  i-kuins  Iw  convea,..' 
tile  blood  sup]i|y  probD:;;.:  ;u 
lime. 

Also,  he  cxjilaincd,  tlx 
rnoniioring  will  allow  doeiwo 
to  see  ]-)!ec!.-':l3’  J'.ow  \vc;i 
diugs  and  other  i\'pes  of 
trcaLinent  arc  vrorkir.g  for  rii 
infant. 

In  addition  to  monitoring 
Dr.  Leone; d satd,  it’s  veiy  im- 
portant to  ret  criticallg^  i” 
}'Gungste7s  to  a major  m-rdi- 
cal  center  in  time. 

Thus  he  also  has  pion.ee:  .-.! 
a g'llying  incubator”  servim 
to  serve  th.e  region.  It  i-s 
heavily  supported  by  the  U.S. 
Public  Kccilh  Service. 

IX  RLCi'XT  m.anth.s  imi- 
\'crsit3'  doctors  Itave  flown  in 
ciiartered  light  planes  to  pick 
up  about  30  seriou.s’y  ill  new- 
born children.  Tlie  inkanis 
have  come  from  spots  in 
North  Dakota,  South  Daltota, 
Montana,  Wisconsin  and  Min- 
nesota th/.at  a.ie  not  n-:-?.r  ma- 
jor medical  centers. 

Dr.  Leonard  developed  a 
special  incubator  for  thciu  to 
ride  in  inside  the  aircraft.  In 
a number  of  cases,  lime  h's 
been  so  im]mrtcnt  tlmt.  at::r 
the  plane  landed  at  tl.e  air- 
port, a helicopter  picked  up 
the  tiny  patients  for  the  rice 
to  the  hospital. 

While  many  big-city  hospi- 
tals have  facilities  for  trea’.- 
ing  seriously  ill  nev, 'o-orn.g 
the  doctor  said,  this  seldoiii  js 
true  in  more-  rural  areas. 

“Our  air  service  is  making 
our  hospital’s  services  avail- 
able to  babies  throughout  a 
five  - state  area  who  need, 
tliem,”  regardless  of  financi-i 
circumstances,”  Dr.  Leona;  d 
said.  He  said  the  conuputm- 
ized  mop.itoring  cart  is  just 
one  of  the  wa\^s  those  lio.s- 
pital  services  are  being  i:n- 
p roved. 


- And  very  inuporlantly, . ard's  laboKitory,  .Dr. 
thanks  to  the  new  blood-flow j Urd.meta  iieliied  ecvckg 
technique,  it  cheeks  ca;(liac ; miniatm  ized  closc-Moop 

tem  that  chows 
blood 
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Minnoapalis  Triliurit-*  J’lioio  by  Doiiald  bi::c’: 

AA'^»rr\/  day-old  Lu\(.-rne,  Miiin,,  infant  v/as  carried  by  Wally  Bcinni'.. 

ivK-. i-iii  nil  g medical  sindent,  from  a cliarter  helicopter  that  rushed  tlie 
child  to  the  Uni\  ersity  of  Minnesota  Hospitals  'J'uesday  afternoon,  'i'iie  baby  girl,  s'- 
fering  from  respiratory  distress,  was  reported  progressing  “as  well  as  can  be  expected 
after  the  200-mile,  65-minute  trip  from  L.uverne  that  included  a charter  plane  fhgl't 
to  the  Anoka  Airport  before  the  helicopter  took  over.  The  copter  landed  on  the  uni\':-- 
sity  campus  a block  from  the  liospit,-!.  The  child's  iiarenls  arc  fvir.  and  Mrs.  Harvey  H. 
Jongh.  This  is  the  seventh  infa.nt  ru^}>.ed  by  plane-copter  airlift  tr>  University  Hospivv' 
since  the  special  cm.crgency  program  was  started  ses'cn  weeks  ago. 


1651 


iiv  / iv 


^ in  2 i 

A small  mercy-niission  hel- 
iropter.  carrying  seriously  ill 
I'  . ins  bom  only  the  night  be- 
fore, whirled  to  a landing  on 
I’-e  University  of  Minnesota 
sainpus  Thursday  afternoon. 

Within  minutes  they  w’ere 
placed  in  an  infant  intensive 
:are  unit  in  University  of 
•linnesota  Hospitals  and 
v.’ere  receiving  treatment  for 
severe  multiple  birth  defects. 

It  was  the  end  of  a 100- 
.nile  air  dash — involving  both 
3 plane  and  the  copter — that 
:cok  only  40  minutes  to 
3ring  the  boy  and  girl  babies 
horn  Shell  Lake,  Wis. 

“We’re  hoping  it  helped,” 
aid  Dr.  Arnold  Leonard, 
■vho  noted  that  it  w'ould  have 
.aken  much  longer  to  bring 
-hem  by  ambulance,  and  ev- 
31-j'  minute  counted. 

The  Twins  were  born  about 
s p.m.  Wednesday  in  Spoon- 
:-r,  Wis.,  near  Shell  Lake. 


f ? a ^ V I 

ro  nozmrQi 


t 

Their  parents  are  Mr.  and 
Mrs.  Joseph  Poffel. 

Both  babies  have  respira- 
tcrj’  -problems  and  cleft  pal- 
ates. The  boy,  who  Leonard 
said  has,  been  “e.xtremely 
ill,”  is  a blue  baby,  probably 
due  to  a heart  defect. 

The  babies  weigh  about  6 
pounds  each,  but  both  rode 
together  in  a single  special 
incubator  on  the  flight. 

Leonard  recently  was 
named  head  of  a pediatric 
surgery  unit  at  the  hospital. 
He  instituted  a flight  service 
program  to  rush  infants  to 
the  hospital  when  necessary. 

The  doctor  said  he 
hopes  that  the  use  of  planes 
and  copters  will  be  “one 
way  to  decrease  tire  child 
mortality  rate,”  by  saving 
time  . in  getting  newborns 

Twins 

Continued  on  Page  12 
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rholo  for  Tho  Jliiineopolis  Tribune  by  TeJ  Hammond 
FRED  HATHAWAY  RUSHES  fvEWBORN  TWI\S  OUT  OF  HELICOPTER 
Both  infants  are  in  the  small,  speciaUii  desioned  incubator 


, Continued  From  Page  One 
w'ith  birth  dcrccts  and  other 
• serious  illnesses  to  the  infant 
'intensive  care  ward  that  he 
helped  set  up. 

! In  eight  recent  cases, 
planes  have  flown  yo'ungsters 
into  a Twin  Cities  area  air- 
port to  meet  ambulances. 

Time,  however,  was  addi- 
tionally important  in  the  case 
of  the  Poffel  twins. 

' About  noon  yesterday  a 
small  charter  plane  took  off 
from  the  Anoka  airport  with 
a medical  student  and  a sur- 
gical resident  aboard.  With 
. them  was  a six-pound  incu- 
bator, designed  by  Leonard 
especially  for-  use  aboard  air- 
craft 

Tlie  plane  landed  in  Wis- 
consin about  12:30  p.m., 

picked  up  the  twins,  then 
landed  about  1 p.m.  back  at 
the  Anoka  airport. 

THERE  THE  threg-seat 
bubble-nose  copter  was  wait- 
ing. The  Twins,  in  the  incu- 
bator, were  placed  in  the 
middle  seat.  Pilot  Bruce 
Schiltz  of  Lake  Line  Helicop- 
ters was  on  the  left  and  medi- 
cal student  Fred  Hathaway 
on  the  right  . 

At  1:08  p.m.  the  copter 
landed  at  .the  university,  atop 
the  parking  ramp  behind  the 
Coffman  Union  building.  An 
ambulance  was  waiting  for 
the  block  ride  to  the  hospital. 

A short  time  later.  Dr.  Wil- 
liam Norwood,  the  surgical 
resident  who  was  on  t h e 
plane  trip,  returned  to  the 
hospital  after  a drive  from 
the  Anoka  airport. 
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Infant  Mortality  and  Poverty  Areas 

ELEANOR  P.  HUNT’^ 


This  report  summarizes  tlie  latest  in- 
formation available  on  the  national  experi- 
ence in  infant  mortality  at  different  a^es 
in  infancy  and  in  the  perinatal  period,’^* ** 
Differing  mortality  levels  among  a variety 
of  geographic  jurisdictions  or  areas  are 
examined  for  evidence  they  provide  on  the 
size  of  the  national  problem  of  preventable 
infant  deaths,  their  distribution  and  as- 
sociation with  different  levels  of  living. 

Assessment  is  not  confined  to  large 
areas  such  as  States  and  counties,  but  for 
the  first  time  significant  variations  in 
infant  survival  are  viewed  as  tliey  relate 
to  poverty  and  other  neighborhoods  in 
larger  cities.  Recent  studies  of  the  Bureau 
of  the  Census  have  identified  in  comparable 
fashion  tlie  small  areas  within  those  cities 
having  the  highest  concentrations  of  fami- 
lies living  in  poverty. 

The  national  infant  mortality  rate  in 
19G5  was  24.7  per  1,000  live  births,  al- 
most identical  to  the  1964  level  of  24.8. 
(Table  1)  This  stable  level  principally 
reflected  unchanged  but  relatively  low 
risks  for  white  infants.  For  nonwhitc  in- 
fants, tliere  was  a noteworthy  4.2  percent 
reduction  in  mortality  in  the  neonatal 
period  (under  28  days  old).  Among  older 
(1-11  months)  nonwhite  infants,  however, 
mortality  was  higher,  although  the  1964 
rate  was  already  about  170percentgreater 


* Division  of  Rcsccrch 

Children' s Bureau,  Welfare  Administraiion 

**  Deaths  counted  in  the  perinatal  period  ore  the  deaths 
of  stillborn  infants  and  of  live-born  infants  before  28 
days  of  age. 

For  references,  see  end  of  article.  Data  on  births  and 
deaths  were  provided  by  the  Notional  Center  for  Health 
Statistics,  Public  Health  Service,  except  data  for  poverty 
and  other  neighborhoods  in  Chicago  and  V/oshington,  D.C., 
which  were  supplied  by  health  deparjments  in  those 
cities. 


than  for  the  white  group  (14.6  per  1,000 
in  1964  in  contrast  to  5.4  per  1,000 among 
white  irrfants). 

The  reduction  in  the  neonatal  rate  for 
nonwhite  infants  narrowed  the  gap  between 
neonatal  rates  for  white  and  nonwhite, 
from  a 64  percent  excess  of  nonwhite  over 
white  in  1964  to  58  percent  in  1965.  For 
the  period  of  infancy  as  a whole  (under  1 
year),  tlie  excess  v;as  reduced  from  90 
percent  in  1964  to  87  percent  in  1965.  The 
perinatal  mortaliby  rate  covering  fetal 
deaths  and  deaths  of  live  newborn  in  the 
neonatal  period  is  a useful  measure  of 
fatal  risks  just  before,  during  and  soon 
after  birth.  A still  more  inclusive  view  of 
fatalities  in  the  birth  period  and  in  the  first 
year  of  life  is  gained  from  the  joint  peri- 
natal-postneonatal  rate.  This  rate  is  the 
number  of  perinatal  deatJis  (fetal  and  neo- 
natal) plus  postneonatal  deaths  (deaths  of 
infants  1-11  months  old)  per  1,000  total 
births,  live  and  still. 

Significant  reductions  of  about  1 per- 
cent occurred  in  perinatal  as  well  as  joint 
perinatal-postneonatal  mortality  rates  in 
1965.  (Table  2)  Rates  for  nonwhite  infants 
were  from  2 to  4 percent  lower  than  in 
1964.  Since  there  v.'as  little  change  in 
tliese  rates  for  w’nite  infants  in  1965,  the 
excess  of  the  rates  foi’  nonwhite  infants 
over  those  for  white  infants  v.'as  dimin- 
ished, A marked  reduction  in  the  fetal 
death  rate  in  1965  was  recorded  for  both 
white  and  nonwhite  groups,  and  the  excess 
of  the  fetal  deatli  rate  for  nonwhite  infants 
as  compared  with  white  infants  decreased 
from  98  percent  to  94  percen.t. 

State  Differentials 

state  infant  mortality  rates  continued 
to  vary  v.’idely,  from  the  low  rate  of  18.3 
per  1,000  live  birtlis  in  Utah  to  40.6  in 
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Table  1.  Infant  mortality,  United  Stoics,  1965  j 


Age  and  group 

Rate  per  1^000 
live  births 
1965 

Fe 

rcent 

Decrease  from 
1964^ 

Excess  nonv/hite 
over  white 

1965 

1964 

Infant  (under  ;1  year) 

24.7 

(-0.4) 

87 

90 

V/hite 

21.5 

(-0.5) 

- 

- 

Nonv.'hite 

40.3 

-1.9 

- 

- 

Neonatal  (under  28  days) 

17.7 

-1.1 

58 

64 

White 

16.1 

(-0.6) 

-- 

— 

Nonv/hite 

25.4 

-4.2 

- 

- 

Postneonatal  (3.-11  months) 

7.0 

(1-1.4) 

176 

170 

V.liite 

5.4 

0 

-- 

-- 

Nonwhite 

14.9 

(+2.1) 

— 

— 

^Parentheses  signify  lock  of  statistical  significance. 


Tobic  2.  Fetal  end  infant  mortality  rotes:  United  Stoles,  1965 


Rate  per  1,000 
total  births, 
live  & still 
1965 

Percent 

Age  and  group 

Decrease  fi'om 
1964^ 

Excess  nonwhite 
ovez’  v/hite 

1965 

1964 

Fetal^ 

15.9 

-1.2 

94 

98 

White 

13.7 

-1.4 

— 

- 

Nonv/hite 

26.5 

-3.6 

— 

__ 

Perinatal^ 

33.3 

-1.2 

73 

79 

White 

29.6 

(-0.7) 

— 

- 

j Nonv/hite 

51.2 

-3.8 

— 

— 

jjoint  perinatal- post- 
jneonatal'^ 

40.2 

-0.7 

88 

92 

1 V/liite 

35.0 

(-0.3) 

— 

- 

Nonv/hite 

65.8 

-2.4 

— 

” 

^‘Parentheses  signify  lock  of  statistical  significance. 

^Deoth  in  fetus  occurring  at  20  or  more  (or  not  stated) 
vlrects  of  pregnancy. 

iPctal  o'ecths  plus  deaths  under  28  days. 

^Fetal  deaths  plus  deaths  under  one  year  of  age. 

\ 
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Mississippi.  Rates  tended  to  be  Idp'hcr  than 
Uie  national  average  in  States  v.ith  rela- 
tively low  per  capita  income  and  below 
average  in  high  and  middle  per  capita 
income  States."  In  19G5,  the  poslnconatal 
mortality  rate  for  the  17  States  with  tJie 


lov/cst  pe)'  capita  incoric  (1 9C3- 65)  was  40 
percent  al.)0‘s'e  the  national  average.  (Table 
3)  One  out  of  five  births  in  the  United 
States  in  19G5  was  in  families  living  in 
States  of  the  lov/  per  capita  income 
group. 


Table  3.  Infant  mortality:  United  States,  1965, 
ond  per  capita  income  groups  of  Stotes,  1963-65 


Per  cajjita  incorie  grouiva 
of  States,  1963-65 

Under  1 
year 

U.nd-er 
23  days 

1-11 

Eionths 

Rate  per 

1,000  live  births^ 

United  StatCvS 

24.7 

17.7 

7.0 

High  (17  States) 

23.3 

17 . 2 

6.1 

Middle  (17  States) 

24.1 

17.4 

6.7 

Lo'.y  ( 17  States) 

28.8 

19.1 

9.8 

Patio 

to  U.S.  rate 

United  States 

1.00 

l.CO 

1.00 

High  (17  States) 

0.94 

0.97 

0.87 

Middle  (17  States) 

0.98 

0.98 

0.96 

Lov/  (17  States) 

1.17 

1.03 

1.40 

* Rote  is  iy  place  of  residence.  Includes  Distiict  of  Colunsbia 


County  Infant  Mortality 

A recent  study  of  county  infant  mor- 
tality rates  in  the  5-year  period  1956-60 
has  provided  estimates  of  the  exdent  of 
excess  infant  mortality  in  these  relatively 
small  jurisdictions.  Study  findings  are 
serving  as  geographic  guidelines  in  plan- 
ning services  for  the  reduction  of  need- 
less infant  deaths. The  concept  of  excess 
deaths  is  based  on  the  selection  of  a hypo- 
thetical and  relatively  low  infant  mortality 
level  to  serve  as  a ceiling  wdth  which  to 
compare  the  level  actually  prevailing.  Ac- 
cordingly, the  level  selected  was  the  mor- 
tality rate  in  the  tenth  percentile  position 
or  upper  limit  of  the  first  decile  in  the 
array  of  U.S.  county  rates  1956-60.  The 
rate  at  this  level  v/as  18.3  infaiit  deaths 
per  1,000  live  births.  The  excess  number 
of  infant  deaths  for  any  county  w'as  the 
difference  betv.'een  the  actual  number  of 


deaths  occurring  in'  those  years  and  the 
number  that  would  have  occurred  if  the 
tentli  percentile  rate!  had  prevailed. 

Tile  infant  moirtality  rate  for  each 
county  during  tlie  5-year  period  is  shov.ai 
in  Figure  1.  The  number  of  excess  deatlis 
estimated  for  each  county  in  the  same 
period  appears  in  Figure  2.  While  the 
rates  in  Figure  1 sliow'  the  variations  in 
fatal  risk  among  counties,  the  estimated 
excess  in  Figure  2 reflects,  in  additio;i  to 
tlie  risk,  tlie  size  of  the  newboni  population 
exposed  to  it.  In  this  period,  320  U.S.  coun- 
ties comprised  tlie  first  docile  and  had  18.3 
or  fev/er  infant  deaths  per  l,0001ivebirtlis. 
Mad  this  lov/ rate  prevailed  generally  in  the 
other  U.S.  counties,  an  additional  169,784 
infants,  or  an  estimated  34,000  annually, 
w'ould  have  survived  their  first  year. 
(Table  4) 

The  grou])  of  56  counties  having  400 
or  more  excess  deaths  accounted  for  35 


Figure  1.  Infant  Mortality  Rate,  United  States  and  Each  County,  1956-60 
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U.S.  AVERAGE  26.4 


1656 


1657 


Tcbic  4.  [nfonf  deaths;  Excess  of  octuo!  riumher  ever  expected' 


Number-  of  excess 
infant  deaths 

Count ies^ 

-''■■SCrogatG  excess  deaths 

Aver’ age  ' 
number’ 
per  county 

Number 

Percerit 

Nui.bcr 

Percent 

Total 

3,130 

100.0 

169,784 

100.0 

54 

None  ^ 

320 

10.22 

0 

0.0 

— 

1-99 

2,479 

79.30 

61,917 

36.5 

25 

100-399 

275 

8.79 

48, 563 

28.6 

177 

400-799 

35 

1.12 

18,571 

10.9 

531 

800  t-.  over 

21 

0.67 

40,733 

24.0 

1,940 

^Assuming  a rote  of  13.3  or  less  per  1,000  prevol leo  among  residents  in  oil  U.S.  counties,  1956-60. 

^Includes  counties,  districts  of  Alaska,  and  Independent  cities  of  Virginia. 

^ I he  number  of  counties  in  this  category  is  based  on  counties  v.'ith  cn  infant  mortality  rote  no  greater  than  18.3  per 
1,000. 


percent  of  all  excess  infa.nt  mortality  in 
counties  of  the  United  Stales  during  195G- 
60,  amounting  in  the  aggregate  to  nearly 
60,000.  These  counties  and  their  cities  of 
5(',000  or  more  population  in  I960  are 
identified  in  Table  5. 


Infant  Mortality  in  Largest  Cities 

Over  a fifth  of  excess  infant  deaths  in 
the  U.S.  in  1956-60  occurred  in  the  21 
largest  cities  (500.000  population  or  more 
in  1960).  Li  1964  the  infa.nt  death  rate  for 
tiiese  21  cities  as  a group  was  27.9  per 
1,000,  about  13  percent  higlier  than  the  na- 
tional average  of  24.8  per  3,000.  Furth.er- 
more,  no  gains  were  made  in  reducing  this 
rate-- it  was  the  same  in.  the  3-year  period 
1960-62.  Accounting  for  this  lack  of 
progress  was  a significant  increase  in 
mortality  of  nonwhite  infants,  even  tliough 
some  decrease  occurred  in  the  rate  for 
white  infan. Is.  If  the  cities  are  considered 
individually,  it  can  be  noted  th.at  only 
Baltimore,  Boston  ?jid  San  Francisco 
recorded  significajd  gaiiis  in  19ol  in 
lowering  their  infant  dca.th  rates  from 
those  prevailing  in  1960-62. 

In  the  perinatal  period  the  deatli  rate 
rose  sharj)ly  in  these  cities,  in  contrast 
to  the  country  as  a whole.  (Table  6) 


Toble  6. 

PcrincUa! 

morfolity 

Area 

Perinatal  deaths 
per  1,000  total 
births,  live 
and  still^ 

Percent 

change 

1964 

1960-62 

United  States 

33.7 

34.0 

-0.9 

Cities  of  500,000 
or  more  in  1960 
(21  cities) 

44.1 

40.7 

+ 8.4 

^Perinatal  deaths  include  neonatal  (under  28  days)  and 
fetal  deaths  in  pregnancies  o‘  20  or  more  (or  not  stated) 
weeks. 


This  increase  in  perinatal  mortality 
in  the  cities  reflected  rising  fetal  deat'n 
rates:  in  tlie  v/liite  grou])  there  was  a 12 
percent  increase  a,nd  in  tlie  nonwliite  group 
an  18  percent  increase  over  the  respective 
fetal  death  rates  in  1960-62. 

In  poverty  neighl’>orhoods  of  these 
large  cities,  health  problems  are  intensi- 
fied. Several  recent  studies  h.ave  provided 
estimates  of  the  increase  in  prematurity 
rates  (I'mrcent  of  live  births  2,500  grams 
or  less)  and  in  in.fant  death  rates  in.  de- 
prived urbati  neighborhood.s.  2,  3,  9 a re- 
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loble  5,  U.S.  counfic-s  v/ilh  403  or  r..oic  ir.fchl  deoil, 3 in  excess  of  expected  nun.bcr,  1956-63' 
(by  piece  cf  residence) 


Stale 

CouTity 

Pwate 

City  of  50,000  or  more,  I960 

400- 799' c 

xcess  deaths 

Alabama 

Mobile 

28.1 

Mobile 

Arizona 

Maricopa 

27.9 

Piioenix 

California 

Alameda 

24.3 

A1  a meda  - Be- rkcl ey - O.akland - 

Hayward-San  Leandro 

San  Bernardino 

25.3 

San  Bernardino 

San  Diego 

24.4 

S.an  Diego 

San  Francisco  (Coext.) 

23.9 

San  Francisco  (Coext.) 

Colorado 

Denver  (Coort.) 

28.7 

Denver  (Coext.) 

Florida 

Broward 

32.7 

F’ort  Laudei'dale 

Duval 

29.5 

Jacksonville 

Escambia 

33.7 

Pensacola 

Hillsborough 

30.0 

Tampa 

Palm  Beach 

36.6 

West  I-'alm  Beach 

Indiana 

Lake 

27.3 

Gary- Hammond- East  Chicago 

Kentucky 

Jefferson 

24.6 

Louisville 

Louisia/ia 

Caddo 

31.9 

Shreveport 

Michigan 

Gc-nesce 

26.8 

Flint 

Mississippi 

Hinds 

35.0 

Jackson 

Missouri 

Jackson 

26.1 

Kansas  City 

Nev;  Jersey 

Hudson 

25.4 

Bayonne- Jersey  City- Union  City 

New  Mod  CO 

Bernalillo 

29.6 

Albuquerque 

New  York 

Erie 

23.7 

Buffalo 

North  Carolina 

Mecklenburg 

32.0 

Charlotte 

Ohio 

Fi-anklin 

23.8 

Columbus 

Hamilton 

24.5 

Cincinnati 

Montgomery 

26.5 

Dayton 

Summit 

25.7 

Ak.ron 

Oklalioma 

Oklahoma 

26.8 

Oklahoma  City 

Texas 

Canreron 

40.9 

El  Paso 

27.5 

El  Paso 

Hidalgo 

36.2 

Lubbock 

36.2 

Lubbock 

Tarrant 

25.6 

Fort  Worth 

Virginia  ^ 

Norfolk  {Indep.  City) 

31.8 

Norfolk  (Lndep.  City) 

Richmond  (hidep.  City) 

35.9 

Richmond  (Lidep.  City) 

Washington 

King 

23.2 

Seattle 

800  or  more  excess  deaths 

Alabama 

Jefferson 

30.1 

Birmingham 

California 

Lo.s  Angeles 

24.6 

South  Gatc-Torrance- Pomona-Santa 
Monica- Norwalk-  Pasadena- West 
Covina- Los  Angeles 

District  of  Columbia 

Wa.sliington 

36.1 

Washington 

Florida. 

Dade 

29.3 

Flialeah-Miami-Miarni  Beach 

Georgia 

FYilton 

31.6 

Atlanta 

Illinois 

Cook 

26.2 

Chicago-Oak  Park-Skokio- Bcrv.yn- 
Ciccro- Evanston 

Indiana 

Marioii 

27.4 

Indianapoli.s 

Lxiuisiana 

New  Orleans 

33.9 

New  Orleans 

Maryland 

Baltimore  (Lndep.  City) 

33.8 

Baltimore  (lndep.  City) 

Michigan  . 

Wayne 

26.5 

Do  t r 0 i t - Da  a rbo  r n - Li  1 c 0 1 n Pa  r k - Li  vo  n i a 

Missouri 

St,  Louis  (Ind-cp.  City) 

30.3 

St.  Louis  (lndep.  CHy) 

New  Jersey 

Essex 

29.9 

Newark- Bloomfield- Irviiigton- 
Flast  Orange 

New  York 

New  York  City 

26.0 

Now  York  City 

Ohio 

Cuyahoga 

27.3 

Cleveland 

Pennsylvania 

AJlcgheny 

23.5 

Pc:m  Hills  3k\-p.  - Pittsburgh 

Pidladelpliia 

32.0 

Piul.adclpliia  (Coext.) 

Tenne.s.sce 

Shelby 

30.7 

Memphis 

Texas 

Bexar 

31.7 

San  Jjitonio 

Dallas 

26.3 

Dallas 

Harris 

28.2 

Houston-  P.isadena 

Wi. scons  in 

Mil  w. nuke  e 

24.5 

Mil wauke c - Wauwato.sa- Wc st  AH i s 

'a  sxc'c.'np  a rclc  of  13.3  or  /css  per  I,  CC3  prc-voi/c:d  a’,ong  re 
hocluJos  coonf.es  end  mc'cpen.-.'enf  efres  of  V,rs-n,o. 


■c:d..;ls  in  oil  U.S  coenf/os,  /956-«. 
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Table  7.  Infonf  mortality  by  cge,  ond  lov/  birtl;  vrcicjbt;  Ciiiceno,  1963-65,  in  poverty  one!  nonpoverfy  areas 

(by  piece  of  rcsirlenco) 


Itea 

Total 

Poverty 

areas 

Nonpoverty 

areas 

Ratio: 
poverty  to 
nonpoverty 
area 

Percent 

Percent  of  live  births  vdth  loiv 

birth  weight  (2,500  grajr^s  or  less) 

Total 

10.5 

K.5 

8.3 

1.75 

White 

7.3 

9.2 

7.1 

1.30 

Nonwhite 

14.7 

13.7 

12.5 

1.26 

Per  1,000  live  births 

Infant  mortality  rate  (under  1 year) 

Total 

29.9 

39.6 

24.5 

1.62 

Wiiite 

21.5 

25.6 

20.9 

1.22 

Nonwhite 

41.1 

42.9 

\ 

37.2 

1.15 

Neonatal  mortality  rate  (under  28  days) 

Total 

21.5 

27.0 

18.5 

1.46 

White 

16.2 

17.5 

16.1 

1.09 

Nonwhite 

28.6 

29.2 

27.1 

1.08 

Postneonatal  iix)rtality  rate  (l-ll  mo.) 

Total 

8.4 

12.6 

6.0 

2.10 

White 

5.2 

8.0 

4.9 

1.63 

Nonvhite 

12.5 

13.7 

10.1 

1.36 

Per  1, 

000  total  birtiis  (live  and  still) 

Joint  perinatal- postneonatal  mortality 

rate  (infant  plus  fetal,  20  or  more 

or  not  stated  weeks  of  pregnancy) 

Total 

47.7 

61.1 

40.1 

1.52 

White 

35.4 

41.5 

34.6 

1.20 

Nonwhite 

63.8 

65.8 

59,4 

1.11 

Source:  Chicago  Board  of  Healfh. 


port  from  the  Chicago  Department  of 
Health  compares  infant  mortality  rates  in 
poverty  areas  or  neighborhoods  of  that 
city  with  rates  in  the  rest  of  Chicago. 
(Table  7,  Figaire  3) 

The  B'j.reau  of  the  Census  lias  re- 
cently defined  poveiiy  areas  or  neighbor- 
hoods for  the  101  standard  metropolitan 
statistical  areas  (SMS A)  of  ?30,000  or 
more  pop\dation  in  19G0.  bS  These  poverty 
neighborhoods  are  composed  of  census 
tracts  vdiich  occupied  the  fourtli  quartile 
or  poorest  position  in  a national  array  of 
the  some  31,000  census  tracts  in  these 


particular  SMSA's.  Five  socioeconomic 
characteristics  based  on  1960  Census 
data  were  used  to  construct  the  index: 

1.  Percent  of  families  with  money 
incojnos  under  $3,000  in  1969. 

2.  Percent  of  cliildren  under  18  years 
old  not  living  with  both  parents. 

3.  Percent  of  males,  25  years  old 
and  over,  v/ith  less  than  eiglit 
years  of  school  completed, 

4.  Percent  of  unsliilled  males  (la- 
borers and  service  workers)  in 
the  employed  civilian  labor  force. 
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5.  Percent  of  housing  units  dilapi- 
dated or  lacking  some  or  all  plumb- 
ing fixtures. 

In  determining  poverty  areas  of  each 
standard  metropolitan  statistical  area, 
consideration  was  given  to  recent  effects 
of  local  urban  redevelopment.  A few 
fourth  quartile  tracts  isolated  geographi- 
cally were  not  included  in  the  poverty 
areas.* 

In  Chicago,  the  incidence  in  1963-65 
of  prematurib,'  or  low  birth  weight  (2,500 
grams  or  less)  was  75  percent  higher  for 
infants  • in  poverty  areas  tlian  in  non- 
poverty areas.  Compared  with  the  pre- 
vailing rates  in  the  rest  of  Chicago,  infant 
mortality  in  poverty  areas  v;as  62 percent 
higher,  neonatal  mortality  46  percent 
higher  and  joint  perinatal-postneonatal 
mortality  52  percent  higher.  (Table  7>The 
contrast  between  residents  in  poverty 
areas  and  in  all  other  areas  was  some- 
what greater  relatively  for  white  infants 
than  nonw'hite. 

Close  to  one-third  of  deaths  in  infancy 
in  Chicago  could  be  prevented  if  the  rela- 
tively low  risks  characteristic  of  the  levels 
of  living  of  white  families  in  nonpoverty 
areas  prevailed  as  well  for  all  other  in- 
fants. 

In  Washington,  D.C.  similar  but  some- 
what smaller  differentials  were  found  be- 
tween poverW  and  nonpoverty  areas. 
(Figure  4)  The  infant  mortality  rate  for 
1962-64  was  50  percent  higher  in  poverty 
areas  than  elsewhere  in  the  District--40. 5 
per  1,000  as  compared  with  27.0.1*9  xhe 
incidence  of  low  birth  weight  was  14.4 
percent  in  the  poverty  areas,  in  contrast 
to  10.7.  percent  for  the  rest  of  Uie  city. 
Nearly  a fdurth  (22.6  percent)  of  mothers 
in  poverty  areas  had  no  prenatal  care,  as 
compared  with  8.1  percent  in  nonpoverty 
areas.  It  is  also  noteworthy  tl*at  a third 
of  the  births  in  poverty  areas  were  out  of 
v/edlock,  while  in  nonpoverty  areas  tlie 
proportion  v.^as  12.7  percent.  In  tlie  ab- 

*Poverty areas  as  defined  by  the  Bureau  of  the  Census 
for  the  Office  of  Economic  Opportunity  correspond  with- 
out significant  difference  to  such  areas  designated  ac- 
cording to  the  poverty  income  standard  do't'elopcd  by  the 
Social  Security  Adniinistration. 


sence  of  special  services  throughout  the 
mother's  pregnancy,  mortality  of  infants 
born  to- unmarried  mothers  has  been  found 
to  be  significantly  higher  than  average.  lO 

Comment 

The  poverty  area  designation  was  de- 
veloped by  the  Census  Bureau  to  improve 
statistical  information  concerning  poverty 
in  the  United  States  in  the  SMSA's  with 
a population  of  250,000  or  more.  Using 
1960  Census  data,  tlie  identification  of 
such  areas  permits  classification  of  house- 
holds by  tlieir  neighborhood  character- 
istics. It  is  thus  possible  for  the  first  time 
to  compare  characteristics  of  families 
living  in  areas  of  major  concentrations  of 
poverty'  with  tliose  living  in  other  portions 
of  large  metropolitan  areas  of  the  United 
States.  1 As  illustrated  in  the  case  of 
Chicago  and  the  District  of  Colum.bia, 
grouping  of  vital  events  such  as  births 
and  deaths  according  to  poverty  and  non- 
poverty areas  or  neighborhoods,  results 
in  a marked  differentiation  of  various 
healtli  indices.  Thus,  neighborhood  rates 
help  to  identify  geographically  tlie  areas 
where  health  and  related  problems  are 
particularly  concentrated.  Furthermore, 
tlie  poverty  areas,  because  of  the  national 
definition,  are  comparable  among  the 
SMSA's.,  i.e.  for  each  area  tlie  Census 
tracts  v/ere  graded  on  the  same  five 
variables  and  the  resulting  composite 
weights  were  arrayed  to  identify  the  fourth 
or  poorest  quartile. 

Movement  of  families  from  one  resi- 
dence to  another  since  1960  has  doubtless 
altered  the  composition  of  neighborhoods 
in  respect  to  individual  families  in  poverty 
areas.  However,  characteristics  of  the 
newcomers  may  not  be  very  differentfrorn 
those  who  left  poverty  areas  since  1960. 
Pending  revision  of  the  areas  following  the 
1970  Census,  local  studies  can  appraise 
the  current  relevance  of  tlie  poverty  areas 
based  on  1960  data.  The  sample  survey 
conducted  by  the  Bureau  of  the  Census  in 
March  1966  of  families  residing  in  poverty 
areas  showed  a continuing  concentration 
of  nonwhite  families.  As  pointed  out  in 
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Figure  4.  Health  Depressed  Neighborhoods  of  Washington,  D.C.,  1960 


the  survey,  other  subgroups  of  the  popu- 
lation proportionately  overrepresented  in 
poverty  areas  were  families  headed  by  a 
woman,  families  with  large  numbers  of 
related  children  (five  or  more)  and  families 
headed  by  an  unemployed  person  or  by 
a semi-skilled  or  unskilled  worker.  ^ 

Identification  of  small  areas  with  ex- 
cessive risks  to  health  and  survival  is  a 
vital  element  in  effective  State  and  local 
planning  and  implementation  of  the  Ma- 
ternity and  Infant  Care  Projects  autliorized 
by  the  1963  amendments  to  tlio  Social 
Security  Act.  These  projects,  which  now 


number  53,  make  available-  necessary 
health  care  to  mothers  and  their  infants 
in  low- income  or  otherwise  deprivedfami- 
lies  who  are  exposed  to  unusual  risks. 
Similarly,  health  indices  for  poverty 
areas,  in  comparison  with  other  areas  of 
the  large  SkISA’s,  will  assist  the  States  in 
extending  Vjy  1975  maternal  and  child  health 
services  throughout  their  jurisdictions, 
pursuant  to  the  1965  Amendments. 

If  efforts  to  reduce  the  high  infant 
death  rates  prevailing  in  many  parts  of 
the  United  States  are  to  be  successful- - 
and  at  the  earliest  possible  time--a  more 
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specific  definition  of  target  groups  is  es- 
sential. The  attack  on  this  critical  na- 
tional. problem  must  then  be  joined  by 


program  planning  v;hich  is  responsive  to 
the  v/idely-varying  needs  of  this  target 
population. 
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STATEMENTS  OF: 

FREDERICK  S.  JAFFE,  VICE  PRESIDENT,  PLANNED  PARENT- 
HOOD-WORLD POPULATION 

ANDRE  E.  HELLEGERS,  M.D.,  DIRECTOR  OF  POPULATION  RE- 
SEARCH, GEORGETOWN  UNIVERSITY,  WASHINGTON,  D.C. 

Family  Planning  Service 

Senator  Pastore.  We  will  hear  Mr.  Frederick  Jaffee  next. 

Mr.  Jafee.  Mr.  Chairman,  I am  Frederick  Jaffe,  vice  president  of 
Planned  Parenthood  and  World  Population  and  director  of  the  Center 
for  F amily  Planning  Program  Development. 

I am  testifying  primarily  on  behalf  of  the  family  planning  services 
appropriation.  I am  particularly  honored  to  have  with  me  today  Dr. 
Andre  Hellegers,  director  of  population  research  and  professor  of 
obstetrics  and  gynecology  of  Georgtown  University,  who  will  be 
speaking  in  terms  of  the  appropriations  for  population  research  that 
you  have  before  you. 

Our  organization  was  founded  on  the  belief  that  every  couple  should 
have  the  right  to  decide  how  many  children  they  will  have  and  when 
they  will  have  them.  We  believe  the  ability  to  control  fertility  will  re- 
sult not  only  in  enhancing  the  meaning  of  each  couple’s  lives  but  also  in 
reduced  poverty,  infant  mortality  and  morbidity,  and  in  improved 
health  for  mothers  and  children. 

For  the  past  56  years  we  have  worked  actively  toAvard  the  goal  of 
making  family  planning  information  and  services  available  to  women 
who  need  them.  Until  a very  few  years  ago  our  organization  was  vir- 
tually the  only  source  of  subsidized  family  planning  services.  For  most 
of  our  history  American  public  policy — our  laAvs,  regulations,  and 
allocations  of  resources — have  made  it  uniformly  difficult  for  physi- 
cians and  health  institutions  to  dispense  and  couples  to  practice  birth 
control. 

As  might  be  expected,  it  is  the  low-income  American  who  has  suf- 
fered most  from  these  policies.  Middle-class  couples  w^ere  frequently 
able  to  obtain  contraceptive  help  from  private  physicians.  The  lower- 
income  couple — relying  upon  public  supported  health  services — were 
met  with  a wall  of  official  “know-nothingism.” 

The  results  can  be  seen  in  the  following : 

In  the  years  1960-65, 19  percent  of  all  children  born  were  unwanted 
by  their  parents  at  the  time  of  conception.  But  among  the  poor  fully 
37  percent  of  all  children  born  were  unwanted.  A new  Orleans  study 
found  that  the  26  percent  of  women  aged  15  to  44  who  fall  within 
the  lower  socioeconomic  group  accounted  for  56  percent  of  live  births. 
88  percent  of  pregnancies  out  of  wedlock,  72  percent  of  stillbirths,  80 
percent  of  maternal  deaths,  and  68  oercent  of  infant  deaths. 

In  the  past  few  years  Congress  has  recognized  this  problem  and  has 
led  the  way  in  making  voluntary  family  planning  services  available  to 
low-income  women.  But  until  the  enactment  of  Public  Law  91-572 
last  December,  only  the  project  grant  programs  under  title  V of  the 
Social  Security  Act  and  title  II  of  the  Economic  Opportunity  Act 
have  been  meaningful  sources  of  services  to  low-income  families. 

These  authorities  are  providing  support  for  about  600  projects 
throughout  the  country  and  substantial  signs  of  progress  are  evident. 

In  fiscal  year  1968,  only  773,000  women  received  subsidized  family 
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planning  services  from  all  organized  public  and  private  programs. 
Inthe  next  18  months  that  figure  rose  to  1.1  million — an  increase  of 
321,000  reported  patients.  The  estimates  for  fiscal  year  1971  indicate 
that  close  to  1.8  million  low-income  women  have  become  enrolled  in 
public  and  private  sector  organized  programs. 

New  family  planning  programs  w^ere  launched  in  308  countries.  A 
total  of  1,436  countries  reported  having  organized  programs  in  1969 — 
an  increase  of  20  percent. 

The  job  that  remains  to  be  done  is  huge  and  to  some  degree  over- 
whelming. At  the  close  of  1969,  4,300,000  low-income  women  in  need 
of  subsidized  family  plamiing  services  remained  unserved  by  or- 
ganized programs.  No  family  planning  programs  could  be  identified  in 
1,636  counties — 53  percent  of  all  countries.  Only  80  of  the  Nation’s 
3,072  counties  were  serving  more  than  half  of  the  women  in  need. 

Last  year  Congress  and  the  President  both  stated  the  goal  of  pro- 
viding services  to  all  of  the  estimated  5 million  women  in  need  within 
the  next  5 years  and  Congress,  acknowledging  the  inadequacy  of  exist- 
ing authorities,  passed  the  Family  Planning  Services  and  Population 
Research  Act.  Tlie  new  legislation  supplements  existing  commitments 
and  thereby  provides  most  of  the  necessary  Federal  financing  to  meet 
the  remaining  need.  However,  despite  the  efforts  of  this  committee  and 
the  Senate,  of  the  grand  total  of  $73  million  authorized  in  fiscal  year 
1971  for  both  services  and  research  under  the  Family  Planning  Serv- 
ices and  Population  Research  Act,  only  $6  million  was  finally  appro- 
priated for  services  and  nothing  at  all  for  research. 

In  fiscal  year  1971,  therefore,  the  total  amount  appropriated  for 
family  planning  services  was  $39.6  million  (including  the  Family 
Planning  Services  and  Population  Research  Act  funds).  For  popula- 
tion research  it  was  $28.1  million.  The  fiscal  year  1971  budget  did  not 
match  the  apparent  commitment  of  this  administration  and  of  the 
Congress  to  these  programs. 

Turning  now  to  the  proposed  fiscal  year  1972  budget,  we  find  the 
same  disparity.  The  total  authorization  for  family  planning  services 
under  title  V of  the  Social  Security  Act  and  title  X of  the  Public 
Health  Service  Act — Public  Law  91-572 — this  year  is  $112.6  million. 
The  budget  request  is  $90.9  million,  but  $10  million  will  be  used  to 
finance  OEO  programs  that  are  to  be  transferred  to  DHEW  and 
formerly  were  financed  by  OEO  funds. 

Therefore,  although  the  Congress  authorized  an  increase  of  $79 
million  for  family  planning  services  this  year,  the  actual  requested 
increase  is  only  $41.3  million — just  over  half. 

Mr.  Chairman,  this  level  of  financial  support  will  make  it  impos- 
sible for  our  Nation  to  reach  the  stated  service  goal  of  both  Congress 
and  the  President. 

It  is  crucial  to  recognize  that  family  planning  is  a health  mainte- 
nance service  which,  if  it  is  to  accomplish  its  purposes,  must  be  con- 
tinued for  a period  of  many  years.  It  is  not  a one-time  service.  Exist- 
ing contraceptive  methods,  although  considerably  more  effective  than 
those  of  the  past,  demand  constant  medical  monitoring  to  ensure  safety 
and  efficacy.  To  ensure  retention,  they  also  require  considerable  in- 
vestment in  educational  and  supportive  services. 

These  problems  can  only  be  resolved  through  research,  through  the 
development  of  contraceptive  methods  which  are  cheap,  completely 
safe,  and  acceptable  to  all. 
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In  the  meantime,  of  course,  most  of  the  patients  enrolled  by  1969 
and  1970  will  return  this  year  for  annual  examinations,  additional 
lab  tests  and  renewed  prescriptions.  In  order  to  enable  the  total  pro- 
gram to  grow  rapidly,  funding  over  the  next  5 years  will  have  to 
include  enough  funds  to  pay  for  the  costs  of  continued  supervision 
and  care  for  previously  enrolled  patients  and  additional  funds  to 
enroll  millions  unserved. 

As  a result  of  program  planning  studies  completed  in  the  last  2 
years,  family  planning  is  one  field  of  health  care  in  which  the  num- 
ber and  location  of  people  in  need  of  the  service  is  known  and  the 
hospitals,  health  departments,  and  voluntary  organizations  which 
must  provide  the  service  have  been  identified. 

We  can  estimate  need,  at  least  in  tentative  terms,  in  each  country’ 
and  State,  in  metropolitan  and  nonmetropolitan  areas,  in  central  cities 
and  remote  rural  counties.  In  other  words,  we  are  geared  up  to  devel- 
op the  kind  of  goal-oriented  national  program  which  was  called  for 
by  the  President  and  the  Congress.  What  remains  as  a critical  barrier, 
however,  is  the  lack  of  sufficient  funds  to  finance  the  creation  of  an 
efficient  and  acceptable  delivery  system. 

Mr.  Chairman,  your  committee  has  a difficult  task  in  seeking  to 
allocate  resources  in  a period  of  budget  constraints.  But  I doubt  that 
funds  for  any  other  program  are  likely  to  have  the  widespread  effect 
that  those  appropriated  for  family  planning  do. 

The  Commission  on  Population  Growth  and  the  American  Future 
has  stated  that  population  growth  has  a multiplier  or  intensifier  ef- 
fect on  social  problems.  A family  planning  program,  by  speeding  the 
reduction  of  unwanted  births,  has  a beneficial  multiplier  effect  on  the 
solution  of  our  problems  in  health  services,  individual  and  family 
services  and  education. 

A DHEW  expert  has  calculated  the  benefit-cost  ratio  of  family 
planning  services  as,  at  minimum,  $26  in  benefits  returned  for  each  $1 
invested. 

There  are  very  few,  to  my  knowledge,  no  other  programs  in  Health, 
Education,  or  Welfare  which  have  anything  like  that  sort  of  benefit- 
cost  ratio. 

At  this  point  in  history  the  enormous  group  of  “war  babies”  are 
entering  the  reproductive  years.  Between  now  and  1985  one-third  of 
our  population  increase  will  be  in  the  25-34  year-old  age  group,  the 
prime  childbearing  years.  The  potential  impact  on  our  education, 
health,  and  social  service  systems,  of  births  of  these  young  couples  is 
staggering.  Consider  what  a difference  of  only  one  child  in  the  average 
size  family  will  make  by  the  year  2000. 

If  families  average  three  children  rather  than  two: 

Elementary  school  enrollment  will  be  50  percent  higher. 

The  total  costs  of  education  will  be  nearly  $40  billion  more  (in 
1969  dollars)  and  this  would  mean  a 30-percent  higher  level  of  educa- 
tional expenditures  per  working  member  of  society. 

One  million  extra  teachers  would  be  needed  to  maintain  present 
teacher-student  ratios. 

In  the  health  field,  it  would  cost  $14  billion  more  each  year  simply 
to  maintain  present  standards.  If  health  costs  continue  to  rise  as  they 
have  in  the  past,  the  difference  would  exceed  $80  billion.  Therefore,  the 
dollar  spent  today  to  help  couples  control  their  fertility  represents 
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dollars  which  could  be  used  to  improve  the  quality  of  our  schools  and 
our  health  delivery  system  instead  of  simply  running  faster  to  keep  up 
with  the  same  pace. 

The  same  facts  hold  true  I believe  with  regard  to  the  costs  of  poverty 
and  welfare.  Poverty  is  determined  in  part  by  the  number  of  family 
members  who  must  exist  on  a set  income. 

The  value  of  family  planning  in  reducing  dependency  has  been  elo- 
quently pointed  out  in  the  report  on  welfare  reform,  by  the  House 
Committee  on  Ways  and  Means. 

Lack  of  knowledge  of  and  access  to  family  planning  services  has  been 
a major  factor  contributing  to  unwanted  pregnancies  and  larger,  un- 
manageable families  among  the  poor.  The  evidence  is  clear  that  these 
services  are  desired  by  recipients  and  that  the  information  and  medical 
assistance  which  is  made  available  is  utilized.  Moreover  experience 
under  the  present  WIN  program  shows  that  a substantial  number  of 
women  drop  out  of  training  and  employment  due  to  unwanted  preg- 
nancies. 

An  example  of  the  enormous  reduction  in  births  that  may  result 
from  provision  of  family  planning  services  to  low-income  families  has 
just  been  made  public  by  New  York  City.  The  Human  Resources  Ad- 
ministration announced  last  week  statistics  that  show  variations  in 
the  proportion  of  welfare  mothers  who  gave  births  in  the  years  1959 
to  1970. 

The  average  percentage  of  such  mothers  in  the  6 years  from  1959 
to  1964  was  18.2  percent.  Family  planning  services  began  to  be  avail- 
able in  municipal  hospitals  in  1965  and  have  expanded  yearly  since 
then.  Since  1965  the  percentage  of  women  on  welfare  giving  birth 
has  dropped  correspondingly.  In  1970  it  was  11.3  percent.  This  is  im- 
pressive evidence  that  the  provision  of  family  planning  services  can 
affect  numbers  of  births. 

During  the  years  1959  to  1970  the  total  number  of  women  on  welfare 
in  New  York  City  quadrupled — rising  from  51,252  to  225,611.  If  the 
birth  rate  had  remained  in  1970  at  the  1959  level  of  about  19  percent 
the  total  number  of  births  to  women  on  welfare  would  have  been 
42,856  or  17,375  more  births  than  actually  occurred. 

The  additional  costs  of  these  births  might  also  be  estimated.  The 
average  monthly  assistance  payment  in  New  York  City  in  1970  was 
$78.46.^ 

The  increase  in  per  month  costs  to  cover  17,375  additional  children 
would  have  been  $1.4  million.  This  is  $16  million  a year  which  do  not 
need  to  be  spent  for  the  support  of  unwanted  children  and  which 
should  be  made  available  to  improve  the  living  conditions  of  these 
families. 

Mr.  Chairman,  the  public  agencies  in  most  cities  have  not  progressed 
as  rapidly  in  family  planning  as  those  in  New  York  City.  Studies 
conducted  by  DHEW  show  particularly  that  our  welfare  departments 
have  thus  far  not  done  very  much  to  make  family  planning  services 
available  to  impoverished  woman.  The  main  hope  for  the  develop- 
ment of  a program  which  would  assist  couples  to  escape  or  avoid  de- 
pendency lies  in  the  health  appropriations  now  before  your  committee. 

In  its  interim  report  issued  in  March,  the  Commission  on  Popula- 
tion Growth  and  the  American  Future  hailed  congressional  action  in 
enacting  the  Family  Planning  Services  and  Population  Research 
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Act  of  1970  as  a “significant  advance  towards  the  reduction  of  un- 
wanted childbearing.”  Urging  that  this  policy  be  “implemented 
promptly”  the  Commission  stated : 

Whether  Americans  are  able  freely  to  choose  if  and  when  to  have  children 
depends  largely  on  the  priority  which  we  as  a society  are  willing  to  devote  to 
policies,  and  research  and  educational  programs,  to  reduce  unwanted  pregnancy. 

Your  committee  now  has  before  it  the  first  opportunity  to  carry  out 
this  national  policy  in  a meaningful  way.  We  urge  you  to  appropriate 
in  fiscal  year  1972  at  least  the  funds  requested  by  the  administration 
for  family  planning  services  and  to  increase  the  population  research 
appropriation  from  the  requested  $38.5  to  $53.5  million. 

Thank  you  very  mudi. 

Senator  Pastoke.  Thank  you  very  much.  Senator  Boggs,  do  you  have 
any  questions  ? 

Senator  Boggs.  Yes,  Mr.  Chairman. 

FAMILY  PLANNING  ACTIVITIES 

Senator  Boggs.  The  Committee  has  noted  that  there  are  numerous 
references  to  family  planning  activities  in  the  DHEW  budget.  Besides 
the  programs  conducted  by  the  National  Center  for  Family  Planning 
Services,  SRS,  the  Office  of  Education,  the  Indian  Health  Services  and 
several  other  agencies  appear  to  be  running  programs.  Can  you  com- 
ment on  the  nature  and  scope  of  these  activities  and  whether  in  your 
opinion  they  overlap  with  each  other?  For  example,  what  is  SRS 
doing  ? 

Mr.  Jaffe.  The  National  Center  for  Family  Planning  Services  is  the 
one  Federal  agency  whose  single  purpose  is  the  provision  of  family 
planning  services.  However,  there  are  several  agencies  which  have  a 
limited  but  legitimate  concern  in  this  area  to  special  population  groups. 
For  example,  the  Indian  Health  Service  offers  and  provides  family 
planning  to  mothers  who  deliver  their  babies  at  Indian  Health  hos- 
pitals. Obviously,  there  is  no  physical  problem  of  duplication  or  over- 
lapping there.  The  situation  is  more  complicated  with  other  agencies 
such  as  SRS  whose  potential  or  actual  target  population  may  be  the 
same  as  that  of  the  National  Center.  For  example,  under  title  lY-A 
of  the  Social  Security  Act  the  States  are  required  to  offer  and  provide 
family  planning  services  to  all  appropriate  recipients  of  public  as- 
sistance. Under  title  XIX,  welfare  recipients  and  some  other  medically 
indigent  persons  are  provided  with  medical  care.  One  could  assume, 
therefore,  that  all  welfare  recipients  are  taken  care  of,  or,  at  least, 
that  some  substantial  amount  of  activity  is  taking  place  under  these 
two  headings.  We  know  that  this  is  not  the  case,  although  the  adminis- 
tering agencies  sometimes  help  perpetuate  this  conforming  illusion. 
For  example,  in  1969,  only  one  in  five  AFDC  recipients  surveyed  by 
DHEW  reported  receiving  information  about  family  planning.  Only 
one  in  10  reported  being  referred  to  a doctor  or  other  medical  resource 
and  we  can  only  guess  as  to  how  many  actually  obtained  the  service. 
Similarly,  medicaid  is  known  to  have  generally  failed  to  provide  pre- 
ventive health  services.  An  SRS  report  indicates  that  only  4.2  percent 
of  all  title  XIX  expenditures  were  for  out-patient  services  and  only 
one-tenth  of  1 percent  were  for  free  standing  clinic  services  which 
until  recently  were  the  main  purveyors  of  family  planning  services. 
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OFFICE  OF  EDUCATION  PROGRAMS 

Senator  Boggs.  Well,  what  about  the  Office  of  Education? 

Mr.  Jaffe.  To  my  knowledge,  the  Office  of  Education  supports  pro- 
grams aimed  at  continuing  the  schooling  of  teenage  girls  during  preg- 
nancy. I certainly  hope  that  at  some  time  during  this  period  the  use 
of  contraception  is  discussed  with  these  girls  and  that  some  mention  is 
made  of  how  and  where  to  obtain  family  planning  services  after  the 
baby  is  born  but  this  is  hardly  a major  purpose,  or  cost,  of  the  program. 
The  Office  of  Education  also  supports  Family  Life  education  pro- 
grams. These  programs  often  include  management  of  family  budgets, 
nutrition,  mother-child  relationships  and  some  include  sex  education. 
Some  sex  education  programs  in  turn,  but  regrettably  not  all,  include 
discussion  of  contraceptive  methods  and  some,  but  I am  sure  very  few, 
mention  where  and  how  one  could  obtain  a prescription. 

I think  that  there  is  a great  need  here  for  a more  careful  definition 
of  what  constitutes  family  planning  service.  The  definition  used  by 
SKS,  that  is  “medical  contraceptive  services  (diagnosis,  treatment, 
supplies,  and  followup),  social  services  and  educational  services”  is 
clear  and  conforms  pretty  much  to  what  the  general  public  would 
assume  family  planning  services  are  all  about.  I also  think  that  there 
is  a great  need  for  more  careful  assessment  and  evaluation  of  various 
agencies’  reports  and  programs.  Only  on  that  basis  can  a definition  of 
appropriate  roles  and  better  coordination  be  achieved.  The  Family 
Planning  Services  and  Population  Research  Act  recognizes  this  and 
places  great  stress  on  vesting  these  functions  into  one  office  right  under 
the  Secretary  of  DHEW. 

OEO  AND  HEW  ACTIVITIES 

Senator  Boggs.  Now,  if  we  go  beyond  the  DHEW  budget  to  OEO, 
what  is  OEO  doing  that  is  different  from  DHEW?  How  is  that  co- 
ordinated ? 

Mr.  Jaffe.  The  OEO  program  has  stimulated  the  development  of 
family  planning  services  through  community  action  agencies  and  has, 
at  least  until  recently,  been  entirely  complementary  to  the  HEW  pro- 
grams which  were  primarily  run  by  traditional  health  agencies.  In 
the  past  couple  of  years  some  of  this  distinction  have  been  blurred 
and,  in  fact,  some  76  OEO  projects  are  to  be  transferred  to  HEW  dur- 
ing the  next  year  or  so.  I think  that  there  remains  a strong  role  for 
OEO  to  play  in  initiating  programs  where  the  local  health  agencies  are 
unwilling  or  unable  to  establish  them.  These  programs,  when  they 
mature,  could  easily  be  transferred  to  HEW. 

Statement  of  Dr.  Hellegers 

STATEMENT  FORMAT 

Senator  Pastore.  Dr.  Hellegers,  you  may  proceed. 

Dr.  Hellegers.  I am  Dr.  Hellegers.  I testify  as  concerning  private 
individuals,  because  I had  occasion  to  study  this  problem  bc^th  on  the 
Population  Commission  and  on  President  Johnson’s  Committee.  I have 
attached  to  my  testimony  an  exhibit  which  gives  in  its  bottom  half  of 
what  the  authorization  and  budget  figures  for  1971  and  1972  and  in  the 
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very  lowest  part  I deal  with  the  research  funding  of  1971,  the  budget 
request  for  1972  and  what  we  believe  that  the  budget  for  1972  ought 
to  be. 

CONTRACEPTIVE  DEVELOPMENT 

Under  the  separate  heading,  the  first  one  is  “Contraceptive  Develop- 
ment.” I think  the  key  thing  to  know  there  is  that  the  study  has  recently 
been  published  from  a variety  of  areas  in  the  United  States  which 
shows  that  women  who  go  on  the  pill,  more  than  50  percent  stop  using 
it  after  18  months  and  for  the  lUD,  more  than  a third  stop  using  it 
within  18  months  due  to  a variety  of  reasons  that  we  don’t  properly 
understand  yet,  the  psychological  side  effects,  bleeding,  cramping,  and 
so  forth. 

I need  not  remind  you  of  the  furor  of  Senator  Nelson’s  hearings  on 
the  pill  and  the  side  effects  and  clotting  stories  and  so  forth. 

The  fact  of  the  matter  really  is  that  our  technology  in  terms  of  con- 
traception is  exceedingly  poor.  Women  are  testifying  to  it.  So,  I think 
we  ought  to  develop  this  particular  area  of  development  of  new^  prod- 
ucts. 

Senator  Pastore.  Doctor,  may  I interrupt  you  at  that  point  ? How 
much  is  being  done  presently  in  that  regard  ? 

Dr.  Hellegers.  Very  little. 

Senator  Pastore.  Where  is  it  being  done  ? 

Dr.  Hellegers.  It  is  being  done  at  the  Wooster  Institute  of  Biology 
in  part  and  at  major  universities.  In  the  President’s  Committee  recom- 
mendations, it  was  suggested  that  there  be  established  in  the  United 
States  10  or  12  university  institutions  that  would  be  able  to  address 
themselves  to  these  particular  problems  and  would  get  support  to  do 
so. 

What  has  factually  happened  is  that  26  institutions  have  applica- 
tions on  the  board.  A number  of  them  have  been  reviewed,  have  been 
approved  by  NIH,  but  only  one  of  them  has  been  funded  for  the 
simple  reason  that  the  sum  total  university  course  support  for  this  was 
$1.5  million  which  isn’t  enough  to  start  off  in  an  area  of  reproductive 
biology  that  is  extremely  expensive,  involves  protein  chemistry  and 
so  forth. 

It  is  precisely  the  fact  that  while  I agree  with  the  service  funds,  I 
am  seriously  worried  about  the  fact  that  less  than  half  of  the  author- 
ized funds  for  research  are  even  being  requested. 

It  makes  really  no  difference  whether  one  wants  to  put  up  a barrier 
to  sperm,  or  to  destroy  it,  or  whether  you  want  to  avoid  as  in  the 
rhythm  system.  The  fundamental  biology  remains  absolutely  identical. 

So  I have  great  ease  as  a Georgetown  professor  to  say  the  fun- 
damental knowledge  is  the  same  whether  you  are  in  favor  of  better,  new 
contraceptives  or  rhythm. 

I hate  to  bring  this  up,  but  we  do  have  the  problem  of  women  with 
sterility  still,  for  whom  we  can  do  very  little  for  the  same  reason, 
which  is  that  the  fundamental  reproductive  biology  knowledge  is  not 
present. 

The  medical  effects  I mention  very  briefly.  We  all  know  about  the 
pills  and  the  lUD’s,  and  so  forth,  from  the  Nelson  committee. 

The  FDA  has  ruled  that  lUD’s  of  certain  compositions  will  in  the 
future  have  to  undergo  the  same  kind  of  testing  requirements  as  gen- 
eral ones.  This  will  increase  the  cost  of  that  research  considerably. 
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That,  incidentally,  after  the  budget  was  submitted,  once  again,  it  leads 
me  to  say  that  we  feel  the  budget  request  should  be  increased  from  $4.3 
to  $5.5  million. 

I have  appended  in  exhibit  3 a series  of  studies  and  a partial  listing 
of  studies,  all  of  which  have  been  approved  by  the  scientific  peers, 
through  the  regular  mechanisms  of  the  NIH,  unfunded.  The  funds 
simply  weren’t  there  for  the  research  side. 

I think  there  is  little  difficulty  for  Americans  in  general  to  under- 
stand better  products  and  to  understand  safety.  I think  that  is  sort  of 
the  American  ethical  thing. 

I note  the  fact  that  the  sum  total  budget  for  behavioral  sciences 
under  the  act  was  $5  million  to  cover  the  whole  psychology,  sociology, 
demography,  and  in  fact  what  is  happening  to  the  population  in  the 
United  States.  What  demography  obviously  does  is  study  the  market  to 
which  the  products  go  and  what  the  consumers  want,  why  they  are 
using  it  and  why  not.  It  is  to  me  quite  remarkable  that  it  is  being  raised 
in  Europe,  that  on  any  other  products  that  I know  of  in  the  United 
States  there  is  an  enormous  market  research  where  you  go  out  with 
the  product.  Demography  somehow  does  not  seem  to  be  a subject  that 
people  pay  any  attention  to. 

Yet,  that  is  what  determines  and  gives  us  the  ability  to  predict  where 
our  schools  are  going  to  have  to  be,  whether  we  are  going  to  have  to 
have  obstetrical  services  in  hospitals,  geriatrics,  what  kind  of  housing, 
what  is  happening  to  the  migratory  trends,  and  so  forth.  I simply  state 
in  order  to  allow  the  present  projects  to  continue  and  expand  and  to 
fund  the  approved,  but  unfunded,  once  again,  studies  in  10  States 
being  done  at  the  present,  there  ought  to  be  an  increase  in  the  ap- 
propriations from  $6.8  to  $9.6  million. 

The  core  support  I have  already  spoken  about.  I think  that  is  the 
first  thing  that  ought  to  go.  It  is  likely  to  get  the  highest  yield. 

There  is  one  further  problem  I would  like  to  raise.  That  is  the  prob- 
lem of  staff  support  at  NIH. 

The  President’s  budget  for  1972  provides  for  an  additional  15  posi- 
tions for  population  research  in  the  NICHD.  Twelve  of  these  are 
for  intramural,  only  an  increase  of  three  totally  with  all  of  the  ap- 
plications that  have  to  be  processed.  That  is  where  a great  deal  of 
the  bottleneck  is.  Our  proposal  there  is  that  the  staff  support  be  in- 
creased from  $500,000  which  is  what  it  is  at  the  present  to  $900,000,  to 
unbottle  the  thing. 

I realize  this  committee  is  very  busy.  I will  simply  summarize  and 
say  that  by  the  verv  service  that  we  are  rendering  we  are  aware  that 
our  service  are  inadequate.  They  are  aimed  at  5 million  women  who 
cannot  get  the  services,  but  there  are  37  million  other  women  not  sub- 
ject to  the  services  at  all  who  are  also  needing  better  products  in  terms 
of  contraceptive  development. 

I think  that  the  women  are  entitled  to  products  that  are  both  safe 
and  have  no  unpleasant  effects  and  that  to  this  end  we  must  develop 
new  methods  and  test  their  safety  so  families  won’t  feel  compelled 
to  stop  using  them  after  18  months. 

We  believe  that  through  the  demography,  the  behavioral  sciences, 
we  need  to  do  the  same  market  research  as  for  other  American  prod- 
ucts and  without  that  research  we  can’t  optimize  our  services.  In  fact, 
we  act  blindly. 
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The  universities  and  industries  should  expand  their  efforts.  They 
are  willing  and  able  to  do  so.  They  have  tooled  up  for  the  job  and  the 
authorized  fund  for  this  purpose  should  not  be  withheld.  NIH  should 
get  the  small  staff  increase  to  help  unbottle  this  work.  I would  only 
say  that  the  Senate  unanimously  passed  this  particular  Family  Plan- 
ning Services  and  Population  Research  Act  and  the  President  has 
signed  it.  I find  it  tragic  that  the  budget  request  for  the  research  would 
then  be  less  than  one-half  of  the  authorized  funds. 

Senator  Pastore.  That  is  one  of  the  dilemmas  we  have  to  face  day 
to  day  here  as  we  allocate  and  slice  this  pie.  The  need  is  so  great.  The 
urgency  is  so  imminent  that  sometimes  it  is  baffling. 

Dr.  Hellegers.  I did  want  to  stress  that  the  very  early  part  of 
reproductive  biology  research  affects  the  population  story.  I sat  in  the 
room  earlier  and  listened  to  mental  retardation  being  discussed. 
Precisely  in  those  phases  within  ovulation,  the  ovary,  and  the  uterus, 
there  occur  massive  diseases  that  bother  us  in  terms  of  retardation, 
like  Mongolism  where  the  early  division  of  the  ovum  goes  wrong;  it 
is  an  area  that  covers  so  many  parts  of  human  life,  not  just  the  popula- 
tion. It  is  unfortunate  to  me  that,  yes,  the  much-needed  services  are 
there,  but  the  research  part  has  got  to  get  to  the  tools  and  the  market 

Senator  Pastore.  We  will  make  sure  that  your  eloquent  presentation 
will  be  submitted  to  the  members  of  the  committee. 

Thank  you  very  much. 

(The  prepared  statement  follows :) 
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Mr.  Chairman  and  members  of  the  Committee 

I am  Dr.  Andre  Hellegers , Director  of  Population  Research  at 
Georgetown  University  and  a Professoi  of  Obstetrics  and  Gynecology 
there.  Having  served  in  the  past  as  a member  of  a Papal  and  a 
Presidential  Committee  on  population  problems,  I testify  today  as 
a concerned  private  individual. 

Attaclied  to  my  testimony  is  an  Exhibit,  the  lower  part  of  which 
summarizes  the  funding  situation  for  F.Y  1971  and  the  present 
budget  request  for  1972. 

The  highlights  of  the  funding  situation  are  the  following. 

Based  on  the  fact  that  there  are  an  estimated  5,000,000  American 
women  who  have  no  access  to  family  planning  services  and  who  want  it, 
the  Congress  authorized  the  funding  of  79.6  million  in  F.Y.  1971  and 
the  budget  figure  was  39.6  million.  By  1969  1.1  million  of  these 
women  v;ere  reached.  The  budget  request  for  1972  is  90.9  million 
dollars  for  services  out  of  an  authorized  112.6  million.  The  service 
funds  in  brief  are  being  doubled  and  there  is  no  doubt  that  they  will 
be  spent,  since  over  the  past  2 years  the  family  planning  services 
have  tooled  up  and  are  ready  to  render  the  service. 

The  Act  under  v;hich  the  funds  have  become  available  is  called 
the  Family  Planning  Services  and  Population  Research  Act.  It  is  to 
the  second  part  of  this  act,  the  Research  part,  that  I wish  to 
addressmyself . Out  of  78.1  million  dollars  authorized  for  1972  ord.y 
37.7  million  - or  less  than  half  - is  being  requested.  This  I believe 
to  be  dangerous. 

The  very  last  part  of  Exliibit  I gives,  for  each  category  of 
research,  the  appropriations  for  F.Y.  1971,  the  present  budget  request 
for  F.Y.  1972  and  the  proposal  I V70uld  like  to  see  the  committee  adopt 
for  1972.  Let  me  discuss  each  category  in  turn. 

I Contraceptive  Development 

Mr.  Chairman,  -the  family  planning  services  are  in  urgent  need  of 
better  medical  techniques.  The  vast  majority  of  American  contraception 
users  are  either  using  the  pills  or  the  intrauterine  devices.  Yet 
a recent  study  done  in  the  various  areas  of  the  country  shov;s  that  one 
woman  in  three  who  start  using  the  intrauterine  device  stop  it  within 
18  months.  For  the  pills  the  figures  are  even  worse.  More  than  half 
the  women  v.;ho  began  using  the  pills  stopped  using  them  within  18  months. 
Many  women  cannot  use  the  pill  at  all,  for  reasons  of  blood  pressure, 
kidney  disease,  heart  disease,  tumors,  diabetes,  varicose  veins  and 
others.  Moreover  many  women  cannot  stand  the  side  effects.  The  same 
holds  true  for  the  I.U.D.  (intrauterine  device).  Many  expel  it,  others 
have  bleeding,  others  cramps.  I have  already  alluded  to  how  many 
women  stop  using  the  methods  v/ithin  18  months,  1/3  for  the  I.U.D,  over 
1/2  for  the  pills. 

There  is  a sizeable  fraction  of  American  women  who  cannot  use  of 
these  methods  at  all  for  reasons  of  health  or  of  conscience. 

The  question  then  becomes,  Mr.  Chairman,  how  we  can  best  make 


services  most  effective.  The  services  depend  on  the  technology.  They 
cannot  be  better  than  that.  Yet  our  knowledge  of  reproductive  biology 
is  in  its  very  infancy,  due  to  decades  of  neglect. 

In  40  states,  more  than  200  institutions  have  made  major  commitments 
to  researcli  in  the  area  of  population.  The  universities  are  finally 
tooling  up.  Yet  I know  that  the  capabilities  of  the  Country’s  insti- 
tutions to  help  solve  the  problems  are  not  being  sufficiently  or  effect- 
ively utilized.  Exhibit  II  gives  a precise  breakdov;n  of  the  funds 
requested,  by  the  specific  part  of  the  reproductive  tract  involved. 

I wish  to  stress  that  it  makes  no  difference  whether  one  wants  to 
destroy  sperm  or  ova,  as  in  contraceptive  methods,  or  Vv'hether  one 
v^ants  to  make  the  sperm  avoid  the  ova,  as  in  rhythm  - the  fundamental 
biological  knowledge  required  is  identical.  I would  go  further.  To 
speak  of  women  with  sterility  problems  may  seem  strange  in  the  present 
context.  Yet  they  also  have  desperate  problems  and  again  we  usually 
cannot  help  them  because  we  do  not  have  the  knowledge  in  the  areas 
described  in  Exhibit  II,  The  increase  from  22  to  28.9  million  is  a minimum 
necessity. 

In  Exhibit  III  I have  given  a partial  listing  - and  I stress  the 
word  partial  - of  research  projects  approved  for  scientific  institutions 
in  more  than  20  states.  Mr.  Chairman,  the  funds  requested  for  1972 
simply  do  not  allow  for  an  increase  in  projects  underway,  projects 
approved  but  unfunded,  and  the  initiation  of  new  projects  for  methods 
to  replace  those  which  are  so  obviously  inadequate. 

II  Medical  Effects 

The  present  pills  are  used  by  millions  of  women.  Side  effects  are 
distressing,  some  miay  be  more  than  that.  I am  sure  you  will  recall  the 
furor  surrounding  the  hearings  held  by  Senator  Nelson.  British  studies 
have  shown  that  blood  clots  can  occur  in  women  using  pills  - not  many, 
but  enough  to  worry  us  all.  These  clots  were  related  to  the  amount  of 
the  hormone  estrogen  in  the  pills. 

Mr.  Chairman,  it  is  astounding  that  unlike  for  any  other  combin- 
ation of  drugs  that  1 know  of,  v;e  do  not  have  any  studies  to  show  what 
composition  of  the  pill,  in  what  dosage  of  each  component,  is  either 
safe  or  sufficient  to  get  the  desired  effect.  Neither  do  we  knov; 
exactly  v;hat  shape  of  I.U.D.  , or  of  what  composition,  is  most  effective 
for  a particular  uterus.  Recently,  and  after  the  budget  requests  were 
submitted,  the  F.D.A.  has  ruled  that”T.~U . D ' s of  certain  composition 
will  have  to  m.eet  the  testing  requirements  of  other  drugs.  This  v;ill 
markedly  increase  research  expenses.  I will  not  speak  of  the  testing 
or  improvement  of  existing  older  chemical  and  barrier  methods  or  the 
ongoing  testing  of  the  newer  methods  on  the  drawing  board.  I will  simply 
say  that  we  need  more  research  and  that  we  feel  the  budget  request 
should  be  increased  from  4.3  to  5.5  million. 
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BEHAVIORAL  SCIENCES 

I believe  most  Americans  understand  the  production  of  better 
technology  and  the  need  to  test  for  its  safety.  But  I think  few  under- 
stand Demography.  Demography  studies  the  market  to  v;hich  the  product 
goes.  Nev7  contraceptive  development  is  like  producing  nev/  strains 
of  wheat  or  rice.  Demography  studies  the  soil)  and  the  crop  produced 
by  the  seeds.  It  studios  the  consumers,  what  they  want  and  there  they 
are.  Without  this  information,  we  act  illogically  in  many  v;ays.  It 
affects  us  in  every  v;ay  from  knowing  how  many  schools  to  build,  v.'here 
to  build  them,  predicting  the  need  for  housing,  the  number  of  rooms 
likely  to  be  needed  in  the  housing,  v/hether  to  build  obstetrical  ser- 
vices or  geriatric  ones , how  to  decentralize  cities , where  migration 
is  occurring,  how  the  migrants'  behave.  Last,  but  not  least,  it  studies 
the  impact  of  the  services  v;e  seek  to  render. 

Just  offering  the  contraceptive  services  is  not  enough.  I said 
the  services  v;ere  designed  for  5 million  women  who  could  not  get  them. 
There  are  37  million  other  women  v;ho  do  not  fall  under  the  service 
program.  Yet  they  account  for  most  of  the  baby  boom.  How  are  they 
behaving?  We  knov;  and  talk  more  and  more  about  contraception,  yet 
the  illegitimacy  rate  goes  up.  The  more  ignorant  ascribe  this  to 
Negroes.  Yet  the  fact  is  that  among  Negroes  the  illegitimacy  rate  is 
going  down,  amoung  the  VJhite  it  is  going  up.  Why? 

Mr.  Chairman,  Exhibit  III  again  cites  more  than  20  studies  in 
more  than  10  states  which  were  approved  but  went  unfunded.  The  interim 
report  of  the  President’s  Commission  on  Population  and  The  American 
Future  shows  that  the  Commission  had  to  fund  a whole  series  of  studies 
on  questions  v^hich  are  so  fundamental  that  one  can  only  be  shocked  that 
the  studies  were  not  done  years  ago.  It  is  not  surprising,  really. 
Demography  has  never  been  a high  priority  subject  in  the  United  States. 
Indeed,  it  is  virtually  impossible  to  major  in  it  at  any  American 
college.  I personally  knov;  today  of  Demographers  who  are  leaving  the 
field  for  other  market  research,  since  they  have  justifiably  concluded 
that  despite  Family  Planning  Services  and  Population  Research  Act  we 
only  pay  lip  service  to  the  latter.  The  present  situation  is  such 
that  Demographers  do  not  even  apply  for  research  support. 

Mr.  Chairman,  in  order  to  allow  present  projects  to  continue  and 
expand,  to  fund  the  approved  bit  unfunded,  and  to  start  the  new  we 
propose  an  increase  in  appropriations  from  6.8  million  to  9.6  million 
dollars. 
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Core  Support 

The  President’s  Coinmittee  on  Population  and  Family  Planning  sug- 
gested that  universities  shouJ.d  establish  Population  Study  Centers  and 
that  these  should  be  provided  with  more  support  to  make  them  more  effective. 
Under  this  program  11  universities  applied  to  N.I.H, , 6 applications  were 
reviewed,  3 were  approved  and  1 was  funded.  15  applications  are  in  the 
v;orks  right  now.  Here  is  a program  that  can  go  right  now.  Yet  Fiscal 
Year  1972  does  not  even  request  an  increase  in  last  year’s  fund.  With  26 
applications  already  known  to  be  on  the  drawing  board  and  only  one  funded 
we  propose  increasing  this  item  from  1.5  million  to  6.0  million  dollars. 

Training  Programs 


Here  we  propose  an  increase  from  2.6  to  2.9  million,  not  because 
it  is  adequate,  but  simply  because  we  cannot  stand  still.  Here  I know  of 
5 excellent  training  programs  approved  but  unfunded,  and  11  others  which 
were  approved  but  also  unfunded.  If  the  data  in  the  Interim  Report  of  The 
President’s  Commission  mean  anything,  they  mean  that  we  had  better  get 
ready  the  personnel  to  cope  with  the  problem. 

Staff  Support 

Mr.  Chairman,  the  President’s  Budget  for  1972  provides  only  for 
an  additional  15  positions  for  Population  Research  in  the  NICHD.  12  of 
these  are  for  direct  or  intramural  research  at  Bethesda  and  only  3 for  the 
Center  for  Population  Research.  This  small  increase  does  not  permit 
adequate  growth  in  either  scientific  or  support  staff  to  meet  the  very  high 
requirements  for  monitoring  research  and  development  contracts.  Therefore, 
it  is  recommended  that  an  increase  of  45  positions  for  the  Center  for 
Population  Research  and  NICHD  Intramural  population  programs  be  appro- 
priated instead  of  only  the  15  requested  in  the  President’s  Budget. 

Summary 

Mr.  Chairman  and  members  of  the  CoiTbaittee , I need  not,  I hope,  stress 
the  seriousness  of  the  population  problem  on  a global  scale.  At  home,  we 
suffer  from  problems  of  maldistribution  of  population  and  from  a mialdistri- 
bution  of  health  services  whereby  5 million  women  do  not  have  access  to  their 
ov;n  physician  for  family  planning  services  to  which  we  believe  they  ar 
entitled.  We  believe  the  services  instituted  will  correct  that  defect.  The 
FY  1972  request  aims  to  do  so. 

By  the  very  service  we  render,  we  are  aware  that  our  services  are 
inadequate.  Both  the  5 million  women  whom  we  aim  to  reach  and  the  other 
37  million  women  not  in  the  program  deserve  and  need  better  products, 
products  which  are  safe,  and  which  should  have  no  unpleasant  side  effects. 

To  this  end  we  must  develop  new  methods  and  test  their  safety,  so  that 
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families  will  not  feel  compelled  to  stop  using  them  after  a short  time  spani . 
We  believe  that  through  the  behavioral  services,  and  especially  demography, 
we  need  to  do  the  same  market  research  as  for  other  American  products. 

Without  such  research,  we  cannot  optimize  our  services;  in  fact  we  act 
blindly.  The  universities  and  industry  should  expand  their  efforts,  are 
willing  and  able  to  do  ■so,  have  tooled  up  for  the  job  and  the  authorized 
funds  for  this  purpose  should  not  be  withheld.  NIH  should  get  the  staff 
positions  to  help  the  country  to  do  the  job  required.  The  Senate  unanimously 
passed  the  act  authorizing  the  funds  for  the  work.  The  President  has 
signed  it.  It  is  tragic  that  the  budget  request  should  then  be  for  less 
than  one  half  of  the  authorized  funds. 
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uiiED  i-oit  Fi'g-iiL^  i-L’A:'iu i ;;>i  Si.!V^yic.-S  POfUuvTiON^  Ri:rE.^j<cff  EXHIBIT  I 

PROBLEM 

1970-2000  - If  tlie  crowtli  rate  of  the  U.S.  of  last  30  years  continued  for, 
next  30  years  U.S.  population  would  grow  from  206  million  to  309  million. 

1960-1965  - One  fifth  of  all  children  born  were  uhwanted . Rate  of 
-.^wanted  births  was  highest  among  the  poor. 

Today  - There  is  no  completely  safe-,  effective,  acceptable  contraceptive 
available  to  anyone. 

Government  attention  has  focused  on  5 million  poor  women. 

37  million  other  women  need  much  better  contraception. 

The  marriageable  population  is  increasing.  There  are  7 1/2 
million  girls  in  high  school. 

• NEED  FOR  SERVICES 

Only  1.1  million  of  estimated  5.3  million  low-income  women  in  need  of 
family  planning  services  received  them  from  all  sources  - public  and 
private. 

Only  about  1,436  of  nation's  3,072  counties  had  subsidized  family 
planning  programs.  Only  80  counties  were  serving  more  than  half  of 
women  in  need. 

NEED,  FOR  RESEARCH 

The  majority  of  women  who  employ  contraceptives  use  oral  contraceptives 
or  intrauterine  devices.  HOWEVER, 

Many  women  cannot  use  existing  oral  contraceptives  because  of  medical 
problems  - e.g.  varicose  veins  or  high  blood  pressure. 

Many  women  suffer  side  effects  from  existing  oral  contraceptives  and 
lUD's.  Between  20  and  36  per  cent  of  women  using  lUD's  discontinue  use 
withiri  IS  menths.  Ectv.'een  36  snd  58  per  •■'pnr  nt  wrirpen  startinc  on  niil 
discontinue  use  within  18  months. 


Long  range  effects  of  use  of  oral  contraceptives  and  lUD’s  are  yet 
■unknotm  and  may  be  dangerous. 


Today's  lUD's  and  oral  contraceptives  require  continuous  medical 
monitoring.  This  makes  these  methods  expensive  and  limits  their  use  to 
availability  of  medical  manpower. 

FUNDING  SITUATION  '• 

Fiscal  Year  1971 


Services 


Research 


Authorization  79.6  (Title  X PHS  Act  & Title  V SS  Act) 
Budget  39,6 

Fiscal  Year  1972 


58.1  (Title  X & IV 

28.1  (Title  IV  PHS  Ac 


Authorization  112.6  (Title  X PHS  Act  & Title  V SS  Act)  78.1  (Title  X & IV  Pt 


Budget  (90.9  - 10.0  OEO  transfer) 

37.7  (Title 

IV  PHS  A« 

= 80.9 

RESEARCH  APPROPRLATION 

1 

RliCOMIILUDATION  - Research  appropriations 

for  FY  1972  be  increased  to  amounts 

tabulated : 

FY  1971 

FY  1972 

FY  1972 

(for  comparison) 

(present  budget 

(V;itness 

request) 

Proposa 

TOTALS 

28.1 

‘ 37.7 

53.8 

Research  Projects 

23.5 

33.1 

44.0 

Contraceptive  Development 

(15.0) 

(22.0) 

(28.9) 

(including  reproductive  biology) 

‘ 

• Medic.nl  Effects,  i . v'v  ’>•  : 

(3.5) 

(4.3) 

(5.5) 

Behavioral  Sciences  ’’  | 

(5.0) 

(6.8) 

(9.6) 

Center  Core  Support 
Training 

“ 1.5 

2.6 

1.5 

2.6  ' 

6.0  ,, 

ijitp^p'rt'-  (in  scientific 

6.  0.5*^-; 

0.5 

J 

1679 


EXHIBIT, II 


■(in  irillions) 


CONTRACEPTIVE  DEVELOPMENT 
-REPRODUCTIVE  BIOLOGY 
DISTRIBUl’ION  OF  RESOURCES 

FY  1571 

FY 

PRESENT  BUDGET 
• REQUEST . 

1972 

V7ITNESS  PROPOSAL 

1.  Directed  Fundamental 
Research 

(13.0) 

(17.5) 

(21.6) 

a The  oviduc  t 

2.2 

3.0 

3.7 

b.  The  ovum  and 
blastocyst 

2.6 

3.5 

4.3 

c.  The  corpus  luteum 

4.8 

6.5 

8.0 

d.  Spermatozoa  and 
. _ fertilization 

3.4 

4.5  ^ ^ 

5.6 

2.  Product  Development 

(2:0) 

(4.5) 

(7.3) 

a . Dr  ug  d e VG 1 o pmen  t 

.7 

2.4 

5.0 

b,  ■ Drug  delivery 
systems 

.3 

.7 

.8 

c.  . Device  development 

1.0 

1.4 

1.5 

• TOTALS 

1 

15.0 

1 

22.0 

28.9 

The  projected  distribution  of  funds  for  FY  1972  is  meant  to  parallel 
descriptions  in  the  material  prepared  , as  background  for  the  appropriations 
hearings.  In  the  fundamental  research  area,  in  addition  to  the  four 
categories  listed  (sperm,  ovum,  oviduct  and  corpus  luteura),  it  is  also 
possible  to  separate  out  projects  on  immunological  studies  and  on  hormone 
action.  This  is  done  in  the  background  material  but  fiscal  data  separate 
from  the  four  categories  is  not  nov;  available. 

Research  on  prostaglandins  is  included  in  corpus  luteum  projections  and 
the  background  m.atcrial  contains  examples  of  research  supported  in  other 
areas  tliat  would  benefit  from  additional  funds. 
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PARTIAL  LISTING  OF  Ii.GTiIL'.L.!.ON  .i  Ail; 

APPR0M:D  but  pending  because  of  II'.CK  of  FlNs’DS 


University  of  California 

Population  Control  and  Genetics , 

Eastern  Penna.  Psychiatric 
Institute 

Social  and  Psychological  Correlates  of 
Family  Size 

California  State  College 

U.S.  Public  Opinion  on  Domestic  Population 
Growth  . . 

Medical  Research  Foundation 
of  'Oregon 

Metabolism  of  Uterine  Tissues  from  the 
Rhesus  Monkey 

Los  Angeles  County  - USC 
Medical  Center 

The  Biochemistry  of  the  Human  Endometrium 
and  Its  Secretions  • . 

American  University 

Population  Dynamics  and  Culture  Change 

Medical  College  of  Ohio  at 
Toledo, 

Studies  on  Implantation  of  the  Mammalian 
Blastocyst 

University  of  Illinois 

Selective  Migration  and  Population  Structure 

Oklahoma  Medical  Research 
Foundation 

Metabolism  of  the  Testes  in  Vitamin  E 
Deficiency. 

Delta  Regional  Primate  Research  Mechanisms  Regulating  Reproductive  Events 


Center 

Tulane  University 

Hormor^e  - Releasing  Intrauterine  Devices 

Yale  University 

Binding^  of  Estradiol  in  Target  Organs 

University  of  Michigan 

Enzymology  of  Mammaliam  Sperm  Acrosomes 

Pacific  Northv;est  Research 
Foundation 

The  Use  of  Clomiphene  in  Neuroendocrine 
Studies 

Northwestern  University 

Reproductive  Biochemistry  of  Testes  Specific 
LDH-X 

Harbor  General  Hospital 

Gonadal  Differentiation  in  the  Human  Fetus 

Harbor  General  Hospital 

Granulosa  Cell  Differentiation  in  the  Rabbi: 

University  of  Michigan 

Personality  Determinants  of  Marriage  and 
Fertility 

University  of  Missouri 

Ovarian  Fine  Structure  Response  to  Gona- 
datropin 

Worcester  Foundation  for 
Experimental  Biology 

Estrogen  Action  in  Rat  Uterus 

University  of  Virginia 
Medical  School 

Mechanism  of  Oviduct  Function 

VJorcester  Foundation  for  ' 
Experimental  Biology 

Hormonal  Control  of  Blastocyst  Implantaticn 

University  of  Tennessee 

Pharmacists’  Attitudes  Re  Contraceptive 
Sales  and  V.D. 

University  of  Miami 

Reproductive  Physiology 

University  of  California 
Davis 

Effect  of  Melatonin  on  Testicular  Meta- 
bolism', ■ ' 

SUNY  Ups  late  Medical  Center 

A Study  of  Huiaan  !]ndo;uelr ium  in  Oi  .raM  i . 

1681 


University  of  Michigan 

Steiojd  Hoiiriono  Mocabolisrn  in  Turgot  Tissue: 

University  of  Georgia 

Epid:Ldyma.l  Motab'olirim  and  Function 

Northv/estern  University  ’ ' g 

. Muclcoprotcin  Metabolism  in  Gonodal  and 
Uterine  Tissue 

University  of  Michigan 
, \ 

Long  Term  Effects  of  Contraceptive  Agents 
on  Mice 

University  of  Wisconsin 

Control  of  the  Hypothalmic  Hypophyseal 
Ovarian  Axis 

N ew  York  Medical  College 

Physicians’  Attitudes  and  Practices  in 
Voluntary  Sterilization 

George  Washington  U. 

The  Role  of  Uterine  Diamine  Oxdase  in 
Fertility 

Central  Michigan  University 

Ultra  Structural  Aspects  of  Sperm 
Maturation 

Yale  University 

Significance  of  Endometrial  Nucleolar 
Differentiation 

University  of  Maryland 

Nonuse  of  Family  Planning  Programs 

Peter  Bent  Bringham 

Mycoplasms  in  Infertility  and  Reproductive 
Failure 

Rees-Steely  Clinic  Research 
Foundation 

Conjugated  Estrogens  in  Human  Urine 

University  of  Miami 

Effect  of  Prostoglandins  on  Ovarian 
Function 

Albert  Einstein  Medical 
Center 

Social  Structure  and  Population  Grov;th 

University  of  Connecticut 

Steroid  Sex  Hormones : Receptors  and  Meta- 
bolic Effects 

Mass.  General  Hospital 

Biological  Properties  of  Humai Gonadotropins 

Mass.  General  Hospital 

Subhuman  Primate  Model  for  Study  of  Ovarian 
Functions 

Medical  College  of  V/isconsin 

Utero-Ovarian  Homa  transplantation 

SUNY  Stonybrook 

lnfluer.ee  of  Cytoplasm  on  Nuclear  Activity 
in  Oocytes 

University  of  Michigan 

Human  Luteinizing  Hormones  Normal  and 
Abnormal.  Profiles 

Stanford 

Psychological  Aspects  of  Unwanted  Pregnancy 

Wayne  State  U. 

Studies  on  Gametic  Maturation  and  Transport 

Columbia  University 

Sexual  Differentiation  and  Development 

Harvard 

Seasonal  Changes  in  Leydig  cells  and  Serum 
Testosterone  ' 

University  of  Kentucky 

Hypothalamic  Influence  of  Gonadatropin 
Release. 

Harbor  General  Hospital 

Physiology  of  Gonadal  Control 
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Virginia  Commonwealth  University  Studies  in  Early  Reproductive  P)ocessos 

in  Ilaiitmals 


University  of  Puerto  Pdeo  ■ ' 
Nev/  York  Medical  College 

Kansas  State  University 

University  of  Michigan 


CQifipara Live  Endocrinology  of  Vertebrates 

Metabolism  of  Hujrian  and  Guinea  Pig 
Spermatozoa 

Internal-External  Control  and  Population 
Phenomena' 

A Population  Education  Survey  of  Post 
High  School  Age 


University  of  Michigan 


Fertility  Behavior 


University  of  Illinois 


Hormonal  and  Behavioral  Determinants  of 
Ovulation 


Virginia  Polytechnic  Germ  Cell  Structure  and  Function 

Institute 


Harvard,  University 


Psychological  Determinants  of  Contra- 
ceptive Use 


Northv;estern  University 


Masculinity-Feminity  in  Relation  to 
Family  Planning 


Thomas  Jefferson  University 


Metabolism  and  Cation  Transport  in  Hyor- 
netrium 


University  of  Virginia 


Reproductive  Physiology  of  the  Cat 


Medical  College  of  Ohio 
at  Toledo 


Receptors  for  Estradiol  and  Oxytocin  in 
the  Uterus  ^ 


Vanderbilt  University 


Characterization  of  Rabbit  Sperm  Leukot- 
actic  Factors 


Oregon  State  University 
Vanderbilt  University 


Action  of  17-B  Estradiol  on  the  Corpus 

In  Vivo  Study  of  Gonadal  Steroid  Inter- 
mediaries 


Case'Western  Reserve  U. 

Harbor  General  Hospital 

Vanderbilt  University 
Princeton  University 
Princeton  University 
Michigan  State  University 

University  of  California 

Wayne  State  University 


Socio-Behavior  Theories,  Models  and 
Population  Planning 

FSH  Control  Isolation  of  SSH  Inhibitor  in 
the  Male 

Regulation  of  RMA  Polymerase  by  Sex  Steroids 

Studies  on  PJvA  Synthesis  During  Development 

Studies  on  Two  Maternal  Effects 

Progesterone  and  Cortisol  Binding  in 
Target  Tissues 

A Comparative  Fertility  Study  in  Three 
Ethnic  Groups 

Survey  of  Professionals  Regarding  Family 
Planning 
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Un:lvc:rr,ity  of  Wisconsin 

Center  for  Population  Research 

University  of  Konsns  ' 

"i 

Isolation  of  Genetic  Hechaiiisnis 
Governing  Ovulation 

Johns  Hopkins 

Heterogeneity  of  Dehydrogenases  in  Human 
Development 

Univeristy  qf  California 

A Study  of  the  Growth  of  Mexican-American 
Families 
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STATEMENT  OF  CYRIL  BRICKFIELD,  LEGISLATIVE  COUNSEL,  NA- 
TIONAL RETIRED  TEACHERS  ASSOCIATION,  AMERICAN  AS- 
SOCIATION OF  RETIRED  PERSONS 

ACCOMPANIED  BY: 

ROBERT  F.  SYKES,  LEGISLATIVE  REPRESENTATIVE 
PETER  W.  HUGHES,  LEGISLATIVE  REPRESENTATIVE 

Older  Americans  Act,  NICHD  and  Health  Research  Facilities 

PREPARED  STATEMENT 

Senator  Boggs  (presiding) . Our  next  witness  is  Mr.  Brickfield. 

We  are  glad  to  have  you,  Mr.  Brickfield.  The  complete  statement  will 
be  made  a part  of  the  record. 

(The  statement  follows :) 
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My  name  is  Cyril  F.  Brickfield  and  I am  Legislative 
Counsel  of  the  National  Retired  Teachers  Association  and  the 
American  Association  of  Retired  Persons.  Our  Associations 
represent  a combined  national  membership  of  more  than  two 
million,  800  thousand  older  Americans.  We  are  nonprofit, 
nonpartisan  organizations  of  persons  age  55  or  over  who  believe 
that  dignity,  independence  and  purpose  enable  the  older  person 
to  continue  a life  of  meaningful  activity,  usefulness,  and 
service  to  others. 

Mr.  Chairman,  the  first  portion  of  our  testimony  deals 
with  our  concern  over  the  inadequacy  of  the  Administration’s 
budget  requests  to  carry  out  the  programs  established  under 
the  Older  Americans  Act,  as  amended  in  1969- 

The  second  part  of  our  testimony  deals  with  the  proposed 
budget  for  aging  research  with  the  National  Institute  of 
Child  Health  and  Human  Development. 

OLDER  AMERICANS  ACT  - AoA 

Mr.  Chairman,  from  its  inception,  the  Administration  on 
Aging  was  unable,  through  lack  of  manpower  and  money,  to 
fulfill  the  provisions  and  goals  the  Congress  had  for  it. 
Congress  intended,  the  record  shows,  that  AoA  should  become  a 
pov;erful,  creative  and  independent  agency  with  HEW  - pro- 
viding a central  voice  within  government  to  insure  that  older 
Americans  who  have  contributed  so  much  to  our  society  might 
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continue  to  particupate  fully  in  its  benefits.  That  goal 
has  not  been  achieved.  Instead  of  renewed  efforts  to  accomplish 
this  goal,  we  have  seen  a syphoning  away  of  funds,  a reduction 
in  status  and  now  the  dismantling  of  the  AoA  structure  by 
removing  two  of  its  most  important  programs  to  a new  agency. 

What  remains  is  a facade,  a symbol  of  concern  - an  agency 
with  an  impressive  title.  Administration  on  Aging,  but  an 
agency  with  very  little  to  administer.  AoA  has  never  been 
the  forceful  agency  envisioned  by  the  Congress  necessary  to 
develop  and  administer  effective  programs  for  the  elderly. 
Manpower  has  always  been  limited  and  its  budget,  of  course, 
has  never  been  adequate. 

Mr.  Chairman,  there  are  presently  20  million 
Americans  age  65  or  older.  This  amounts  to  an  older  popula- 
tion of  one  in  ten  nation-wide.  It  has  been  projected  by 
experts  in  the  field  of  aging  from  both  the  governmental  and 
private  sectors  that  by  the  year  2000  we  can  expect  to 
have  more  than  30  million  persons  age  65  or  older  living  in 
the  United  States.  It  is  imperative  that  these  Americans  be 
provided  with  the  opportunities  and  programs  which  will 
enable  them  to  sustain  their  independence  and  the  effectiveness 
of  their  contribution  to  the  society,  as  well  as  to  provide 
for  the  basic  needs  of  adequate  income,  nutrition,  health 
care,  shelter,  employm.ent,  transportation  and  meaningful  lives. 
These  are  the  most  pressing  needs  of  the  older  and  retired 
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person  and  although  some  progress  has  been  made  In  the  past, 
much  remains  to  be  done.  A second  national  issue  beyond 
individual  need  is  the  changing  age  profile  of  our  society. 

We  must  all  be  concerned  with  the  fact  that  this  presents  a 
new  problem  area.  We  must  be  concerned  with  the  resultant 
economic  impact,  the  need  for  research,  and  the  roles  to  be 
played  by  various  governmental  and  private  groups  in  dealing 
with  these  problems.  Thus  the  critical  role  of  the  Administra- 
tion on  Aging  is  not  only  in  meeting  the  individual  need  but 
is  in  coping  with  the  impact  of  these  changes  on  society. 

Budgets  - for  individuals,  businesses  and  nations  - 
serve  tivo  important  functions.  They  fix  priorities.  And 
they  help  in  resource  management.  The  Administration’s 
FY  1972  amended  budget  proposals  for  programs  under  the 
Older  Americans  Act  - calling  for  only  some  37  percent.,  or 
$39*5  million  of  the  $105  million  in  authorized  funding  - 
establishes,  we  must  conclude,  the  Administration’s  sense  of 
priorities  for  older  Americans.  And  from  that  wholly  inade- 
quate priority  determination  will  inevitably  flow  not  effec- 
tive resource  management,  but  a squandering  of  both  financial 
and  human  resources  which  our  country  can  ill  afford. 

The  Administration’s  total  program  on  aging  seems  to 
be  based  on  a defensive  budgetary  approach.  The  2.8  million 
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members  of  our  two  Associations  applaud  efforts  toward 
national  economies.  But  we  cannot  understand  why  those 
least  able  to 'afford  it  are  hit  most  severely. 

We  can  all  appreciate  that  in  these  inflationary  times 
domestic  programs  are  bound  to  feel  the  unfortunate 
influence  of  budgetary  constraints.  But,  we  feel  that  these 
constraints  must  be  applied  in  an  enlightened  and  rational 
manner  if  programs  for  older  people  are  going  to  receive 
the  priority  attention  that  Congress  has  identified  as 
necessary . 

Mr.  Chairman,  we  have  prepared  a chart  which  compares 
the  FY  1971  appropriations  for  programs  under  the  Older 
Americans  Act  and  the  original  and  amended  budget  requests 
for  programs  under  the  Act  for  FY  1972.  At  this  time,  I would 
like  to  comment  briefly  on  the  programs  and  budget  allocations 
as  outlined  in  our  chart  and  also  request  that  the  document 
be  included  along  with  our  testimony*  as  part  of  the.  hearing 
record. 

TITLE  III 

Perhaps  one  of  the  most  severe  setbacks  for  the  Administra- 
tion on  Aging  is  found  in  the  Inadequacy  of  the  level  of  funding 
for  community  grants  and  state  agency  planning  and  operation 
under  Title  III  of  the  Older  Americans  Act.  While  not  shown 
on  the  chart.  Congress  appropriated  $13  million  for  FY  1970. 

The  budget  request  and  FY  1971  appropriations  amounted  to 
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FACTS  ON  FUNDING 


1.  Comparison  of  Fiscal  Year  1971  Appropriations  for  Older  Americans  Act 
and  the  Budget  Request  for  Fiscal  Year  1972. 


FY  1972  FY  1972 
FY  1972  Bureau  of  Amended 

Congressional  The  Budget  Budget  FY  1971 

Authorization  Allocation  Allocation  Appropriation 


Title  III: 


Community  grants 
State  Agency 

$ 

30,000,000 

5,000,000 

$ 5,350,000 
ij, 000, 000 

■$  9,000,000 
4,000,000 

$ 9,000,000 
4,000,000 

Area  wide  model  program 

10,000,000 

4,000,000 

5,200,000 

2,200,000 

Titles  IV  and  V: 

Title  IV  Research 
Title  V Training 

20,000,000 

1,800,000 

1,850,000 

2,800,000 

3,000,000 

2,800,000 

3,000,000 

RSVP  Program 

15,000,000 

5,000,000 

5,000,000 

500,000 

Foster  Grandparent  program 

25,000,000 

7,500,000 

10,500,000 

10,500,000 

TOTAL 

$105,000,000 

$29,500,000 

$39,500,000 

$32,000,000 

2.  Comparison  of  the  Authorized  Funding  Level  for  the  Older  Americans  Act 


and  the 

Administrations ’ 

Budgetary  Request: 

Fiscal  Year 

Authorization 

Budget  Request 

Percent  of  Authorized  Amount 

1969 

$ 26  million 

$ 26  million 

100 

1970 

62  million 

28.11  million 

45 

1971 

85  million 

31  million 

36 

. 1972 

105  million 

29 .5  million 

28 

1972 

(amended) 

105  million 

39.5  million 

37 

1690 


$15.2  million.  This  made  it  appear  as  though  the  request  and 
appropriation  was  increased  by  $2.2  million  over  the  level 
funding  for  Title  III  in  FY  1970.  However,  Mr.  Chairman,  if 
we  look  at  the  figures  we  see  that  the  level  of  funding  for 
community  programs  remained  at  $9  million  in  FY  1971  and 
funding  for  planning  and  operation  remained  at  $4  million. 

Thus  there  was  no  Increase  in  the  level  of  funding  in  FY  1971 
for  these  two  programs  over  the  previous  year.  The  additional 
$2.2  million  was  actually  appropriated  for  the  development  of 
the  area-wide  model  projects  program  created  by  the  1969 
amendments.  In  FY  1972,  Congressional  authorization  under 
Title  III  amounts  to  $45  million.  The  amended  budget  request 
for  programs  under  Title  III  amounts  to  $18.2  million.  It 
appears,  therefore,  that  $3  million  has  been  added  for  Title  III 
programs  in  FY  1972.  However,  once  again  a breakdown  of  the 
figures  shows  that  the  $9  million  request  for  the  community 
grants  programs  and  the  $4  million  request  for  state  agency 
planning  and  operation  is  the  same  as  that  requested  and 
appropriated  in  FY  1970  and  1971.  Once  again,  the  $3  million 
Increase  under  Title  III  is  included  in  the  $5.2  million 
request  for  the  area-wide  model  projects  program. 

We  support  the  Administration’s  request  for  the  area- 
wide model  project  funding.  However,  I would  like  to  point  out 
that  the  $9  million  request  for  the  community  grants  programs 
falls  far  short  of  the  $30  million  authorized  for  FY  1972. 

Thus,  it  would  appear  that  what  were  intended  to  be  priority 
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programs  are  now  to  be  mere  token  efforts  at  the  local 
community  level. 

Mr.  Chairman,  It  Is  our  contention  that  while  the  actual 
dollar  amount  for  this  program  has  remained  constant  for 
the  past  two  years  that  to  appropriate  a like  amount  this 
year  would  In  fact  represent  a cutback  In  the  program  due  to 
rising  costs  and  the  lack  of  ability  to  expand  the  program 
operating  under  the  same  budget  for  3 years. 

We  feel  that  the  same  argument  may  be  made  with  respect 
to  the  state  agency  funding  for  planning  and  operation. 

Our  Associations  are  most  concerned  that  an  adequate  level 
of  funding  be  provided  for  programs  under  Title  III  In  light  of 
recent  changes  within  the  AoA.  The  removal  of  the  RSVP  and 
Foster  Grandparent  programs  from  the  AoA  to  the  new  ACTION 
agency,  coupled  with  the  loss  of  research  and  training  funds 
under  Titles  IV  and  V to  the  Social  and  Rehabilitation  Services, 
leaves  the  Admlnstratlon  with  very  little  to  administer.  We  are, 
therefore,  most  anxious  that  activities  and  programs  under 
Title  III  be  strengthened  and  expanded. 

TITLES  IV  AND  V 

We  note  with  some  alarm  that  the  Federal  support  for 
research  and  training  under  Title  IV  and  V of  the  Older 
Americans  Act  has  continued  to  decline  as  the  need  has  Increased. 

In  FY  1971,  the  appropriation  amounted  to  only  $5.8 
million.  In  FY  1972,  Congressional  authorization  Is  $20 
million  and  the  amended  budget  request  Is  for  $5.8  million. 
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While  we  recognize  that  an  authorization  is  not  an  appro- 
priation, we  feel  that  it  does  represent  an  expression  of 
Congressional  Intent.  Two  years  ago.  Congress  received  a 
report  at  its  own  request  which  identified  critical  areas  of 
manpov/er  and  research  needs  in  the  field  of  aging.  We  feel 
that  the  authorization  was  based  upon  a response  to  this 
need  but  obviously  the  request  for  funds  has  not  been  as 
responsive.  While  we  were  pleased  that  Secretary  Richardson 
ammounced  a restoration  of  funds  cut  from  research  and  training 
in  the  Administration's  original  budget  request,  we  feel  that 
to  maintain  the  same  level  of  funding  in  FY  1972  that  we  had 
in  FY  1971  does  not  meet  the  critical  needs  in  this  area. 

We  urge,  therefore,  that  appropriations  for.  Titles  IV 
and  V be  Increased  to  reflect  the  recognition  by  Congress  of 
the  need  for  expanded  programs  of  research  and  training  in  the 
field  of  aging. 

FOSTER  GRANDPARENT  AND  RSVP  PROGRAMS 

The  Administration  originally  proposed  a $3  million 
reduction  in  the  tested  and  proven  Foster  Grandparent  Program 
while  providing  a $4.5  million  Increase  for  the  yet  to  be 
proven  RSVP  Program  Program  experimentation  is  essential  but 
experimentation  should  not  be  an  end  unto  Itself.  It  should 
be  done  to  prove  theories.  Once  proven,  should  we  not  expect 
theories  translated  into  vigorous  programs?  In  past  years 
your  Committee  has  heard  at  length  testimony  concerning  the 
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value  of  the  Foster  Grandparent  Program  both  to  the  older 
people  whom  It  employs  and  to  the  younger  people  whom  they 
serve.  Cost  benefit  studies  have  demonstrated  that  this 
Program  actually  saves  the  taxpayers  money  by  delivering 
essential  services  more  effectively  and  at  a lower  cost. 

Once  again,  we  are  pleased  when  Secretary  Richardson 
announced  the  amended  budget  request  which  restored  funds 
to  the  Foster  Grandparent  Program,  bringing  the  request  for 
the  FY  1971  appropriation  of  $10.5  million. 

However,  Mr.  Chairman,  these  two  programs  have. been 
removed  from  the  AoA  and  placed  in  a new  agency,  along  with 
programs  such  as  Peace  Corps,  VISTA  and  SCORE,  and  we  are 
concerned  that  their  potential  Impact  and  individual  identity 
will  be  overshadowed  by  these  larger  programs.  We,  therefore 
respectfully  recommend  that  the  appropriation  for  the  Foster 
Grandparent  Program  be  increased  over  the  amended  budget 
request  in  order  to  assure  greater  visibility  and  a greater 
chance  of  success  for  the  Program  within  the  new  ACTION  agency. 

Despite  the  necessary  fiscal  restraints,  we  submit  that 
the  budget  request  for  programs  under  the  Older  Americans  Act 
represents  a sharp  retreat  from  the  minimum  required  to  deal 
with  the  problems  of  aging  this  year.  The  funding  level 
requested  for  these  programs  will  not  only  result  in  the  loss 
of  much  of  the  progress  already  made  in  the  field  of  aging 
but  will  virtually  cripple  the  AoA  as  well  as  the  programs 
authorized  under  the  Act. 
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Mr,  Chairman,  we  therefore  urge  your  Committee  to 
provide  a larger  appropriation  than  requested  In  the  budget 
In  order  to  encourage  and  support  aggressive  programs  so 
necessary  to  finding  solutions  to  the  current  problems  of 
aging. 

NICHD 

Our  Associations  have  been  concerned  for  some  time 
over  the  lack  of  an  adequate  and  coordinated  program  of  research 
and  training  related  to  the  aging  processes  and  the  diseases 
of  aging  In  order  that  we  might  successfully  deal  with  the  special 
health  problems  and  needs  of  the  elderly. 

Gerontology  Is  a relatively  new  science.  Its  widespread 
recognition  covers  a span  of  less  than  30  years..  There  has  not 
been  time  to  develop  the  leadership,  technical  specialists 
and  facilities  from  which  to  understand  very  thoroughly  the  Impact 
of  the  various  disciplines  on  the  aging  processes.  By  most 
measures,  the  Impact  of  problems  characteristic  of  older  people 
Is 'most  severe  to  millions  of  them.  The  penalty  we  all  pay  for 
not  facing  up  to  the  need  for  better  organization  and  more 
Information  In  this  area  Is  disheartening  and  worsening. 

We  note  statistics  of  the  Department  of  Health.,  Education  and 
Welfare  that  estimate  as  few  as  15^  of  our  older  people  are  free 
from  chronic  health  problems,  diseases  and  Impairments. 

The  aging  processes  themselves  Increase  susceptibility  to  these 
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conditions.  It  is  startling  to  contemplate  that  up  to  85  percent 
of  our  population  of  65  or  older  could  - through  more  adequate 
research  - be  direct  beneficiaries  of  improved  ways  of  delaying 
or  mitigating  the  effect  of  the  aging  process. 

From  an  economic  standpoint ^ the  cost  of  health  care 
for  our  older  population  is  claiming  each  year  a greater  percentage 
of  the  Gross  National  Product  and  accounts  for  over  1/2  of  our 
total  health  care  dollars.  It  is  universally  conceded  that  these 
costs  could  be  reduced  if  we  were  to  achieve  better  organization 
of  the  age-related  services,  if  we  were  to  learn  more  about  pre- 
ventive treatment  to  mitigate  the  effects  of  the  aging  process 
and  if  we  were  to  learn  more  about  the  inter-reaction  of 
physiologica],  socialogical  and  psychological  influences  upon 
older  persons. 

We  are,  therefore,  shocked  when  it  is  estimated  that 
last  year  less  than  1 percent  of  our  research  dollars  were  dedi- 
cated to  the  special  problems  of  the  aging.  This  seems  to  be  all 
too  true.  For  our  government  relies  primarily  on  the  National 
Institutes  of  Health  to  chart  our  progress  in  this  health  area 
and  to  stimulate  effective  research  and  training  programs.  One 
of  these  Institutes,  the  National  Institute  of  Child  Health  and 
Human  Development,  or  NICHD,  is  responsible  for  research  directed 
specifically  at  the  biological,  medical  and  psychological  aspect 
of  aging. 
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Unfortunately,  by  placing  the  responsibility  for  aging 
research  programs  in  an  Institute  along  with  Child  Health 
and  Population  research,  the  aged  are  forced  into  a competitive 
situation  with  the  young  for  dollars  and  manpower.  Certainly 
our  Associations  are  not  against  programs  designed  to  aid  the 
youth  of  this  nation,  however  it  is  evident  that  aging  is 
receiving  a very  low  priority  when  you  compare  Fiscal  Year  1972 
budget  requests  for  $46,903,000  for  Child  Health  and  $37,718,000 
for  Population  research,  with  $7,180,000  for  Aging. 

This  proposed  budget  amount  is  particularly  disappointing 
when  compared  with  the  FY  1971  budget  of  $8,533,000.  Thus, 
there  is  a proposed  decrease  of  $1,353,000  or  15.6^,  for  aging 
within  NICHD.  Moreover,  of  the  decrease  $1,341,000  is  in 
money  Intended  for  research  grants.  Proposed  funding  for 
research  grants  in  aging  is  $2,251,000  or  37.4^  less  than  the 
FY  1971  level  of  $3,592,000. 

In  FY  1964,  the  first  fiscal  year  of  its  existence,  NICHD 
funds  Included  $4,735,000  in  research  grants.  By  FY  1969, 
Congress  had  Increased  the  support  of  research  grants  in  aging 
to  $3,485,000.  In  FY  1972,  the  proposed  decrease  will  reduce 
aging  research  grants  below  the  FY  1964  level  of  funding. 

This  grant  money  is  used  to  support  researchers  and 
scientists  at  universities,  medical  schools  and  hospitals. 

Those  institutions  that  have  grant  support  will  lose  that  support 
if  faced  with  renewal  this  year.  Since  there  is  no  increase  in 
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the  budget  proposed  for  research  and  training  grants,  in 
fact  there  is  a reduction,  there  can  be  no  increase,  and 
in  some  cases,  a loss  in  the  amount  of  training  and  research 
in  aging  at  the  universities. 

Obviously,  aging  is  running  a poor  third  within  the 
National  Institute  of  Child  Health  and  Human  Development. 

It  is  true,  of  course,  that  most  of  the  research  that 
NIH  supports  is  directed  toward  diseases  that  afflict  man  in 
general  and,  thus,  the  elderly.  However,  there  is  little  con- 
centration on  the  aging  processes  themselves.  According  to 
the  Royce  Commission  Report  on  Government  Operations,  the  total 
amount  of  federal  support  in  FY  1969  from  all  agencies,  includ- 
ing NIH,  Social  Security,  Atomic  Energy  Commission  and  the 
Veterans  Administration  that  will  permit  physicians  to  deal 
with  the  effects  of  aging  was  very  small;  probably  not  more 
than  $15  million. 

We  therefore  respectfully  request  that  priority  attention 
be  'given  to  increasing  the  budget  for  Aging  research  grants 
within  the  total  NICHD  appropriation. 

HEALTH  RESEARCH  FACILITIES  CONSTRUCTION 

Mr.  Chairman,  I would  now  like  to  turn  to  the  subject  of 
funds  for  the  construction  of  health  research  facilities  and  sub- 
mit for  the  record  a statement  by  Dr.  James  E.  Blrren,  Director 
of  the  Gerontology  Center  of  the  University  of  Southern  California. 


1698 


NICHD  BUnCETS  (In  Thousands) 


1971 


Population 


Research  grants 

10,398 

Training 

2,635 

Contracts 

13,082 

Intramural 

1,A87 

Operating  costs,  etc. 

516 

28,118 

Child  Health  V 


Research  grants 

32,324 

Training 

7,965 

Contracts 

3,118 

Intramural 

2,291 

Operating  costs,  etc. 

745 

46,443 

A^lng. 

Research  grants 

3,592 

Training 

2,271 

Contracts 

449 

Intramural 

1,818 

Operating  costs,  etc. 

403 

8,533 

Non-Program  2/ 

10,582 

President's  Budget 

Change 

1972 

1972-1971 

16,493 

+ 

6,100 

2,635 

0 

15,582 

+ 

2,500 

2,487 

+ 

1,000 

516 

0 

. 37,718 

+ 

9,600 

• 

32,005 

- 

319 

7,844 

- 

121 

3,618 

+ 

500 

2,691 

+ 

400 

745 

0 

46,903 

+ 

460 

2,251 

- 1,341 

2,259 

12 

449 

0 

1,818 

0 

403 

0 

7,180 

- 1,353 

11,431 

+ 849 

93,676  103,232  + 9,556 

]J  Includes  all  NICHD  programs  except  Population  and  Aging. 

Includes  General  Research  Support  Grants,  Management  Fund,  etc. 
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$3,036  $3,333  $5,068  $7,342  $7,973  $8,263  $8,100  $8,762  $8,533  $7,180 
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July  1,  1971 

STATEMENT  TO  THE 

SENATE  SUB-COMMITTEE  ON  LABOR,  HEALTH,  EDUCATION,  AND  WELFARE 

I am  James  E.  Birren,  Director  of  the  Gerontology  Center  of  the 
University  of  Southern  California.  This  is  a multidisciplinary  center 
devoted  to  graduate  study  and  research  on  problems  of  aging  in  biology, 
psychology  and  the  social  sciences. 

I am  very  pleased  to  have  the  opportunity  to  present  testimony  on  behalf 
of  the  budget  for  the  National  Institute  of  Child  Health  and  Human  Development. 
Specifically  I want  to  comment  on  an  area  for  which  the  NICHD  is  responsible, 
research  and  training  on  problems  of  aging. 

The  President's  budget  for  fiscal  year  1972  shows  a reduction  in  funds 
to  be  spent  by  the  NICHD  for  research  and  training  in  aging.  The  reduction 
in  funds  amounts  to  $1,582,000  or  $1,353,000  depending  upon  the  basis  of 
computation,  but  the  reduction  approximates  1.5  million  dollars.  This  cut  in 
funds  for  research  and  training  on  problems  of  aging  is  proposed  in  the 
President's  budget  during  the  very  year  of  the  White  House  Conference  on 
Aging.  Thus,  despite  the  public  visibility  being  given  to  problems  of  aging 
this  year,  there  appears  to  be  a private  denial  of  the  importance  of  problems 
of  aging  as  set  forth  in  the  various  background  papers  prepared  for  the 
White  House  Conference  on  Aging. 

The  consequences  of  the  reduction  in  funds  will  be  most  severe.  Even  at 
the  current  level  of  support  during  this  fiscal  year  the  NICHD  is  only  funding 
thirty  percent  of  approved  grants.  Approximately  forty  percent  of  submitted 
grants  are  approved  thus  the  result  is  that  only  twelve  percent  of  submitted 
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applications  have  been  given  financial  support.  If  the  President's  budget 
is  accepted  an  even  lower  level  will  be  set  and  the  NICHD  will  not  be  able 
to  fund  any  new  projects,  or  will  it  be  able  to  consider  any  competing 
renewal  grants.  This  would  be,  in  my  opinion,  a disastrous  state  for  a 
developing  and  important  area. 

I have  personally  been  involved  in  a survey  of  efforts  made  by  institu- 
tions of  higher  learning  in  this  country  on  problems  of  aging.  I have  found 
that  only  about  two  tenths  of  one  percent  of  doctoral  dissertations  have  been 
devoted  to  problems  of  aging  since  193^.  In  some  years  there  has  not  been  a 
single  doctoral  dissertation  in  this  country  on  the  biological  or  in  other 
years  on  the  psychological  aspects  of  aging.  This  pitiful  lack  of  training 
activity  underscores  the  irony  in  1971  of  having  a White  House  Conference  on 
Aging.  I am  seriously  concerned,  therefore,  that  the  President's  budget  rep- 
resents a cut  that  will  have  severe  repercussions  in  the  decades  ahead. 

My  personal  recommendation  is  that  the  NICHD  be  allocated  12  million 
dollars  to  be  spent  in  research  and  training  on  problems  of  aging,  in  particular 
this  will  enable  the  development  of  centers  for  aging  research  and  training  in 
various  regions  of  the  country.  By  contrast,  the  field  of  mental  retardation 
has  already  developed  centers  for  research  and  training  and  have  now  acceler- 
ated efforts  to  surpass  those  in  the  field  of  aging.  For  example,  in  1963-6^ 
about  2.25  million  dollars  were  spent  in  mental  retardation  and  1.1k  million 
in  aging  by  the  NICHD.  Thus,  there  was  a slightly  greater  amount  of  money 
spent  in  aging  than  on  mental  retardation  in  1963-64.  By  1971-72  the  mental 
retardation  research  and  training  programs  were  expending  13  million  dollars, 
of  which  10.7  million  went  into  the  activities  of  centers  for  mental  retardation 
Pointedly  therefore,  the  ability  to  expand  efforts  in  the  early  stages  of  a 
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field  requires  the  investment  in  centers  in  selected  institutions  and  regions 
of  the  country.  Subsequently  of  course  it  is  expected  that  there  would  be 
teaching  and  research  in  most  institutions  of  higher  learning.  In  the  early 
stages  the  investments  have  to  be  carefully  made  and  negotiated  to  provide 
optimum  growth  of  the  field.  Without  the  »_reation  of  centers  for  aging  re- 
search and  training  like  those  created  in  the  field  of  mental  retardation  I 
don't  think  the  country's  future  with  regard  to  the  retired  population  are 
very  bright.  We  now  have  a nation  of  retired  persons,  a population  so  large 
as  to  approximate  the  entire  population  oF  Canada  or  larger  than  the  popu- 
lations of  most  countries  in  Western  Europe.  As  the  birthrate  remains  Ibw 
and  immigration  is  low  compared  to  what  it  was  earlier  in  the  century  and 
the  death  rates  are  low,  the  proportion  of  older  persons  in  our  society  con- 
tinues to  become  larger.  The  nation  of  American  retired  persons  needs 
appropriate  representation  in  the  serious  study  and  research  within  our 
Universities.  We  must  be  able  to  provide  the  knowledge  upon  which  improvements 
in  the  quality  of  life  for  the  retired  can  be  based  and  also  the  improvement 
of  specific  services  can  be  brought  about.  I think  it  would  be  most  unfortu- 
nate to  accept  the  President's  budget.  The  consequences  that  will  ensue  for 
future  generations  of  retired  persons  are  teo  great. 

I would  also  like  to  point  out  that  the  Gerontology  Center  of  the  University 
of  Southern  California  is  named  for  Dr.  Ethel  Percy  Andrus  an  alumnus  of  USC 
who  founded  the  National  Retired  Teachers  Association  and  Association  of 
Retired  Persons.  Her  efforts  are  being  memoralized  in  the  creation  of  the 
Ethel  Percy  Andrus  Gerontology  Center.  Over  A00,000  individuals  have  made 
contributions  to  the  construction  of  this  building.  Perhaps  this  building  has 
more  contributors  than  any  other  single  university  building  on  an  American 
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University  campus.  We  have  in  the  past  applied  for  funds  to  aid  in  the 
construction  of  this  research  facility.  There  are  no  Federal  funds  available 
now  or  in  the  past  three  years  as  there  has  been  in  mental  retardation  centers. 
While  the  retired  persons  of  America  have  spoken  and  given  us  their  personal 
high  priority,  there  are  no  construction  funds  in  this  White  House  Conference 
year.  This  again  is  a contradiction  in  the  priorities  that  seem  to  be 
implied  by  the  White  House  Conference  on  Aging.  I would,  therefore,  recommend 
that  in  addition  to  the  research  and  training  that  can  be  provided  for  in  the 
12  million  dollars  recommended  for  the  NICHD  budget  on  aging,  that  construction 
of  facilities  be  undertaken  in  the  near  future  so  that  future  generations  will 
be  able  to  have  a quality  of  life  which  is  compatible  with  our  values. 
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Mr.  Brickfield.  With  your  permission,  Mr.  Chairman,  I would  like 
to  have  it  made  a part  of  the  record,  but  I would  just  summarize  it. 

Senator  Bogus.  That  would  be  ^reat.  Thank  you. 

Mr.  Brickfield.  I am  Cj'^ril  Brickfield,  legislative  counsel  to  the  Na- 
tional Ketired  Teachers  Association  and  American  Association  of 
Eetired  Persons. 

We  have  a combined  membership  of  2,800,000  older  Americans. 

I am  accompanied  today.  Senator,  by  Mr.  Peter  W.  Hughes  and 
Mr.  Robert  F.  Sykes,  both  of  whom  are  associates  of  mine  and  with 
our  two  organizations. 

I would  like  to  address  myself  to  three  items;  namely,  the  funding 
of  the  Older  Americans  Act,  the  funding  of  the  NICHD  and  Health 
Research  Facilities. 

In  order  to  facilitate  my  presentation,  Mr.  Chairman,  I would  just 
refer  to  three  charts  which  I have  in  my  testimony.  I would  ask  the 
committee  to  turn  to  the  chart  that  just  follows  page  4. 

This  chart.  Senator  Boggs,  contains  a comparison  of  the  fiscal  ap- 
propriations for  the  Older  Americans  Act.  I might  say  the  Older 
Americans  Act  was  passed  in  1965  and  under  it  was  created  the 
agency  known  as  the  Administration  on  Aging. 

The  Administration  on  Aging,  Senator,  was  supposed  to  be  a crea- 
ative  agency  in  the  Department  of  HEW.  It  was  to  have  high  rank 
in  the  Department  and  to  be  independent  reporting  only  to  the  Secre- 
tary. 

In  the  last  5 years  it  has  been  do^vngraded.  It  is  now  in  the  third 
or  fourth  echelon  of  command,  and  instead  of  reporting  to  the  Secre- 
tary, it  now  reports  to  the  Social  Rehabilitation  Service. 

If  you  look  at  the  item  there  that  says  “title  III,”  under  the  com- 
munity grants  and  State  agencies,  community  grants  are  such  things 
as  meals  on  wheels,  senior  centers,  senior  aides,  and  they  perform 
services  for  orphanages,  hospitals  and  things  of  that  nature. 

In  1971,  on  the  right,  the  far  column,  actually  appropriated  was  $9 
million  for  community  grants  and  $4  million  for  State  agencies  for 
a total  of  $13  million. 

I might  add.  Senator,  because  it  is  not  on  the  page,  but  in  fiscal 
1970,  the  same  amounts  were  appropriated.  Here,  in  1972,  again  the 
same  amount  is  being  requested.  In  other  words,  it  has  been  $13 
million  for  the  last  3 years. 

We  think  that  when  it  stands  still  like  that,  it  is  really  going  down- 
hill because  yon  need  something  just  to  keep  pace  with  the  cost  of 
living  and  the  cost  of  doing  business. 

So  our  suggestion  is,  and  we  are  not  financial  experts,  that  that  be 
increased  $2  million,  those  two  items,  collectively  to  keep  the  pace 
with  the  times. 

The  areawide  model  program,  which  is  the  third  line  ,is  fine  with 
us.  There  is  an  increase  of  $3  million. 

Titles  IV  and  V , which  are  research  and  training,  here  again,  if  you 
look  at  the  columns  on  the  right,  they  call  for  $2.8  million  and  $3 
million.  This  has  been  the  same  for  the  last  3 years. 

I might  say  that  2 years  ago.  Congress  made  a special  inquiry  into 
this.  As  a result  of  its  inquiry,  it  increased  the  authorization  which  you 
will  see  in  the  first  column  on  the  left  to  $20  million.  The  intent  was 
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that  these  programs  were  to  be  increased.  Yet,  as  you  will  notice,  we 
continue  on  with  the  same  amount  requested. 

We  feel  that  these  should  be  increased,  the  research  should  be  in- 
creased $2.2  million  to  $5  million  and  that  training  should  also  be 
increased  another  $2  million  to  result  in  a $5  million  increase  in  that 
as  well. 

Senator  Boggs.  Can  you  give  me  an  example  of  the  training  pro- 
gram right  now  and  how  the  increase  would  affect  that  ? 

Mr.  Brickfield.  Yes.  In  research,  there  is  the  need  to  develop  new 
programs  in  order  to  make  use  of  the  services  which  the  elderly  can 
get.  We  feel  that  today  an  American  when  he  becomes  65  is  put  out 
to  pasture.  Yet,  he  may  have  30  or  45  years  of  tremendous  experience 
behind  him,  which  could  be  made  useful,  not  only  in  helping  himself, 
but  in  helping  other  older  Americans  in  helping  young  people. 

For  example,  under  the  Foster  Grandparent,  you  can  get  the  kind 
of  patient  from  that  name  where  an  older  person  acts  as  a grand- 
parent for  an  underprivileged  child  or  a disadvantaged  child  or  some- 
body in  an  orphanage  and  for  out  of  pocket  expenses.  That  is  the  only 
reimbursement.  Senator. 

These  people  will  come  out  and  sort  of  become  a substitute  grand- 
parent. More  of  these  programs  need  to  be  developed.  This  is  what  we 
are  talking  about,  the  need  for  research  and  training  in  these  areas. 

I might  say  that  both  of  these  programs,  research  and  training, 
have  now  become  part  of  this  reduction  of  AOA  as  an  agency.  They 
have  been  transferred,  unfortunately,  from  the  Administration  on 
Aging  and  they  are  now  in  the  Social  Rehabilitation  Service. 

The  RSVP  service,  which  stands  for  retired  senior  volunteer  pro- 
gram, we  think  that  is  good.  It  is  a new  program.  They  have  half  a 
million  dollars  in  1971  and  the  administration  is  requesting  $5  mil- 
lion for  it  this  year.  However,  the  foster  grandparent  program,  which 
you  see  in  the  next  line,  has  been  static.  For  the  last  3 years,  it  has 
been  at  $10,500,000. 

I might  point  out  that  here  again  these  two  programs  have  been 
transferred  under  the  new  Reorganization  Act,  which  is  called  “Ac- 
tion.” Now  these  programs  must  compete  with  such  programs  as 
VISTA  and  SCORE  and  things  like  that,  and  here  again,  after  3 
years  time,  we  feel  there  has  to  be  an  increase  in  the  appropriation 
just  to  stay  level  with  the  cost  of  doing  business. 

Finally,  at  the  bottom  of  the  page.  Senator  Boggs,  you  can  see  on 
the  right  where  the  percentage  between  the  amount  authorized  by  the 
Congress  and  the  amount  requested  has  gone  down  from  100  percent 
in  1969  down  to  37  percent  in  1972. 

This  is  of  serious  concern  to  us,  because  this  year  is  the  year  of  the 
White  House  Conference.  There  is  to  be  a White  House  Conference 
in  the  last  of  November,  early  December  of  this  year,  and  somehow  or 
other,  we  feel  that  the  trend  should  be  going  the  other  way. 

Certainly,  if  you  look  at  the  left-hand  column  under  “Authoriza- 
tion,” the  Congress  intended  that  the  authorizations — they  certainly 
rise  as  the  years  go  on,  yet  the  requests  and  the  amounts  appropriated 
go  downhill  as  a percentage  of  the  amount  authorized. 

Continuing  on.  Senator,  to  page  12,  in  the  back  of  page  12  is  the 
second  chart  I would  like  to  address  mvself  to.  It  is  labeled  “NICHD 
budgets.”  That  is  the  budget  for  NICHD  and  among  the  items  that  it 
has  under  its  jurisdiction  is  aging. 
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You  will  see  that  the  three  big  areas  are  population,  child  health 
and  then  thirdly,  aging.  If  you  look  in  the  column  under  1971,  on  the 
left-hand  side,  you  will  see  that  population  received  $28  million  in 
1971,  and  the  President  has  requested  $37  million-plus  this  year  for  a 
net  increase  of  $9.6  million. 

If  you  look  at  child  health,  which  is  large  in  our  eyes,  it  spent  $46 
million  last  year.  Here  again,  this  year,  the  President  has  requested  $46 
million  for  an  increase  of  half  a million  dollars.  But  when  you  come  to 
Aging,  you  will  notice  it  is  not  only  smaller  in  comparison,  namely, 
$8,533,000,  but  the  request  is  for  a reduction  this  year. 

In  other  words,  it  is  down  $1,353,000.  The  big  part  of  the  reduction  is 
in  research  grants  under  aging,  the  first  line  which  is  3.592  for  1971 
and  2.251  for  1972. 

On  advice  of  the  NICHD,  if  this  request  goes  through,  NICHD 
will  be  able  to  fund  only  30  percent  of  the  approved  grants,  that  they 
will  be  able  to  fund  no  new  projects,  nor  will  they  be  able  to  fund  any 
renewal  of  grants  as  they  come  about. 

We  would  like  to  suggest  that  that  figure  in  the  President’s  budget 
for  aging,  which  is  a total  of  $7,180,000,  be  increased  to  $12  million 
for  the  following  reasons : The  program  on  aging  started  out  in  1963 
and  1964  simultaneously  with  the  program  on  mental  retardation.  Both 
of  those  programs  at  that  time  received  about  $2  million,  $2.2  million 
for  mental  retardation,  $2.7  million  for  aging. 

Today,  mental  retardation  is  receiving  $13  million  for  its  program. 
Its  program  is  about  the  size  that  we  would  like  to  see  aging  be  and, 
therefore,  we  are  suggesting  that  the  $7.1  million  that  you  have  before 
you  be  changed  to  $12  million  in  order  to  bring  aging  in  line  with  the 
program  expenditures  in  connection  with  mental  retardation. 

If  you  will  just  turn  to  a chart  that  is  labeled  B,  the  very  next  page, 
and  you  look  under  “Research  Grants  Over  the  Years,”  it  is  the  very 
first  one  at  the  top,  the  third  one  down  says  “Aging.”  You  will  find 
that  in  1964,  $2.7  million  was  appropriated  for  aging.  It  went  on  up.  As 
you  read  across,  you  can  look  at  1968  and  1969  and  1970  where  it  is 
$3.2  million.  If  you  look  at  the  very  last  column  on  the  right,  you  will 
find  that  in  the  presidential  budget  it  is  $2,251  million  again  and  you 
will  note  that  that  figure  is  lower  than  when  the  program  started  in 
1964. 

So  this  is  why  we  feel  that  help  by  the  Senate  Appropriations  Com- 
mittee is  needed. 

I have  one  other  item  I would  like  to  submit. 

This  document.  Senator  Boggs,  is  labeled  “Funding  History  of  the 
Program  for  Health  Research  Facilities  Construction.”  This  is  a con- 
struction program  to  build  research  facilities  and  it  was  authorized 
by  the  Public  Health  Service  Act.  You  can  look  at  the  funding  history 
there,  from  1957,  where  Congress  authorized  each  year  about  $30 
rnillion  and  then  in  the  early  1960’s,  about  $50  million  a year  and  each 
time  the  Congress  appropriated  what  was  asked  for.  But  then  along  in 
1967,  1968,  1969,  you  will  find  a great  reduction.  In  other  words,  under 
the  column  that  says  “Asked  for,”  you  will  see  the  administration 
asked  for  in  1967,  $15  million,  and  this  to  my  mind  was  a strange 
occurrence.  The  Congress  nonetheless  appropriated  $50  million. 

But  the  next  year,  even  though  $93  million  was  authorized,  if  you 
take  that  $280  million  and  divide  it  by  the  three  years  I have  in 
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brackets,  it  comes  out  to  $93  million  a year,  they  asked  for  $35  million 
and  then  they  appropriated  $35  million. 

The  next  year  it  went  down  to  $8.4  and  $8.4  million  was  appropri- 
ated in  1970  and  1971,  where  your  authorization  was  $20  million  and 
$30  million.  Nothing  was  asked  for  in  any  of  those  years  and  nothing 
was  appropriated. 

I am  told  that  it  is  not  proper  to  address  myself  to  this  this  morning 
because  the  program  has  ended.  However,  I am  also  advised  that  there 
is  in  the  budget  “Medical  Libraries  and  Kesearch  Facilities.”  And  that 
line  in  the  budget  possibly  could  be  increased  so  as  to  include  moneys 
for  this  program.  I am  not  an  expert  on  it.  But  if  it  is  possible,  I would 
strongly  suggest  that  some  moneys  be  put  in  for  the  continuation  of 
this  research  facilities  construction  program. 

I might  point  out  that  in  1971  wliile  nothing  was  appropriated, 
the  Congress  in  fact  did  put  $10  million  into  the  appropriation  bill 
which  was  vetoed  by  President  Nixon  on  the  next  go  around — it  was 
eliminated  at  that  time. 

But  I think  it  certainly  shows  the  need  on  the  part  of  the  Congress 
that  something  should  have  been  placed  in  the  budget  for  this  item. 

I might  tell  you,  too.  Senator  Boggs,  that  our  association  has  en- 
tered into  an  agreement  with  the  University  of  Southern  California 
at  Los  Angeles  for  the  building  of  a gerontology  center.  It  is  going  to 
cost  about  $5  million.  Our  organization  is  putting  up  $2  million  of  it. 
We  are  getting  it  from  our  membership.  It  comes  in  in  all  kinds  of 
donations,  $2,  $10 ; some  people  give  $1,000. 

We  have  had  over  400,000  donations  from  various  people  and  in 
various  amounts.  We  have  our  $2  million  raised. 

The  University  of  Southern  California  was  hoping  to  get  a Federal 
matching  grant  under  tliis  program  for  the  other  $2  million.  Of  course, 
it  has  received  nothing. 

We  hope  that  this  building  will  be  completed;  and  it  will  be  com- 
pleted. It  may  only  be  a shell  to  begin  with,  but  whatever  the  $2  mil- 
lion will  build,  we  will  do  it.  This  is  why  we  are  here  specifically 
today,  as  a special  interest,  I suppose,  to  tell  you  why  we  think  this 
program  is  so  vital. 

This  would  end  my  testimony.  Senator. 

(The  information  follows:) 
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Funding  History  of  the  Program  For 
HEALTH  RESEARCH  FACILITIES  CONSTRUCTION 


Punding  History 

Authorized  Asked  For 

(Millions  of  Dollars) 

Appropriated 

Obligated 

FY  1957 

30 

30 

30 

1958 

30 

30 

30 

1959 

30 

30 

30 

1960 

30 

30 

30 

1961 

30 

30 

30 

1962 

30 

30 

30 

1963 

50 

50 

50 

1964 

50 

50 

50 

1965 

50 

50 

50 

1966 

50 

- 

50 

50 

$93M  (1967) 

15 

50 

35* 

per  year  U968) 

280 

35 

35 

37.8** 

(1969) 

8.4 

8.4 

20.6 

1970 

20 

0 

0 

0 

1971 

1972 

30 

0 

0 

0 

* $15  million  "held  in  reserve"  (i.e.,  not  released  for  obligation) 
by  Bureau  of  the  Budget. 

**$2.8  million  of  $15  million  reserve  released.  Balance  of  $12.2 
million  released  in  Fiscal  Year  1969. 

Initially,  in  FY  1957,  the  HRF  Program  operated  at  a $30  million 
level.  Note  the  table  above.  In  FY  1963  appropriations  were  increased 
to  a $50  million  level.  However,  the  program  encountered  its  first 
trouble  in  FY  1967.  But  despite  a mere  $15  million  request  that  year. 
Congress  appropriated  $50  million.  In  fiscal  1968  the  $93  million 
authorized  was  reduced  to  $35  million.  And  despite  a $93  million 
authorization  for  FY  1969,  only  $8.4  million  was  appropriated.  For 
FY  1970  you  will  note  the  authorization  was  $20  million,  but  the  budget 
request  was  nothing , no  appropriation.  But,  while  the  House  committee  did 
not  appropriate  any  funds  for  the  Health  Research  Facility  Program  in 
FY  1970,  it  did  make  note  in  its  report  that  it  understood  that  there 
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was  a critical  need  for  facilities  to  conduct  comprehensive  programs  of 
scientific  research  and  training  in  the  field  of  aging;  and  that 
the  Secretary  of  Health,  Education  and  Welfare  should  be  encouraged 
to  designate  the  problems  of  aging  as  being  "of  special  national  or 
regional  significance."  This  Committee  wisely  recognized  the  validity 
of  the  above  committee  report  languaae  and,  after  considering  the  tes- 
timony presented  to  it,  did  appropriate  the  sum  of  $10  million  for 
Health  Research  Facilities  Construction.  The  accompanying  report 
stated  that  the  Committee  was  especially  concerned  that  Health  Research 
Facilities  had  received  no  funds  in  the  FY  '70  budget,  and  noted  that 
these  construction  needs  must  be  given  hiqher  priority. 

That  appropriation  of  $10  million,  voted  by  this  Committee,  was 
reduced  to  $5  million  by  the  House-Senate  Conferees  in  light  of  the 
threatened  veto  by  the  President  of  the  entire  bill.  The  $5  million 
was  contained  in  the  final  bill  passed  by  both  Houses  of  Conaress, 
but  subsequently  vetoed  by  the  President.  Unfortunately,  the  pressures 
exerted  durinq  the  formulation  of  a new  bill  acceptable  to  the  President 
were  such  that  the  Health  Research  Facilities  Program  did  not  receive 
any  funding  in  the  final  measure  providing  appropriations  for  FY  1970. 

In  FY  1971  the  Congress  authorized  an  HRF  funding  level  of  $30 
million  and  the  budget  request  was  again  zero.  Thus,  in  spite  of  the 
fact  that  both  the  House  and  the  Senate  had  recoqnized  the  critical 
need  for  HRF  funding  and  took  the  action  necessary  to  answer  this  need 
the  preceding  year  the  Bureau  of  the  Budget  remained  unresponsive  to 
that  clear  expression  of  Congressional  concern. 
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Senator  Boggs.  You  have  made  a very  fine  presentation,  Mr.  Brick- 
field. I know  the  committee  will  give  every  consideration  to  the  points 
which  you  have  so  ably  made. 

I know  there  is  a feeling  in  the  Congress  to  support  the  Older 
American  Act. 

Mr.  Brickfield.  In  the  last  pages  of  my  statement  is  a statement 
by  Dr.  James  Birren.  He  is  head  of  the  Gerantology  Center  at  the 
University  of  Southern  California. 

Thank  you. 

Senator  Boggs.  Thank  you  very  much. 

STATEMENT  OF  DR.  ROBERT  G.  FRAZIER,  EXECUTIVE  DIRECTOR, 
AMERICAN  ACADEMY  OF  PEDIATRICS 

ACCOMPANIED  BY  GEORGE  DEGNON,  DIRECTOR,  DEPARTMENT  OF 
GOVERNMENT  LIAISON 

Children  Deriving  Benefits  from  Health  Care  Programs 

PREPARED  STATEMENT 

Senator  Boggs.  Our  next  witness  is  Dr.  Kobert  Frazier. 

We  are  glad  to  have  you  here  today. 

Dr.  Frazier.  Thank  you,  Senator. 

Senator  Boggs.  We  will  make  your  statement  a part  of  the  record. 
(The  statement  follows :) 
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I am  Dr.  Robert  G.  Frazier,  Executive  Director  of  the  American  Academy  of  Pediatrics. 
Accompanying  me  is  Mr.  George  Degnon,  Director  of  the  Academy's  Department  of  Government 
Liaison.  The  comments  and  recommendations  which  will  be  presented  in  this  statement 
are  also  endorsed  by  the  Joint  Gouncil  of  National  Pediatric  Societies,  a group  Xi?hich 
includes  all  the  major  pediatric  organizations  in  the  United  States.  This  statement 
in  turn  supports  the  recommendations  of  the  Coalition  for  Health  Funding. 

Our  testimony  today  is  presented  on  behalf  of  the  children  of  this  nation  v;ho  derive 
benefit  from  Federally  supported  health  care  programs.  These  are  health  care  ser- 
vices and  programs  which  not  only  emphasize  the  maintenance  of  high  quality  standards 
for  health  care  and  programs  for  the  prevention  of  disease  but  are  also  aimed  at 
providing  medical  and  other  health  services  to  underprivileged  children. 

I first  wish  to  thank  you,  Mr.  Chainnan,  for  the  opportunity  to  present  these  views. 

I would  like  to  commend  you  and  the  members  of  the  Subcommittee  for  your  constant 
efforts  to  improve  the  health  of  the  American  people.  Your  efforts  stand  as  testim.ony 
to  your  commitment  to  improving  the  quality  of  life  for  children  — a commitment  in 
which  we  are  united.  Our  comments  today  are  directed  at  a few  selected  activities 
which  have  a tremendous  potential  for  benefiting  the  health  of  children. 
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I.  TITLE  V 

Title  V of  the  Social  Security  Act  provides  the  authority  for  Maternal  and  Child 
Health  and  Crippled  Children's  Services.  Appended  to  my  statement  is  a list  which 
details  the  services  provided  through  the  formula  grants,  project  grants,  and 
research  and  training  activities  of  the  Maternal  and  Child  Health  Service. 

A.  Formula  Grants 
1.  Maternal  and  Child  Health 

The  Maternal  and  Child  Health  Service  formula  grant  program  was  designed  to 
provide  Federal  aid  to  the  states  for  the  development  and  expansion  of  services 
for  promoting  the  health  of  mothers  and  children,  especially  in  rural  areas  and 
areas  suffering  from  severe  economic  distress.  These  formula  grants  have  stimu- 
lated states  and  localities  to  provide  matching  monies  for  prenatal  and  post- 
partum care  for  mothers,  including  family  planning  services;  visits  from  public 
health  nurses  before  and  after  babies  are  born  to  help  mothers  care  for  their 
babies;  clinics  where  mothers  can  bring  their  babies  and  young  children  for 
examination  and  immunization,  and  where  they  can  get  competent  advice  on  child 
nutrition,  disease  prevention,  child  rearing,  etc.  In  1970,  332,000  mothers 
attended  maternity  clinics,  and  531,000  received  public  health  nursing  visits. 
Over  1.5  million  children  were  examined  in  well-child  conferences  and  an  addi- 
tional 2.9  million  were  reached  by  nursing  services.  Maternal  and  Child  Health 
monies  also  covered  inpatient  hospital  care  for  over  33,000  mothers  in  special 
hospitals  or  in  maternity  homes  in  connection  with  the  maternity  cycle.  Pre- 
ventive services  in  1970  provided  for  visual  screening  of  over  9 million  child- 
ren, audiometric  screening  of  approximately  6 million  and  dental  screening  of 
children. 

Maternal  and  Child  Health  Services  are  currently  focusing  on  some  additional 
timely  problems  such  as  the  problem  of  out-of-wedlock  pregnancies  among  teen- 


1714 


age  girls,  studies  of  the  nutritional  status  of  preschool  children,  programs 
to  prevent  RH  sensitization  of  young  mothers,  and  programs  directed  at  the 
prevention  of  mental  retardation. 

Since  1967  appropriations  for  Maternal  and  Child  Health  formula  grants  have 
remained  constant  except  for  a modest  increase  designated  for  family  planning 
services,  and  no  increase  for  1972  is  requested  by  the  President  to  offset  the 
effects  of  inflation,  let  alone  to  provide  for  an  increase  in  scope  and  amount 
of  health  services  provided  to  low  income  women  and  children.  We  believe  that 
money  should  be  provided  not  only  to  maintain  but  to  expand  maternal  and  child 
health  services.  An  investment  today  to  improve  the  quality  of  life  of  this 
target  population  will  pay  dividends  through  improved  health  of  the  general 
population  tomorrow. 

2 . Crippled  Children's  Services 

States  conduct  Crippled  Children's  Programs  through  Federal  support  received 
via  formula  grants.  In  1935  when  the  program  was  first  established,  Crippled 
Children's  Services  were  provided  to  those  youngsters  with  orthopedic  handi- 
caps that  were  surgically  correctable,  and  very  few  other  types  of  handicapped 
children  were  accepted  into  state  programs.  With  advances  in  medical  science 
and  preventive  medicine,  the  reduction  of  cases  of  poliomyelitis  and  bone 
tuberculosis  allowed  the  states  to  expand  their  definitions  of  handicapped  to 
include  epileptic  children  and  those  with  congenital  heart  defects.  Programs 
now  meet  the  medical  iieeds  of  children  with  cystic  fibrosis,  hemophilia,  leu- 
kemia, cerebral  palsy,  hearing  defects,  and  many  congenital  defects.  The  bene- 
fits of  these  programs  have  been  extended  to  approximately  490,000  crippled 
children  during  1969. 


Prior  to  1963  few  retarded  children  were  included  in  Crippled  Children's  Pro- 
grams. The  1963  amendment  earmarked  funds  especially  for  retarded  children  and 
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states  were  able  to  remove  limitations  on  providing  such  care.  Many  children 
who  are  mentally  retarded  as  well  as  physically  handicapped  are  now  able  to 
qualify  for  services.  In  1969,  over  45,000  children  with  some  form  of  mental 
retardation  received  care  under  Crippled  Children's  funds. 

Many  Crippled  Children's  agencies  are  providing  followup  care  for  the  large 
number  of  children  who  are  handicapped  as  a result  of  the  worst  German  measles 
(rubella)  epidemic  in  United  States  history  (1963-65).  The  children  affected 
in  the  early  months  of  the  epidemic  are  now  of  school  age  and  therefore  the 
full  impact  of  their  defects  is  now  apparent.  Some  children,  thought  to  be 
mildly  affected  at  first,  exhibit  signs  of  brain  damage  and  have  learning  pro- 
blems. The  number  of  severely  handicapped  children  with  hearing  defects  on 
crippled  children's  rosters  has  been  increasing. 

If  we  are  to  meet  the  challenge  presented  to  us  by  the  1965  Social  Security 
Amendments  that  service  should  be  made  available  to  all  children  in  each  state 
by  1975,  there  must  be  a considerable  increase  in  appropriations  to  allow  for 
program  expansion.  States  have  been  innovative  with  available  funds  but  un- 
fortunately the  relatively  stable  level  of  Federal  financial  support  has  re- 
sulted in  many  Crippled  Children's  Programs  being  unable  to  continue  providing 
services  at  present  program  levels  and , in  fact,  many  states  have  had  to  make 
substantial  cutbacks  in  the  variety  of  services  provided  as  well  as  the  number 
of  children  reached.  All  Crippled  Children's  Programs  in  the  states  of  Dele- 
ware,  Montana,  New  Mexico  and  North  Carolina  have  completely  halfed  their  in- 
take programs  with  the  exception  of  extreme  emergencies.  Other  states  includ- 
ing Kentucky,  Tennessee,  Mississippi,  Alabama,  Georgia,  Florida  and  South 
Carolina  are  experiencing  similar  problems  and  consequently  have  had  to  severely 
limit  the  number  of  children  served.  Other  state  programs  are  making  little  or 
no  progress  toward  the  inclusion  of  additional  multiply  handicapped  and  mentally 


retarded  children. 
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3.  Recommendation 

The  recent  plateauing  of  Federal  support  for  Maternal  and  Child  Health  Services 
and  Crippled  Children's  Services  has  significantly  affected  state  programs  re- 
sulting in  many  instances  in  the  elimination  of  services,  delay  of  services, 
loss  of  program  personnel  and  a freeze  on  vacant  positions.  The  American  Academy 
of  Pediatrics  recommends  that  the  Congress  appropriate  $158.25  million  for 
Maternal  and  Child  Health  formula  grants.  This  increase  of  $38.6  million  is 
an  investment  of  the  Federal  dollar  which  will  not  only  Improve  the  health  care 
of  those  served  by  the  Maternal  and  Child  Health  and  Crippled  Children’s  Pro- 
grams but  will  serve  as  a corridor  towards  improving  the  quality  of  life  among 
American  people. 

B.  Project  Grants 

The  medical  community  has  been  very  impressed  with  the  impact  of  the  Special 
Projects  for  Maternity  and  Infant  Care  ( M & I)  and  the  Special  Project 
Grants  for  Health  of  School  and  Preschool  Children  (C  & Y)  since  their  incep- 
tion in  1964  and  1966  respectively.  These  projects  have  provided  quality  health 
care  to  high  risk  women  and  children  in  low  income  families  usually  within 
medically  deprived  areas. 

1.  Maternity  and  Infant  Care  Projects 

The  infant  mortality  rates  are  being  decreased  significantly  in  large  cities  of 
this  nation  due  in  great  measure  to  the  tremendous  impact  of  the  Maternity  and 
Infant  Care  Projects  (M  & I).  In  1970  the  infant  mortality  rate  has  reached  an 
alltime  record  low  with  a provisional  rate  of  19.8  deaths  of  babies  under  one 
year  of  age  for  each  thousand  live  births.  Although  the  dramatic  change  in  in- 
fant mortality  has  not  been  established  in  a cause  and  effect  relationship  with 
M & I Projects,  the  projects  are  certainly  a contributing  factor.  If  all  the 
states  are  classified  into  four  groups  in  accordance  with  the  number  of  M & I 
Projects,  the  states  which  have  the  largest  number  of  projects  and  the  longest 
period  of  operation  will  reflect  the  largest  annual  reduction  in  infant  mortal- 


ity since  1965. 
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There  are  55  Maternity  and  Infant  Care  Projects  in  operation  in  35  different 
states.  These  projects  are  providing  comprehensive  health  services  to  women 
including  prenatal  care,  hospital  inpatient  care,  delivery  and  postpartum  care 
to  about  125,000  women  annually.  Care  of  the  newborn  infant  during  the  first 
year  of  life  is  also  provided,  further  improving  the  quality  of  life. 

Besides  the  obvious  objective  of  reducing  maternal  and  infant  mortality  and 
morbidity  through  the  provision  of  comprehensive  maternity  services,  the  M & I 
Projects  have  assisted  communities  in  organizing  their  maternity  and  infant 
care  services  to  increase  the  accessability  of  care,  and  to  improve  the  quality 
of  care.  These  programs  have  helped  to  mobilize  community  resources  to  pro- 
vide better  and  more  efficient  delivery  system,  a delivery  system  that  is  sensi- 
tive and  responsive,  and  reflects  the  need  of  the  patient  population.  In  many 
areas,  M £■  I Projects  have  served  as  prototypes  for  several  subsequent  programs 
with  similar  objectives  to  alter  the  pattern  of  providing  medical  care  to  the 
poor. 

Of  the  42  counties  with  excess  infant  mortality  rates,  23  are  now  served  by 
Maternity  and  Infant  Care  Projects.  In  other  words,  19  of  the  counties  with 
the  highest  infant  mortality  rate  do  not  yet  have  special  projects.  Another 
estimate  of  the  need  is  that  there  are  at  least  750,000  additional  women  in 
poverty  who  would  benefit  from  the  services  available  through  M & I Projects. 

2.  Intensive  Care  Projects 

Recently  special  projects  to  provide  intensive  care  for  high  risk  infants  have 
been  established  in  five  areas  throughout  the  country.  These  regional  Inten- 
sive Care  Projects  can  be  utilized  to  reduce  the  mortality  rate  among  high  risk 
infants,  most  of  whom  are  low  birth  weight.  These  projects  assure  that  trained 
personnel  and  specialized  equipment  might  be  utilized  to  better  understand  the 
problems  of  these  tiny  infants.  The  Academy  favors  the  expansion  of  these  pro- 
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jects  so  that  their  effectiveness  in  reducing  infant  mortality  might  be  even 
more  apparent. 

3.  Children  and  Youth  Projects 

Children  and  Youth  Projects  apply  the  resources  of  professional  teams  so  that 
the  health  care  needs  of  the  growing  childhood  population  of  low  income  families 
in  urban  and  rural  areas  might  be  met.  Ninety-eight  percent  of  the  children 
enrolled  in  Children  and  Youth  Projects  are  under  nine  years  of  age. 

Children  and  Youth  Projects  emphasize  preventive  health  care,  in  our  opinion 
the  most  economical  form  of  health  service.  Young  children  are  most  respon- 
sive to  therapy,  and  one  of  the  important  objectives  of  these  projects  is 
screening  for  correctable  defects,  diagnosis,  and  early  treatment. 

As  pediatricians,  we  know  the  value  of  preventive  care,  the  need  for  a medical 
home  and  the  benefits  of  continuity  of  care.  The  data  emerging  from  the  Child- 
ren and  Youth  Projects  dramatically  support  the  merit  of  these  contentions. 

There  is  a consistent  decrease  in  illness  among  children  served  by  projects. 
Comparing  the  diagnosis  at  the  initial  examination  with  subsequent  follow-up 
exam,  the  diagnosis  of  "well  child"  is  consistently  increased  by  one-fourth. 
There  has  been  a 50%  decrease  in  the  number  of  children  requiring  hospitali- 
zation resulting  in  an  enormous  saving,  thereby  permitting  greater  distribution 
of  the  health  care  dollar.  Also,  the  number  of  hospital  days  per  patient  have 
been  reduced.  This  is  significant  since  approximately  40%  of  the  health  care 
dollar  is  spent  for  costly  hospitalization. 

Projects  are  integrating  services  with  Maternity  and  Infant  Care  Projects  and 
other  programs  so  that  there  is  a growing  emphasis  on  the  provision  of  family 
centered  care  within  the  community.  Increased  funding  of  this  activity  should 
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be  viewed  as  an  investment,  an  investment  into  the  quality  of  life  of  our  younj;- 
sters  and  a corridor  to  improving  the  health  of  the  general  population.  The 
President  in  his  health  message  has  spoken  highly  of  preventive  medicine,  the 
value  of  HMO's,  utilization  of  allied  health  manpower,  and  the  economy  in  the 
financing  of  health  care.  The  Special  Project  Grants  for  Health  of  School  and 
Preschool  Children  do  meet  those  criteria  and  it  is  our  firm  contention  that  an 
increased  investment  into  Children  and  Youth  Programs  will  yield  a great  return. 

4.  Recommendation 

The  American  Academy  of  Pediatrics  recommends  an  appropriation  of  $130  million  in 
Maternal  and  Child  Health  for  special  project  grants  authorized  under  Title  V of 
the  Social  Security  Act.  At  the  present  time  over  $100  million  worth  of  applica- 
tions for  special  projects  are  pending.  Our  recommendation  represents  an  increase 
of  $40  million  over  the  proposed  budget,  indeed  a small  amount  for  the  preserva- 
tion and  optimal  development  of  our  nation's  greatest  resource.  These  funds  will 
not  meet  the  identified  need,  nor  will  they  satisfy  all  the  applications  which 
might  be  funded.  These  funds,  however,  will  be  an  investment  into  a sound  compo- 
nent of  our  health  care  system;  one  capable  of  further  reducing  infant  mortality, 
decreasing  the  frequency  and  rate  of  costly  hospitalization,  and  promoting  the 
health  status  of  low  income  urban  and  rural  populations. 

Mr.  Chairman,  increased  funding  for  Special  Projects  is  the  priority  of  the 
Academy,  for  these  programs  offer  the  means  of  providing  children  with  their 
full  right  to  the  quality  of  life  at  its  inception  and  during  the  early  years. 

C.  Research  and  Training 

It  is  essential  that  research  and  training  activities  of  the  Maternal  and  Child 
Health  Service  be  funded  adequately  so  as  to  permit  a continued  impact  upon 
health  services,  and  the  Academy  recommends  an -increase  of  $11  million  to  a 
level  of  $32.25  million. 
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II:  LEAD-BASED  PAINT  POISONING  — FUNDING  OF  PUBLIC  LAW  91-695 

Childhood  lead  poisoning  is  a preventable  disease  which  accounts  for  more  per- 
manent cripples  each  year  than  there  were  in  an  average  polio  year  prior  to  the 
widespread  immunization  against  that  disease.  Children  eat  peeling  paint  chips 
and  crumbling  plaster  impregnated  with  lead  from  old  paint.  Youngsters  between 
the  ages  of  one  and  three  account  for  90%  of  the  victims.  The  effects  are  blind- 
ness, mental  retardation,  kidney  impairment  and  even  death.  A less  severe  but 
more  frequent  consequence  is  learning  disability  which  usually  does  not  become 
manifest  until  the  child  reaches  school  age. 

Lead  poisoning  is  preventable,  yet  the  toll  of  victims  is  approximately  400,000 
children  annually.  Each  year  approximately  200  children  die,  another  800  are 
severely  brain  damaged  and  require  permanent  institutionalization,  while  3,200 
are  inflicted  with  moderate  to  severe  brain  damage  resulting  in  permanent  impair- 
ment. By  way  of  information,  the  Academy  has  estimated  that  the  cost  of  treat- 
ment of  life  long  care  for  severely  brain  damaged  children  is  approximately 
$225,000. 

Early  diagnosis  of  lead  poisoning  on  clinical  grounds  alone  is  exceedingly  diffi- 
cult. By  the  time  clinical  diagnosis  is  obvious,  permanent  brain  damage  which 
cannot  be  modified  by  therapy  may  already  have  taken  place.  Screening  programs 
and  adequate  laboratory  facilities  are  needed,  yet  the  medical  community  alone 
cannot  cope  with  this  problem. 

Last  year  Congress  passed  Public  Law  91-695  designed  to  assist  communities  in 
attacking  the  problem  of  lead  poisoning  in  children.  The  Academy  recommends 
that  $20  million  be  appropriated  to  implement  Titles  I and  II  of  the  Lead-Based 
Paint  Poisoning  Prevention  Act.  Appropriation  of  these  funds  for  the  prevention 
of  lead  poisoning  and  treatment  of  its  victims  is  not  only  sound  economics, 
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it  is  humanitarian  and  a manisf estation  of  our  national  commitment  to  improve 
the  quality  of  life  during  the  early  years. 

Ill:  COMMUNICABLE  DISEASE  CONTROL  — FUNDING  OF  PUBLIC  LAW  91-464 

Mr.  Chairman,  the  cornerstone  of  pediatric  practice  is  prevention.  Since  the 
expiration  of  the  Vaccination  Assistance  Act  in  1968  we  have  become  increase- 
ingly  concerned  over  the  immunization  status  of  children,  particularly  those 
dependent  upon  public  programs  for  their  health  care  services.  Measles  and 
poliomyelitis  should  be  eradicated.  Yet  last  year  there  were  more  cases  of 
measles  in  the  United  States  than  there  were  cases  of  smallpox  in  the  entire 
world.  Furthermore,  last  year  we  witnessed  a three-fold  increase  in  polio. 
Venereal  Disease  is  the  nation's  leading  communicable  disease,  after  the  common 
cold.  Estimates  are  that  there  were  1.8  to  2 million  cases  of  gonorrhea  last 
year  and  70,000  to  80,000  cases  of  syphilis.  These  estimates  may  be  conserva- 
tive, nonetheless  they  are  alarming. 

Recent  official  reports  b-"-''e  indicated  that  the  measles  immunization  levels  of 
children  one  to  four  years  of  age  in  urban  areas  has  dropped  to  41%  last  year, 
immunization  against  polio  has  dropped  50%,  and  protection  against  diphtheria, 
pertussis,  and  tetanus  has  dropped  to  55%.  The  Center  for  Disease  Control,  HET7, 
has  indicated  that  these  declining  levels  of  immunization  represent  national 
averages  and  that  there  are  pockets  of  susceptible  persons  ^<dth  even  lower  levels. 

In  a four  week  reporting  period  earlier  this  year,  there  were  13,883  cases  of 
measles  reported,  the  largest  number  of  cases  reported  for  any  similar  period 
since  1966.  $12  million  to  $15  million  are  needed  to  bring  measles  under  control. 

The  impact  of  immunization  programs  was  impressively  recounted  in  the  May  10 
issue  of  JA>IA  wherein  it  was  estimated  that  measles  vaccination  programs  between 
1963  and  1968  averted  9.7  million  cases  of  the  disease,  more  than  3,000  cases  of 
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mental  retardation,  and  saved  almost  973  lives,  555,000  hospital  days,  32  million 
school  days  and  $423  million. 

Prevention  is  less  costly  than  treatment  of  victims  of  preventable  diseases.  Pre- 
vention obviates  the  need  for  expensive  medical  care,  the  attendant  rehabilitative 
and  custodial  services,  and  the  suffering  and  trauma  experienced  by  individuals 
and  families.  Congress  has  provided  the  authority  to  spare  youngsters  the  pain  and 
suffering  of  measles,  poliomyelitis,  DTP  — we  are  now  asking  that  funds  be  appro- 
priated so  that  the  medical  community  and  local  officials  might  pursue  a meaning- 
ful course  of  action. 

The  American  Academy  of  Pediatrics  recommends  that  not  less  than  $30  million  be 
appropriated  for  the  implementation  of  the  Communicable  Disease  Control  Act, 

Public  Law  91-464,  so  that  the  devastating  effects  of  preventable  communicable 
diseases  might  only  be  past  history  and  not  future  disgrace. 

IV.  MIGRANT  HEALTH  PROGRAMS 

The  record  of  Congressional  hearings  during  the  last  Congress  document  the  plight 
of  the  migrant  worker  and  his  family,  indeed  grim  reading.  In  1969  Dr.  Peter 
Chase  of  the  University  of  Colorado  obtained  a limited  but  representative  am.ount 
of  objective  medical  and  nutritional  information  on  300  migrant  children  below  the 
age  of  six  years.  This  material  indicates  that  the  infant  mortality  rate  among 
migrants  is  three  times  the  national  average,  vitamin  and  nutritional  deficiencies 
are  commonplace,  half  of  the  children  had  not  received  DTP  or  polio  immunizations, 
and  10%  had  not  been  previously  examined  by  a doctor  since  birth.  In  1968  the 
National  Disease  and  Therapeutic  Index  reported  diseases  of  the  respiratory  and 
digestive  systems  were  two  to  five  times  more  common  among  migrants  than  among 
the  general  population,  tuberculosis  is  seventeen  times  more  prevalent,  and 
Infestation  with  worms  thirty-five  times  more  frequent  among  migrants.  Despite 
these  alarming  facts,  the  average  per  capita  health  care  expenditure  for  approxi- 


1723 


mately  one  million  migrants  in  1967  was  one  twentieth  the  per  capita  expenditure 
for  the  total  population.  Each  migrant  received  $12  worth  of  program  benefits 
compared  to  health  care  expenditures  in  excess  of  $200  per  capita  for  the  general 
population. 

The  problem  of  the  migrant  are  severe  and  numerous;  poor  wages,  miserable  living 
conditions,  legal  and  social  discrimination,  inadequate  educational  services,  and 
in  many  instances  a total  absence  of  health  care  services.  Sick  children  do  not 
learn,  unhealthy  workers  cannot  produce,  and  the  cycle  of  depravation  is  perpetu- 
ated. However,  the  poverty  cycle  can  be  broken  and  health  care  can  serve  as  a 
corridor  to  improving  the  quality  of  life. 

The  Migrant  Health  Act  is  providing  the  basis  for  improving  the  health  status 
of  migrant  workers  and  their  young  families.  The  migrant  family  is  young,  and 
characterized  by  many  children.  A further  investment  of  health  care  dollars  is 
essential  for  expansion  of  Migrant  Health  Services  to  provide  preventive  health 
care,  immunization,  screening,  treatment,  and  follow-up  care. 

An  appropriation  of  $25  million  for  Migrant  Health  Services  will  represent  an 
expenditure  of  $25  per  migrant  man,  woman,  and  child.  This  represents  an  addi- 
tional $7  per  migrant  — a paultry  increase  yet  an  increase  with  potentially  pro- 
found impact.  Maternity  services  might  be  expanded  to  reduce  infant  mortality, 
youngsters  might  be  dewormed,  those  now  susceptible  to  diptheria  and  polio  might 
be  immunized,  nutrition  services  will  help  assure  improved  diet,  and  the  migrant 
population  may  know  what  it  is  to  have  a medical  home  through  program  development 
and  innovation. 
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Senator  Boggs.  You  may  proceed  to  summarize  it. 

Dr.  Frazier.  I am  Dr.  Robert  Frazier,  executive  director  of  the 
American  Academy  of  Pediatrics.  Accompanying  me  is  Mr.  George 
Degnon,  director  of  the  academy’s  department  of  government  liaison. 
The  comments  and  recommendations  which  are  presented  in  this  state- 
ment are  endorsed  by  the  Joint  Council  of  National  Pediatrics  Soci- 
eties, which  is  a group  that  includes  all  the  major  pediatric  orga- 
nizations in  the  United  States. 

This,  in  turn,  supports  the  recommendations  of  the  coalition  for 
health  funding,  which  is  a group  of  organizations  interested  in  the 
health  programs. 

Our  testimony  today  is  in  behalf  of  the  children  in  this  Nation  who 
derive  benefit  from  federally  supported  health  care  programs.  These 
programs  are  not  only  aimed  at  the  prevention  of  disease,  but  at  the 
provision  of  high  quality  medical  and  health  services. 

Our  comments  are  directed  at  a few  of  the  selected  activities  in 
these  programs,  which  have  especially  great  potential  for  benefiting 
the  health  of  children.  I know  you  are  familiar  with  title  V of  the 
Social  Security  Act,  which  provides  the  authority  for  maternal  child 
health  and  crippled  children’s  services.  I would  like  to  review  briefly 
what  our  concerns  are  in  this  area. 

These  services  are  supported  by  a formula  grant  program  designed 
to  provide  Federal  aid  to  the  States  for  development  and  expansion 
of  services  for  promoting  health  of  mothers  and  children  and  especial- 
ly in  the  rural  areas  and  in  areas  suffering  from  severe  economic  dis- 
tress. These  moneys  are  matched  by  State  moneys  that  help  to  pro- 
vide programs  consisting  of  prenatal  care  for  mothers,  including 
family  planning  services,  visits  for  public  health  nurses  before  and 
after  birth,  and  clinics  where  mothers  can  bring  their  infants  and 
young  children  for  examination  and  immunization  and  where  they 
can  get  advice  on  child  nutrition,  disease  prevention,  et  cetera.  There 
are  several  examples  on  page  2 of  the  number  of  women  and  children 
that  are  served  in  these  programs. 

I also  draw  to  your  attention  at  the  bottom  of  the  page  that  there 
are  some  special  projects  provided  under  these  formula  grants,  special 
programs  in  the  area  of  teenage  pregnancies,  studies  of  the  nutritional 
status  of  preschool  children,  and  programs  to  prevent  RH  disease  as 
well  as  mental  retardation. 

It  is,  of  course,  to  us  that  since  1967,  appropriations  for  maternal 
and  child  health  have  remained  essentially  constant,  except  for  a mod- 
est increase  designated  for  family  planning  services,  and  that  no  in- 
crease is  requested  by  the  President  for  1971  to  offset  the  effects  of  in- 
flation, let  alone  to  provide  for  any  increase  in  the  scope  in  the  amount 
of  health  services  that  are  needed  by  low-income  mothers  and  children. 

We  believe  the  money  should  be  increased  to  not  only  maintain, 
but  to  expand,  these  needed  health  services. 

Within  the  maternal  and  child  health  programs,  the  State  also  con- 
ducts crippled  children’s  services  through  Federal  support.  These 
were  first  established  in  1935  and  were  originally  directed  primarily 
toward  children  with  orthopedic  handicaps.  Now,  with  advances  in 
medical  science  and  preventive  medicine,  we  see  that  there  is  a con- 
siderable dramatic  reduction  in  the  cases  of  poliomyelitis  and  tuber- 
culosis of  the  bone ; and  that,  therefore.  States  have  been  capable  and 
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encouraged  to  expand  their  definition  of  handicapping  to  include 
epileptic  children  and  those  with  congenital  heart  defects ; and  the  pro- 
gram includes  treatment  of  children  with  cystic  fibrosis,  hemophilia, 
leukemia,  cerebral  palsy,  hearing  defects,  and  many  other  congenital 
defects. 

There  are  approximately  490,000  crippled  children  which  received 
services  in  1969. 

Retarded  children  are  also  included  in  these  programs.  I think  it  is 
especially  noteworthy  that  a large  number  of  children  who  are  handi- 
capped as  a result  of  the  German  measles  epidemic  in  1963-65,  are 
under  treatment  in  these  programs. 

The  children  that  were  affected  in  this  epidemic  are  now  school 
age,  and  the  full  impact  of  their  defects  is  now  apparent. 

We  are  seeing  many  children-learning  difficulties,  evidence  of  brain 
damage,  hearing  defects  as  well  as  eye,  heart,  and  other  congenital 
abnormalities.  The  1965  social  security  amendments  recommended 
that  services  should  be  made  available  to  all  children  in  each  State  by 
1975,  that  needed  such  care.  There  must  be  a considerable  increase  in 
appropriations  if  the  States  are  going  to  be  capable  of  doing  this. 

It  is  of  interest  perhaps.  Senator  Boggs,  to  note  that  the  intake  of 
patients  in  crippled  children’s  programs  in  the  State  of  Delware,  has 
had  to  be  stopped  in  the  last  few  months  of  this  fiscal  year.  There  are 
several  other  States  that  are  in  that  situation.  There  are  many  States 
that  have  had  to  cut  back  the  numbers  of  children  that  are  being  served, 
and  there  are  a great  number  that  are  limiting  the  kinds  of  programs 
that  they  are  capable  of  providing  because  of  the  lack  of  increase  in 
funds  and  the  current  level. 

It  is  our  recommendation,  therefore,  as  noted  on  page  5,  that  Con- 
gress appropriate  $158  million  for  the  formula  grants  that  cover  the 
maternal  and  child  health  and  the  crippled  children’s  programs.  This  is 
an  increase  of  $38.6  million,  and  it  is  an  investment  of  Federal  funds 
that  not  only  improve  health  care,  but  serve  as  a means  of  giving  a 
greater  quality  to  the  life  of  all  the  people  that  would  be  included  in 
this  program. 

Senator  Boggs.  In  your  statement  on  page  4,  all  crippled  children’s 
programs  in  the  States  of  Delaware  and  Montana  and  so  forth,  have 
completed  an  intake  program.  Is  that  due  to  State  action  or  due  to 
Fe/^eral  action? 

Dr.  Frazier.  There  is  a misprint  here.  That  is  halted,  not  have, 
halted  their  intake  programs.  It  is  because  the  Federal  funds  and 
the  matching  monevs  of  the  States  are  inadequate  to  continue  through 
to  the  end  of  the  fiscal  year  dealing  with  the  numbers  of  children 
that  they  are  presented  with. 

So  as  the  State  programs  approach  the  latter  half  of  the  fiscal  year, 
thev  either  cut  down  the  number  of  children  they  take  in  for  treat- 
ment, or  thev  have  to  cut  it  out,  stop  all  hospital  admissions  for  any 
kind  of  corrective  care. 

We  have  surveved  a number  of  State  programs  to  get  this  infornia- 
tion.  I think  it  is  a characteristic  problem  at  the  present  time  with 
the  level  of  funding  of  these  programs. 

Senator  Boggs.  Other  States  are  experiencing  similar  problems  and 
consequently  have  had  to  severely  limit  the  number  of  children  served. 

Are  they,  in  other  words,  not  halting,  but  just  limiting? 

Dr.  Frazier.  That  is  correct. 
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Senator  Boggs.  The  other  State  programs  are  making  little  or  no 
progress  toward  the  inclusion  of  additional  multihandicapped  and 
mentally  retarded  children.  Does  that  mean  the  other  States  aren’t 
doing  anything  about  it? 

Dr.  Frazier.  It  means  that  recognizing  the  extent  of  the  need  to 
treat  handicapped  children  in  low-income  families,  we  just  do  not 
have  enough  money  to  expand  the  programs  to  take  care  of  those  that 
are  being  identified  in  all  States  essentially.  There  are  some  States 
that  are  putting  in  a great  deal  of  money  of  their  own  to  try  to  meet 
these  needs.  I wouldn’t  say  that  there  aren’t  some  States  that  are  doing 
a magnificent  job. 

But  most  States  are  having  great  difficulty  meeting  the  needs  that 
exist,  and  as  I say,  a few  have  just  had  to  halt  their  services  as  they 
approach  the  end  of  the  fiscal  year. 

The  project  grants  is  the  next  item  I would  like  to  address  myself  to. 

I wish  to  make  special  note  of  these  programs.  The  community  is 
very  impressed  with  the  impact  they  have  had  on  the  health  children 
in  low-income  areas.  These  programs,  as  you  know,  include  special 
projects  for  maternity  and  infant  care,  and  so  forth.  They  also  include 
programs  for  intensive  newborn  care  and  dental  care  projects  and 
family  planning. 

The  experience  with  maternity  and  infant  care  projects  has  shown 
that  a decrease  in  the  infant  mortality  is  possible  in  areas  where  these 
programs  have  been  in  effect.  These  are  primarily  in  the  large  cities 
of  this  country. 

In  1970,  the  infant  mortality  rate  reached  an  alltime  record  low. 
We  don’t  wish  to  claim  a direct  cause  and  effect  relationship  between 
this  data  and  the  M.  & I.  project,  but  the  projects  are  certainly  con- 
tributing factors.  The  evidence  in  this  is  seen  in  the  fact  that  States 
when  classified  in  accordance  with  the  number  of  M.  & I.  projects,  the 
States  which  have  the  largest  number  of  projects  and  the  longest 
period  of  operation  will  show  the  largest  annual  reduction  in  infant 
mortality  rate  since  1965. 

There  are  55  of  these  projects  in  operation  now.  But  they  only 
include  35  different  States.  They  provide  comprehensive  health  serv- 
ices to  women,  including  prenatal  care,  hospital  care  for  delivery,  and 
also  some  care  to  the  newborn  infant  during  the  first  year  of  life. 

Another  index  of  need  is  seen  in  the  middle  of  the  page  there,  where 
we  note  that  there  are  42  counties  with  excessively  high  mortality 
rates,  and  23  of  these  are  now  served  by  M.  & I.  programs,  which 
leaves  19  counties  with  what  we  term  excess  infant  mortality  rates 
as  still  being  in  need. 

You  heard  testimony  this  morning.  Senator,  about  intensive  care 
projects  for  high-risk  infants.  These  exist  in  only  five  areas  through- 
out the  countr\\  They  are  funded  currently  at  about  the  level  of 
$450,000.  The  American  Academy  of  Pediatrics  is  very  interested  in 
the  potential  contribution  of  regionalized  programs  for  care  of  high- 
risk  infants.  We  would  certainly  support  the  previous  testimony  that 
there  is  a considerable  increase  in  need  for  such  programs  beyond  that 
reflected  by  the  programs  throughout  the  country. 

We  are  aware  that  there  are  applications  for  programs  in  areas  that 
could  well  utilize  them.  They  total  now  about  $4.5  million. 

I would  like  to  comment  also  on  children  and  youth  projects  which 
are  bringing  the  resources  of  health  care  teams  to  the  childhood  popu- 
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lation  and  urban  and  rural  areas  of  low  income.  These  are  primarily 
providing  preventive  health  care,  which  we  would  wish  to  stress  as  a 
particularly  valuable  means  of  providing  health  services,  particularly 
in  the  childhood  years. 

It  would  provide  screening  for  correctible  defects,  provide  diagnos- 
tic services  and  early  treatment. 

We  find  in  studying  these  programs  that  there  is  a decrease  in  the 
illness  among  children  sensed  by  programs,  that  there  is  a lower  grade 
of  hospitalization,  approximately  50-percent  decrease  in  hospitaliza- 
tion, and  that  the  number  of  hospital  days  per  child  when  such  is 
required  have  been  markedly  reduced. 

These  projects  are  integrating  their  services  with  the  M.  & I.  pro- 
grams so  that  we  feel  that  there  is  a healthy  emphasis  on  provision  of 
family  centered  care  by  these  programs.  We  certainly  recommend  that 
increased  funding  for  both  of  these.  The  academy  suggests  that  an 
appropriation  of  $130  million  in  the  maternal  and  child  health  for 
special  projects  would  be  more  nearly  appropriate  to  the  need.  At  the 
present  time,  there  are  an  additional  $100  million  worth  of  applica- 
tions for  sj^ecial  projects  pending.  The  recommendation  we  make 
is  an  increase  of  only  $40  million  over  the  proposed  budget  and  as  I 
say,  it  is  less  than  what  we  would  like,  but  I feel  it  represents  what  can 
be  done  at  this  time  and  what  we  must  make  an  effort  to  do. 

We  have  additional  information  on  the  research  and  training  utili- 
zation of  moneys  in  this  authorization.  The  academy  would  recom- 
mend that  these  funds  be  increased  to  a level  of  $32  million,  which  is 
approximately  $11  million  beyond  the  present  level.  I won’t  provide 
any  detail  unless  there  are  questions  about  this. 

There  are  three  sections  I would  like  to  give  brief  comment  to  in 
closing  that  are  of  special  interest  to  pediatricians,  largely  because 
they  represent  tremendous  opportunities  for  preventive  care.  They 
represent  examples  of  serious  specific  problems  in  health  and  child 
health  that  don’t  need  to  exist  and  are  very  specific. 

One  is  the  problem  of  lead  poisoning,  which  is  a preventable  dis- 
ease, in  not  the  same  way  as  polio  or  measles,  but  measures  to  prevent 
it  are  available.  I think  it  is  worth  noting  that  there  are  more  children 
crippled  by  lead  poisoning  than  have  been  crippled  in  past  years  by 
])olio.  The  kinds  of  crippling  that  we  see  are  blindness,  mental  retarda- 
tion, kidney  impairment,  and  sometimes  death. 

Senator  Boggs.  That  is  simply  from  chipping  off  the  paint  ? 

Dr.  Fraziek.  Eating  plaster  that  is  impregnated  with  lead  paints 
and  chips  of  paint  containing  lead.  There  are  burning  of  battery  cases, 
Washington  even  had  an  example  last  month  where  their  lead  con- 
taining paint  was  found  on  pencils. 

The  total  luimber  of  victims  of  this  are  a little  difficult  to  docu- 
ment. But  childr^  with  excessive  levels  of  lead  in  the  blood  number 
approximately  400,000  every  year.  Each  year  approximately  200  of 
these  children  die  and  another  800  are  severely  brain  damaged  and 
require  permanent  institutionalization. 

it  has  to  be  noted  that  the  cost  of  treatment  for  a child  who  requires 
permanent  institutionalization  is  about  $225,000  for  life-long  care. 

The  diagnosis  of  lead  poisoning  is  possible  but  difficult  on  clinical 
grounds  alone.  We  need  screening  programs.  We  need  laboratory  fa- 
cilities. We  need  research  effort  on  the  part  of  communities  to  investi- 
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gate  housing  situations.  Last  year  Congress  passed  Public  Law  91- 
695  to  assist  communities  in  attacking  the  problem  of  lead  poisoning 
in  children.  I think  it  is  particularly  appropriate  to  note  here  the  ef- 
forts of  the  Senate  to  secure  $5  million  in  the  budget  last  year  for  this 
law. 

This  unfortunately  was  knocked  out  in  the  conference  committee  by 
the  House  of  Representatives. 

The  Academy  recommends  that  $20  million  be  appropriated  to  im- 
plement title  I and  II  of  the  Lead  Base  Poisoning  Prevention  Act. 
I am  afraid  this  could  only  be  construed  as  part  of  what  is  needed. 
I don’t  mean  to  say  it  would  solve  the  problem. 

The  Communicable  Disease  Control  Act  is  another  one  that  exem- 
plifies the  cornerstone  of  pediatrics  which  is  prevention.  We  don’t  like 
to  treat  sick  children.  We  would  like  to  be  in  a position  to  prevent 
We  have  a great  deal  to  do  in  the  way  of  maintaining  preventive  pro- 
grams in  the  areas  of  immunization  for  communicable  disease.  Last 
year  we  witnessed  a threefold  increase  in  the  number  of  polio  cases. 

Senator  Boggs.  How  would  you  account  for  a threefold  increase? 
Is  that  because  you  let  down  the  bars  ? 

Dr.  Frazier.  The  bars  are  down.  The  moneys  are  not  available  for 
public  immunization  programs  and  I think  it  shows  that  it  isn’t,  even 
though  the  public  is  very  concerned  about  polio  and  very  much  aware 
of  the  possibilities  of  immunization,  it  is  just  hard  to  get  everybody 
immunized  unless  you  go  out  with  a mass  program  and  get  it  done. 

Senator  Boggs.  It  seems  to  toe  there  is  some  local  responsibility  in 
each  county  and  each  city  for  something  like  that,  to  get  that  done. 
I just  find  it  hard  to  believe  they  let  the  bars  down. 

Dr.  Frazier.  I completely  agree.  I think  Federal  moneys  are  a way 
of  stimulating  some  of  this  responsibility.  This  is  a reason  for  en- 
couraging funding  in  a categorical  program  which  I understand  the 
administration  is  not  anxious  to  indulge  in  too  much  of  this  funding 
in  this  area.  But  here  is  an  area  where  specific  needs  can  be  relatively 
easily  met  and  with  great  efficiency  with  spectacular  results. 

I think  it  is  a shame  for  the  health  providers,  as  well  as  the  Govern- 
ment of  the  country,  to  sit  by  and  wait  for  organization  of  local 
interest. 

Senator  Boggs.  Do  they  have  a checklist  on  the  child,  for  example, 
by  the  time  he  reaches  kindergarten  or  the  first  grade,  6 years  old? 
He  should  have  immunization  for  polio,  shouldn’t  he? 

Dr.  Frazier.  There  are  some  States  which  have  passed  laws  requir- 
ing immunization  for  admission  to  school.  This  has  been  quite  effec- 
tive. There  are  many  communicable  diseases,  most  of  them  in  fact  that 
occur  well  before  school  age.  Even  where  laws  exist,  it  is  very  difficult 
sometimes  for  families  to  find  a place  to  get  the  services  done  unless 
the  moneys  have  been  provided  to  establish  these  facilities  for  pro- 
viding them. 

I won’t  comment  further  on  it.  I think  your  questions  have  helped 
to  illustrate  the  extent  of  our  concern,  as  well  as  yours. 

I point  to  the  interesting  data  that  the  American  Medical  Associa- 
tion has  published,  on  pages  10  and  11,  regarding  the  number  of  cases, 
number  of  diseases,  and  some  of  the  problems  of  mental  retardation 
as  well  as  live  hospital  days  that  have  been  saved  by  virtue  of  the  im- 
munization programs. 
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The  Academy  recommends  that  not  less  than  $30  million  be  appro- 
priated for  the  implementation  of  this  Communicable  Disease  Act. 
There  are  no  moneys  in  the  present  budget  message. 

Finally,  I would  wish  to  draw  your  attention  to  the  problem  of 
migrant  health  programs.  I know  that  the  Congress  has  had  a number 
of  hearings  during  the  past  year  regarding  this  problem  and  that 
studies  show  that  infant  mortality  rates  are  much  higher  than  the  na- 
tional average,  sometimes  three  times  that,  and  that  there  are  many 
instances  of  nutritional  deficiencies  and  low  levels  of  immunization, 
et  cetera,  among  the  migrant  population. 

Tuberculosis,  17  times  more  prevalent  than  the  average  popula- 
tion; worms,  35  times  more  frequent  among  migrants.  We  note  that 
the  health  expenditure  to  the  migrant  population  is  one-twentieth  that 
of  the  average  per  capita  expenditure  for  the  total  population. 

I think  I can  only  comment  that  the  Migrant  Health  Act  does  pro- 
vide a basis  for  improving  the  health  status  and  that  a further  invest- 
ment of  dollars  in  this  act  can  only  bring  about  marked  improvement 
in  their  services,  immunization,  screening,  and  followup  care. 

I think  it  would  pay  great  dividends.  We  have  suggested  a sum  of 
$25  million,  $7  million.  This  again  is  not  enough  to  meet  the  entire 
need.  But  I think  that  some  of  the  problems  of  migrants  are  so  spec- 
tacularly bad  that  moneys  of  this  sort  will  go  a long  way  toward  reduc- 
ing some  of  these  problems. 

I wish  to  thank  the  committee  for  the  time  you  have  given. 

Senator  Boggs.  Thank  you.  Doctor,  for  a very  fine  and  helpful 
presentation.  We  appreciate  it  very  much. 

Thank  you. 

STATEMENT  OF  CHARLES  B.  HARDING,  CHAIRMAN,  BOARD  OF 
DIRECTORS,  THE  ARTHRITIS  FOUNDATION 

NEW  PROGRAMS  FOR  CHRONIC  DISABLING  DISEASE  I ARTHRITIS 

Senator  Boggs.  Our  next  witness  is  Mr.  Charles  B.  Harding, 
Arthritis  Foundation,  New  Jersey. 

Mr.  Harding.  My  name  is  Charles  Harding.  My  residence  is  in 
K-umson,  N.J.  and  I am  chairman  of  the  board  of  directors  of  the 
Arthritis  Foundation,  the  only  voluntary  agency  whose  efforts  are 
directed  toward  helping  this  Nation’s  17  million  arthritics. 

This  morning,  I would  like  to  begin  with  a prediction. 

I predict  to  you  that  the  voices  of  a new  group  of  protestors  will 
soon  be  heard  in  Washington.  This  will  be  inevitable  unless  we  prompt- 
ly and  effectively  begin  to  design  certain  new  health  programs — pro- 
grams that  will  anticipate  an  approaching  crisis  in  the  diseases  which 
claim  their  toll  in  long-term  disability  rather  than  concentrating 
single-mindedly  on  acute  illness  and  high  mortality.  The  forthcoming 
prote^ers  would  be  the  millions  upon  millions  counted  as  the  Nation’s 
chronically  ill. 

In  their  protests,  they  will  have  widespread  support  cutting  across 
the  boundaries  of  partisanship  and  political  ideology.  Their  voices  will 
be  joined  by  those  people  who  are  well,  but  who  can  see  what  awaits 
them  if  they  become  victims  of  a chronic  disabling  disease. 

They  will  have  the  sympathy  of  wrtually  all  conscientious  and 
humane  members  of  our  medical  and  health  services  community.  And 
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they  will  get  aid  from  voluntary  agencies  and  civic  groups  such  as 
the  Arthritis  Foundation. 

It  will  be  easy  enough  to  look  back,  and  see  that  we  could  have  pur- 
sued different  policies  that  would  have  reduced  the  needs  and  frustra- 
tions of  the  chronically  ill,  instead  of  increasing  them  by  policies 
giving  the  appearance  of  indifference  and  callousness. 

It  is  because  I believe  that  some  in  Government  would  have  us 
follow  this  latter  policy  in  the  field  of  chronic  disease,  and  in  relation 
to  arthritis  in  particular — a disease  affllicting  some  17  millions  of  our 
citizenry — that  I want  to  speak  plainly  and  directly  today. 

Arthritis  is  the  Nation’s  most  widespread  chronic  crippling  disease. 
It  affects  every  one  of  us  in  some  way,  directly  or  indirectly,  physi- 
cally or  economically. 

It  is  not,  as  popularly  supposed,  primarily  “a  disease  of  old  people.” 

One  form  strikes  infants  and  children  and  can  be  very  severe. 
Rheumatoid  arthritis,  the  most  serious  and  disabling  form,  comes  on 
most  often  in  vigorous  young  adulthood,  between  the  ages  of  20  and  50. 

Osteoarthritis — the  most  prevalent  of  all — may  begin  early,  but 
tends  to  become  worse  with  increasing  age  and  is  very  common  in 
elderly  people. 

A point  to  appreciate  is  that  a great  many  older  people  with  arthri- 
tis were  first  struck  by  it  when  they  were  relatively  young  and  have 
had  to  live  with  it  ever  since.  As  our  population  increases  and  more 
people  are  living  longer,  we  have  a situation  in  which  long-lasting 
chronic  disease,  including  arthritis,  is  a mushrooming  problem  which 
can  literally  overwhelm  us. 

A word  now  about  the  economics  of  the  situation.  Arthritis  alone 
among  chronic  conditions  is  estimated  to  cost  the  Nation  well  over  $3.5 
billion  annually  in  lost  wages,  disability  benefits,  and  medical  care. 
What  effect,  then,  do  chronic  crippling  diseases  such  as  arthritis  have 
on  the  soaring  costs  of  medical  care  ? It  is  only  reasonable  to  assume 
that  these  diseases  are  inflating  the  costs  of  medical  care  by  creating 
an  almost  unlimited  demand  for  services  which  are  in  short  supply. 

However,  because  arthritis  is  a chronic  condition  lacking  drama,  it 
consistently  has  had  extraordinarily  low  priority  in  national  health 
planning.  Nevertheless,  with  modest  funding,  20  years  of  research 
effort  has  brought  us  to  an  exciting  and  critical  point — ^a  point  at  which 
there  is  realistic  promise  of  key  breakthroughs  in  the  very  near  future. 

Much  of  the  course  of  the  disease  has  been  outlined  and  charted.  The 
scientific  community  is  now  in  a position  to  pinpoint  one  or  more 
methods  of  treatment  or  cure.  This  can  be  done  by  experimentally  and 
selectively  cutting  various  known  links  in  the  chain  reaction  process 
in  arthritis  inflammation — ^the  key  to  the  problem. 

This  is  the  research,  now  at  a juncture  of  great  progress  and  prom- 
ise, which  must  be  regarded  as  being  in  real  jeopardy  if  cutbacks 
continue  in  the  research  training  program  of  the  National  Institutes 
of  Health. 

There  is  a policy  of  seemingly  deliberate  dismantling  of  that  pro- 
gram. If  htis  policy  continues,  it  threatens  to  disrupt  and  perhaps 
destroy  many  research  and  training  centers.  These  centers  were  created 
and  have  been  funded  with  taxpayers’  money  during  the  past  20  years, 
but  some  in  Government  seem  prepared  to  deny  to  the  American  people 
the  fruits  of  their  investment. 
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Also  in  jeopardy  are  programs  for  delivering  care  to  victims  of 
arthritis.  This  is  because  the  arthritis  imits,  where  the  vital  research 
and  training  are  taking  place,  are  also  providing  and  demonstrating 
a kind  of  disease  management  essentially  different  from  that  employed 
with  acute  illness.  And  I want  to  stress  something  not  generally  appre- 
ciated: Proper  treatment  for  arthritis,  begun  early,  can  and  does 
prevent  crippling  and  disability. 

But  it  is  necessary  to  note  that  the  ability  to  deliver  care  to  arthritics 
is  sharply  limited  under  present  conditions,  and  some  areas  are  especi- 
ally deprived.  There  are  large  sections  of  this  country,  including  entire 
States,  in  which  the  people  are  without  access  to  the  attention  of  a 
single  rheumatologist.  West  Virginia,  for  instance,  has  two,  Missis- 
sippi has  none. 

Between  1950  and  1968,  the  Federal  Government  allotted  increasing 
amounts  of  money  to  the  creation  of  a national  scientific  effort  in  the 
field  of  arthritis. 

Scientific  groups,  teams,  individuals,  and  projects  were  funded  at 
leading  universities  and  hospitals.  Equipment  and  facilities  were  pro- 
vided to  enable  them  to  pursue  research.  Training  facilities  were 
created  to  bring  a stream  of  able  new  researchers  and  teachers  into 
the  field. 

The  concept  of  the  multidiscipline  arthritis  center  for  research, 
training,  and  treatment — nurtured,  I am  proud  to  say,  by  the  Arthritis 
Foundation — was  brought  into  being.  Dozens  of  these  centers  were  de- 
veloped, largely  dependent  on  Federal  research  and  training  grants, 
and  they  have  become  the  lifeblood  of  the  Nation’s  effort  against 
arthritis. 

In  the  mid-1960’s,  while  the  scientific  structure  thus  created  at  sub- 
stantial public  cost  was  heading  for  big  payoffs,  government  support 
leveled  off.  Inflation  did  not ; and  it  took  its  first  erosive  bites  at  the 
programs  through  the  need  to  boost  salaries  and  pay  higher  costs  for 
equipment.  It  has  meant  an  additional  cut  of  10  percent  in  most 
programs. 

In  recent  years,  regrettably,  it  has  seemed  that  some  in  the  executive 
branch  have  decided  to  wield  the  ax  on  chronic  disease,  with  resultant 
deleterious  impact  on  the  arthritis  structure.  Support  of  most  arthritis 
programs  has  been  reduced  bv  15  to  20  percent. 

For  example,  in  1966,  the  Government  was  supporting  training  pro- 
grams at  41  universities  and  hospitals ; but  under  a steady  decline  the 
number  has  now  been  cut  to  28 ; and  a substantial  part  of  this  is  due 
simolv  to  lack  of  funds. 

Unless  we  reverse  the  trend,  the  gap  will  become  greater  and  the  con- 
sequences virtually  calamitous. 

Most  of  the  funding  of  ardiritis  projrrams  comes  through  the  Na- 
titonal  Institute  for  Arthritis  and  Metabolic  Diseases.  I understand, 
parenthetically,  that  other  citizens’  witnesses  will  appear  before  this 
subcommittee  to  speak  of  the  entire  program  of  the  Institute. 

I believe  that  one  of  these  witnesses  will  include  Dr.  J.  Sydney 
Stillman,  president  of  the  American  KheuTT^atism  Association  section 
of  the  Arthritis  Foundation.  The  Institute  is  often  referred  to  in  ab- 
breviation as  the  Arthritis  Institute,  but  the  NIAMD  supports  pro- 
grams in  10  disease  areas  in  addition  to  arthritis.  In  fact,  until  the 
current  year,  less  than  9 percent  of  its  extramural  program  budget 
was  spent  on  arthritis  programs. 
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However,  because  of  the  effective  concern  of  this  committee  a year 
ago,  the  total  appropriation  to  NIAMD  for  arthritis  was  increased  by 
nearly  $2  million.  This  meant  a 1 -point  increase  in  the  percentage  for 
arthritis. 

At  the  same  time,  nonetheless,  it  is  necessary  to  point  out  that  the 
funds  available  for  the  training  program  continued  to  be  cut  back, 
with  $125,000  less  provided  than  in  the  preceding  year,  and  $432,000 
less  than  3 years  earlier. 

I speak  for  my  lay  and  professional  colleagues  in  the  Arthritis  Foun- 
dation, as  well  as  for  our  17  million  clientele  when  I express  our  heart- 
felt thanks  for  the  role  of  your  committee  in  the  1971  increase.  We  feel 
that  it  bolsters  our  hope  for  improvement  for  1972. 

Four  million  dollars — over  and  above  the  amount  for  arthritis  in 
the  Administration’s  1972  budget  request  and  the  amount  currently 
available  in  Arthritis  Foundation  grants — divided  among  the  existing 
research  centers,  would  close  the  gap  in  1972. 

It  would  restore  funds  lost  in  cutbacks,  keep  up  with  inflation,  and 
maintain  momentum.  It  would  keep  the  arthritis  units  with  their 
heads  above  water,  their  research  programs  viable,  and  our  hopes  for 
an  arthritis  brealrthrough  alive. 

In  the  light  of  what  that  $4  million  would  accomplish,  it  is  a rela- 
tively small  sum.  I believe  it  is  reasonable  on  the  one  hand  and  im- 
perative on  the  other  that  Congress  bridge  the  arthritis  dollar  gap  now. 

I recommend  that  the  Congress  appropriate  to  the  National  Insti- 
tute of  Arthritis  and  Metabolic  Diseases,  over  and  above  the  amount 
recommended  for  that  institute  in  the  1972  proposed  budget,  $4  million 
earmarked  specifically  for  arthritis  programs. 

With  these  additional  funds,  established  teams  of  physicians  and 
scientists  would  be  assured  of  the  continuation  of  their  long-term  re- 
search studies  of  the  basic  disease  mechanisms  in  arthritis.  These  scien- 
tists are  on  the  threshold  of  solving  the  mysteries  of  chronic  inflamma- 
tion which  is  the  common  denominator  of  several  joint  disorders  lead- 
ing to  crippling. 

Moreover,  these  same  scientists  have  been  tooling  up  to  identify  the 
triggering  agent,  believed  by  many  to  be  a virus. 

These  funds  also  would  assure  the  continuation  of  the  development 
and  evaluation  of  new  procedures  for  general  treatment  and  long-term 
management  of  patients  with  various  types  of  arthritis,  and  hasten 
the  discovery  of  new  drugs  for  the  control  of  chronic  inflammation. 

These  funds  would  keep  personnel  already  trained  to  conduct  arth- 
ritis research  from  switching  to  other  areas  now  being  assigned  higher 
national  priorities. 

I would  like  to  insert  the  observation  that  once  you  disband  a 
team  of  scientists  of  this  kind,  it  is  enormously  expensive  to  put 
them  back  together  again,  if  you  can  ever  do  it,  as  I am  sure  you 
know. 

In  my  opinion,  there  is  a real  concensus  in  our  society  that  we 
should  not  reverse  or  subvert  our  national  commitment  to  the  people’s 
health.  To  fail  to  heed  that  consensus  could  represent  a tragic  error. 

From  time  to  time,  such  errors  have  been  made  bv  men  in  our 
Government.  Errors,  as  we  know,  are  nonpartisan,  and  the  business 
of  correcting  really  serious  ones  is  nonpartisan  too. 
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Again,  I ayouM  like  to  express  my  appreciation  to  the  committee 
for  the  opportunity  to  present  this  statement,  and  for  your  out- 
standing consideration  in  the  past. 

Thank  you. 

Senator  Boggs.  Thank  you,  for  your  fine  presentation. 

STATEMENT  OF  DR.  CHARLES  D.  COOK,  CHAIRMAN,  JOINT  COUNCIL 
OF  NATIONAL  PEDIATRIC  SOCIETIES,  AND  PROFESSOR  OF 
PEDIATRICS,  YALE  UNIVERSITY  SCHOOL  OF  MEDICINE 

Activities  of  National  Institute  of  Child  Health  and 
Human  Development 

Our  next  witness  is  Dr.  Charles  Cook. 

Doctor,  we  are  glad  to  have  you.  You  have  a statement.  It  is 
not  too  long.  That  is  good.  We  will  put  the  whole  statement  and 
the  appendix  in  the  record. 

Senator  Boggs.  You  may  proceed. 

Dr.  Cook.  Thank  you. 

I am  Dr.  Charles  Cook,  and  chairman  of  the  Joint  Council  of 
National  Pediatric  Societies.  I am  here  to  urge  increased  support 
for  the  activities  of  the  National  Institute  of  Child  Health  and 
Human  Development. 

It  has  had,  and  with  appropriate  funding  should  continue  to 
have,  a most  important  role  in  the  improvement  of  child  health  in 
this  country,  in  the  development  of  programs  for  population  con- 
trol and  in  the  study  of  the  multiple  problems  relating  to  the  aging. 

As  a pediatrician  and  as  a chairman  of  a department  of  pediatrics. 
I would  like  particularly  to  emphasize  needs  in  two  areas  which 
appear  of  great  importance  for  the  future  of  child  health:  research 
and  training. 

You  will  note  that  the  President’s  budget  for  1972  requests  an  in- 
creased appropriation  of  only  $460,000  in  the  child  health  research 
category,  an  amount  which  is  wholly  inadequate  to  cover  rising  costs 
and  even  more  inadequate  to  meet  the  need  for  expanded  research 
concerning  all  aspects  of  child  health  and  illnesses  affecting  infants 
and  children. 

At  present  NICHD  can  only  fund  34  percent  of  approved  research 
grants.  This  makes  NICHD  rank  high  among  the  National  Institutes 
in  respect  to  unfunded  yet  approved  applications. 

Funds  for  the  support  of  new  research  applications,  competing  re- 
search grants,  are  lowered  in  the  President’s  budget  request  for  fiscal 
year  1972,  further  compounding  the  “approved  but  not  funds  avail- 
able” predicament. 

Increased  funding  is  desperately  needed  to  encourage  and  support 
new  research  activity.  Consequently,  I would  urge  that  the  commit- 
tee add  $10  million  to  the  research  budget  of  the  Institute. 

Such  sums  would  not  permit  funding  of  all  approved  research 
grants,  but  would  significantly  assist  in  closing  the  gap. 

As  has  just  been  mentioned  by  the  previous  speaker,  if  such  funds 
are  not  made  available,  new  investigators  will  not  be  supported  and 
teams  of  specialists,  painfully  and  carefully,  organized  and  trained 
over  many  years,  will  have  to  be  curtailed  or  disbanded. 
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The  needs  for  increased  research  concerning  child  health  are  high- 
lighted by  our  relatively  high  perinatal  mortality  rate,  by  the  in- 
creased moribidity  rates  among  the  poor  of  this  country,  by  the  prob- 
lems presented  by  the  children  of  broken  homes,  by  the  malnutrition 
which  affects  certain  segments  of  our  pediatric  population,  by  the 
many  malformed  and  retarded  children  born  each  year,  and  by  many 
other  conditions  which  limit  the  potential  of  our  children. 

Examples  from  our  own  work  in  Connecticut  indicates  the  impor- 
tant potential  of  adequately  supported  research.  Our  institution  has 
recently  initiated  a screening  program  for  the  detection  of  sickle  cell 
anemia  and  the  discovery  of  the  child  who  carries  the  disease. 

This  involves  the  study  of  junior  high  and  high  school  students  in 
New  London,  Conn.,  and  includes  the  use  of  volunteers,  the  educa- 
tion of  students  about  this  disease  and  the  application  of  a newly  de- 
veloped, simplified  method  for  the  detection  of  persons  who  do  not 
have  the  disease  but  who  may  transmit  it  to  their  offspring. 

Finally,  the  program  will  involve  genetic  counseling  for  those  per- 
sons found  to  be  carriers. 

This  program  has  been  initiated  without  any  funding,  and  its  con- 
tinuation, its  appropriate  evaluation  and  its  extension  to  other  com- 
munities will  not  be  possible  unless  research  funds  for  these  types  of 
studies  are  available  from  NICHD. 

Another  example  of  research  initiated  by  our  department  and  a 
number  of  others  around  the  country,  is  a study  of  the  potential  of 
prenatal  diagnosis  of  hereditary  abnormalities. 

These  studies  are  now  possible  because  of  the  very  recent  develop- 
ment of  new  techniques  for  the  diagnosis  in  the  unborn  fetus  of  a wide 
variety  of  hereditary  disorders. 

Genetic  counseling  is  now  possible  before  the  birth  of  malformed  or 
abnormal  infants.  But  many  more  techniques  need  to  be  developed  be- 
fore this  most  important  medical  breakthrough  can  be  fully  and  more 
effectively  applied  to  the  clinical  situation. 

We  have  NICHD  funding  for  such  a study  but  the  work  is  only 
in  its  initial  phase  and  we,  and  many  others,  will  need  continued  and 
expanded  support  if  we  are  to  establish  firmly  the  scientific  basis  for 
sound  clinical  applications. 

There  are  many  areas  that  need  investigation,  developmental  re- 
search to  many  important  aspects  of  applied  research,  such  as  new 
technicians  for  the  delivery  of  health  care  to  children  and  new  tech- 
nicians for  the  care  of  newborn  infants  as  has  already  been  men- 
tioned this  morning. 

To  pass  on  to  the  other  main  areas,  I would  like  to  mention  the  area 
of  training  grants ; obviously  closely  related  to  the  research  needs  are 
the  adequate  support  of  the  in-depth  training  of  our  future  inves- 
tigators. 

The  President’s  budget  requests  essentially  no  increase  for  support 
of  training;  yet  we  know  that  there  is  a very  significant  shortage  of 
physicians  to  fill  teaching  and  research  positions  in  the  existing  medi- 
cal schools. 
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With  the  expansion  of  these  schools  and  the  establishment  of  new 
ones,  the  shortage  will  become  even  more  acute. 

Any  current  savings  in  the  cost  of  training  teachers  can  only  be 
reflected  in  a signiflcant  and  potentially  disastrous  decrease  in  the 
quality  of  medical  education  and  research  in  the  near  future. 

I would  urge  you  to  add  approximately  $2,150  million  to  the  train- 
ing grant  category  for  child  health  training  so  that  training  cannot 
only  be  continued  but  its  funding  be  significantly  expanded  from  the 
$7,844,000  requested  to  $10  million. 

This  would  provide  support  for  the  2-year  training  of  pediatric 
specialists  and  investigators  at  the  rate  of  approximately  55  or  60  per 
3^ear  more  than  at  present. 

Although  this  number  seems  small,  these  trainees  would  become 
the  needed  additional  teachers  of  the  future  generations  of  pediatri- 
cians and  related  paramedical  personnel  and  the  needed  additional 
investigators  who  should  be  able  to  make  the  significant  advances  in 
both  basic  and  applied  research  which  will  lead  to  an  improvement 
in  child  health  in  this  country. 

My  recommendations  are  only  in  connection  with  two  important 
activities  of  the  NICHD.  There  are  obviously  other  important  areas 
of  need  for  additional  funding,  such  as  training  and  research  in  the 
areas  of  population  control  and  aging. 

The  President  has  indicated  awareness  of  the  need  for  improving  the 
health  status  of  children  in  this  country — ^this  cannot  be  achieved  with- 
out additional  support  for  both  research  and  training. 

Such  an  investment  of  additional  funds  for  use  in  both  basic  and 
applied  research  is  a commitment  to  a healthier  future  for  our 
children. 

Thank  you. 

Senator  Boggs.  Thank  you.  Doctor,  for  a very  fine  statement. 

That  supplements  the  previous  testimony  we  had. 

(The  appendix  to  Dr.  Cook’s  statement  follows :) 
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APPENDIX 


1)  The  American  Academy  of  Pediatrics 

A national  organization  of  Board-certified  pediatricians  with 
approximately  10,000  members,  founded  in  1930,  for  the  primary 
purpose  of  improving  the  health  and  welfare  of  children.  The 
Academy  fosters  and  stimulates  interest  in  pediatrics,  and 
correlates  all  aspects  of  work  involved  in  the  care  of  children. 

It  strives  to  maintain  the  highest  possible  standards  for 
pediatric  education  in  medical  schools;  pediatric  care  in  hospitals; 
pediatric  practice;  and  pediatric  research. 

There  are  approximately  30  active  committees  that  develop  standards 
for  pediatric  care  and  child  health  services  which  are  published  and 
made  available  for  distribution  to  all  those  concerned  with  child  health. 
The  Academy  cooperates  on  a formal  basis  with  38  other  organizations 
concerned  with  the  health  of  children.  These  organizations  range 
from  professional  societies  to  welfare,  educational  and  voluntary  private 
groups.  A close  liaison  is  maintained  with  official  Federal  and  State 
health  departments. 


2)  American  Pediatric  Society 

Purpose:  To  bring  together  men  and  women  for  the  advancement 

of  study  of  children  and  their  diseases,  for  the 
prevention  of  illness  and  the  promotion  of  health  in 
childhood,  for  the  promotion  of  pediatric  education 
and  research,  and,  to  honor  those  who,  by  their  contributions 
to  pediatrics,  have  aided  in  its  advancement. 

Membership:  By  election.  Members  are  generally  senior  academicians 

in  pediatrics:  the  age  limit  for  active  members  being 

68  years.  Currently  there  are  approximately  430  active 
members . 


3)  Association  of  Medical  School  Pediatric  Department  Chairmen 

Purpose:  The  purpose  of  this  organization  is  to  foster 

education  and  research  in  the  field  of  child  health 
and  human  development. 

Membership:  The  Chairman  or  Acting  Chairman  or  Academic  Administrative  ' 

Head  of  the  Department  of  Pediatrics  of  each  accredited 
medical  school  of  the  United  States. 
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4)  Association  of  Teachers  of  Maternal  and  Child  Health 

Purpose:  To  advance  graduate  teaching,  research  and  service  in  the  field 

of  maternal  and  child  health. 

Membership:  Full-time  or  part-time  faculty  members  participating  in 

Health  programs  in  accredited  schools  of  public  health  in 
the  United  States.  There  are  approximately  65  active  members. 

5)  Society  for  Pediatric  Research 

Purpose:  To  foster  pediatric  investigation  and  to  provide  an 

opportunity  for  younger  men  to  present  their  work. 

Membership:  By  election.  Membership  is  restricted  to  individuals 

who  are  actively  involved  in  investigation  and  who  are  under 
the  age  of  45  years.  Current  membership  is  approximately 
375  individuals  (active  members). 
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EXECUTIVE  OFFICERS  OF  THE  MEMBER  SOCIETIES 
OF  THE  JOINT  COUNCIL  OF  NATIONAL  PEDIATRIC  SOCIETIES 


1)  American  Academy  of  Pediatrics 

R.  James  McKay,  Jr.,  M.D. 

Medical  Center  Hospital  of  Vermont 
Burlington,  Vermont  05401 
President 

2)  American  Pediatric  Society 

Warren  E.  Wheeler,  M.D. 

University  of  Kentucky  Medical  Center 
Rose  Street 

Lexington,  Kentucky  40506 
President 


Robert  G.  Frazier,  M.D. 
1801  Hinman  Avenue 
Evanston,  Illinois  60204 
Executive  Director 


Charles  D.  Cook,  M.D. 

Yale  University  School  of  Medicine 
333  Cedar  Street 
New  Haven,  Connecticut  06510 
Secretary- Treasurer 


3)  Association  of  Medical  School  Pediatric  Department  Chairmen 


Edward  A.  Mortimer,  Jr.,  M.D. 
2211  Lomas  Boulevard  N.E. 
Albuquerque,  New  Mexico  87106 
President 


William  G.  Thurman,  M.D. 

University  of  Virginia  Medical  School 
Charlotteville , Virginia  22901 
Secretary 


4)  Association  of  Teachers  of  Maternal  and  Child  Health 

Edward  Schlesinger,  M.D. 

University  of  Pittsburgh 

Department  of  Maternal  and  Child  Health 

Pittsburgh,  Pennsylvania 

President 


5)  Society  for  Pediatric  Research 

Mary  Ellen  Avery,  M.D. 
Montreal  Children's  Hospital 
Department  of  Pediatrics 
Montreal,  Quebec,  Canada 
President 


Robert  Greenberg,  M.D. 

Martin  Luther  King  Medical  Center 
12012  Compton  Avenue 
Los  Angeles,  California  90059 
Secretary- Treasurer 
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STATEMENT  OF  DR.  YVETTE  F.  FRANCIS,  DIRECTOR,  SICKLE  CELL 
CLINIC,  JAMAICA  HOSPITAL,  QUEENS,  N.Y.,  ON  BEHALF  OF 
FOUNDATION  FOR  RESEARCH  AND  EDUCATION,  NEW  YORK, 
N.Y. 

Research  in  Sickle  Cell  Anemia:  Inherited  Crippling 
Disease  Affecting  Black  Americans 

Senator  Boggs.  Our  next  witness  is  Dr.  Yvette  Francis,  Foundation 
for  Research  and  Education,  Yew  York. 

Dr.  Francis.  Mr.  Chairman,  I am  Dr.  Yvette  Francis,  director  of 
the  Sickle  Cell  Clinic  at  Jamaica  Hospital  in  Queens,  Y.Y.,  and  sec- 
retary of  the  Foundation  for  Research  and  Education  in  w'hose  behalf 
I would  like  to  speak  this  morning. 

I would  recommend  passage  of  the  bill  to  which  we  are  addressing 
ourselves  today,  if  for  no  other  reason  that  some  of  the  funds  would 
be  channeled  into  the  area  of  research,  education,  treatment,  and  ge- 
netic counseling  in  the  sickle  cell  anemia,  an  inherited,  crippling  dis- 
ease which  affects  over  2 million  black  Americans. 

lYhen  the  President  delivered  his  state  of  the  Union  message 
last  January  he  indicated  his  intention  to  ask  Congress  to  allocate 
$5  million  in  fiscal  1972  to  be  used  toward  reseach  in  sickle  cell  disease. 

He  might  not  have  realized  it  at  the  time,  but  when  he  made  that 
request,  he  was  acknowledging  for  the  first  time  any  substantial  rec- 
ognition by  our.  Government  of  this  disease  which  affects  a greater 
percentage  of  the  American  population  than  any  other  genetic  disease 
we  know  of. 

I would  like  to  ask  this  committee  and  the  Congress  to  act  on  the 
President’s  request. 

From  the  amount  that  is  known  about  sickle  cell  disease,  you  would 
think  it  is  an  obscure,  rare  illness.  But  in  this  country,  approximately 
1 of  10  black  people,  more  than  2 million  people  are  affected  by  this 
disease. 

Even  they  do  not  know  very  much  about  it.  A recent  study  shows 
only  3 of  10  have  ever  heard  about  it.  They  don’t  know  it  is  a disease 
of  the  blood. 

It  is  a hereditary  disease.  It  is  not  contagious.  It  runs  in  families. 
It  is  passed  on  from  parent  to  child. 

Our  foundation  feels  the  time  is  right  now  for  a comprehensive 
attack  on  the  disease  and  that  this  should  take  three  forms. 

It  should  take  the  form  of  research,  particularly  clinical  research. 
In  basic  science  we  already  know  quite  a bit  about  this  and  how  it  is 
passed  on,  inherited,  and  in  some  respects,  what  can  be  done  about  it. 

But  when  it  comes  to  clinical  research,  which  states  how  we  can 
help  people  with  this  disease,  vthat  medicine  should  they  get,  what 
should  their  lifestyle  be,  this  is  the  type  of  information  which  needs 
a great  deal  of  elucidation. 

Much  needs  to  be  done  in  education,  as  a second  arm  of  the  attacks, 
particularly  in  screening  for  the  people  who  are  affected. 

For  instance,  if  the  mating  of  the  carriers  of  this  illness  could  be  pre- 
vented, the  incidence  of  the  severe  form  could  be  reduced 
tremendously. 

It  is  a severe  form  which  is  a crippling  disease,  in  which  people  have 
periodic  severe  attacks  and  which  their  lifespan  is  shortened. 
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Finally,  much  needs  to  be  done  in  direct  patient  care.  By  this,  I mean 
comprehensive  care,  not  the  type  of  care  where  once  they  feel  pain,  they 
run  into  the  emergency  room  and  get  a little  treatment,  but  after  that, 
they  are  sort  of  lost  in  the  woods,  as  has  been  said  about  other  illnesses. 

These  people  need  to  be  followed  from  infancy.  There  are  more  chil- 
dren with  sickle  cell  disease  than  with  cerebral  palsy,  more  than  all  the 
other  genetic  disease  combined. 

Yet,  I would  like  to  come  to  finances  now  a little  bit. 

In  a recent  study  in  the  American  Medical  Association,  it  was  a com- 
parison that  was  made  between  the  amount  of  money  available  for 
other  illnesses  and  sickle  cell  diseases  and  just  to  use  one  illustration, 
cystic  fibrosis,  which  is  an  important  genetic  disease,  which  is  the  second 
most  common  sickle  cell  disease,  and  the  amount  of  money  available 
for  the  program  in  this  disease  last  year  was  $13  million. 

For  sickle  cell  disease,  the  amount  of  money  available  last  year  was 
$50,000,  of  which  approximately  $30,000  was  contributed  by  our 
foundation. 

Yet,  we  have  the  support  of  our  community.  Our  community  is  such, 
however,  that  they  are  not  large,  private  fundings,  and  therefore,  they 
must  look  to  the  Federal  Government. 

We  have  the  support  of  the  New  York  City  Department  of  Health 
and  yet  they  tell  us  they  do  not  have  enough  money  to  give  to  sickle  cell 
disease. 

We  have  the  support  of  New  York  State,  which  has  passed  a law 
stating  that  this  disease  should  have  programs  and  yet  they  have  not 
enough  funding  for  this. 

They  did  give  us  a small  pilot  program  funding  for  testing,  which 
screened  approximately  '7,000  schoolchildren  in  New  York  State. 

So  that  even  these  agencies  are  not  able  to  do  it.  They  tell  us  the  Fed- 
eral Government  must  support  it  in  the  amount  necessary. 

Even  the  National  Institutes  of  Health  this  year  funded  $400,000 
worth  of  programs.  None  of  these  came  to  New  York  City,  because  they 
felt  that  the  amount  needed  for  New  York  City  was  much  greater  than 
their  funding  would  permit. 

We  would  like  to  ask,  therefore,  three  specific  things  of  the 
committee : 

We  would  first  like  to  ask  $20  million  for  the  genetic  task  force.  This 
program  was  established  by  this  committee  in  fiscal  year  1971  and  we 
feel  that  this  is  a modest  amount  for  all  genetic  diseases. 

We  would  like  to  see  it  continue. 

We  would  like  to  ask  further  that  sickle  cell  diseases  be  specifically 
acknowledged  in  the  bill. 

And,  finally,  a modest  amount  to  start  this  year,  fiscal  1972,  of  $6 
million  which  would  be  appropriated  specifically  for  sickle  cell 
diseases. 

Some  of  you  no  doubt  are  unfamiliar  with  sickle  cell  disease,  and 
rightly  so,  because  so  little  information,  so  fittle  education,  so  little 
treatment,  and  so  little  research  has  been  available  on  this  disease  that 
even  the  very  people  who  are  affected  by  it  most,  know  nothing  about  it. 

A survey  among  black  people  in  Biclimond,  Va.,  in  1968  revealed  that 
only  about  three  out  of  10  ever  heard  of  sickle  cell  disease.  Yet,  one 
out  of  10  is  a carrier  and  one  out  of  400  has  a serious  case  of  this 
anemia. 
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This  disease  of  the  blood  is  not  contagious.  It  is  hereditary. 

It  is  said  to  have  originated  in  Africa  and  has  been  handed  down 
through  generations  in  a simple  Mendelian  fashion.  It  was  first 
reported  to  the  medical  profession  in  America  in  1910  but  nothing 
much  happened  after  that  except  a few  isolated  attempts  at  research 
and  treatment  which  without  funds  were  necessarily  limited. 

There  is  still  no  cure  for  it,  and  not  even  an  acceptable  proven  treat- 
ment, though  a number  of  scientists,  biologists,  and  physicians  are  now 
interested  and  working  at  it. 

There  are  many  encouraging  discoveries  in  clinical  and  basic  research 
that  need  further  exploration  and  testing.  The  first  practical  test  for 
identifying  on  a massive  scale  those  with  homozygous  or  carrier  states 
of  the  disease  had  existed  for  1 year. 

In  that  time  comprehenive  diagnostic  and  screening  programs  have 
been  established  in  several  areas. 

In  New  York,  for  example,  approximately  7,000  people  have  been 
tested  revealing  cases  of  the  disease  in  10  percent  of  the  black  popula- 
tion and  a surprisingly  high  incidence  in  the  Spanish-speaking  popu- 
lation of  the  city. 

Testing  has  been  carried  on,  with  a very  limited  budget,  through 
schools,  commimity  centers,  hospital  clinics,  and  mobile  units  brought 
to  street  fairs  and  other  large  gatherings  of  those  possibly  affected. 

The  advantages  of  a massive  screening  and  diagnostic  drive  are  to 
recognize  the  disease  in  the  homozygous  person  early  enough  to  start 
prophylatic  treatment,  and  to  identify  carriers  of  the  disease,  who  may 
suffer  from  a milder  form  of  the  disease  and  be  subject  to  unforeseeable 
acute,  sometimes  fatal  attacks. 

Early  recognition  of  carriers  of  the  gene  can  also  provide  a basis 
for  genetic  counseling. 

Many  couples,  faced  with  the  prospect  of  having  a child  who  may 
spend  his  shortened  life  with  chronic  pain  and  acute  crisis,  choose  not 
to  have  children  or  to  adopt  them. 

Screening  programs  have  proved  worthwhile  where  they  exist  and 
such  advantages  must  be  extended  to  many  more  people.  I^iere  there 
are  doctors  knowledgeable  about  the  disease,  crises  can  be  alleviated, 
sometimes  prevented,  by  transfusion,  medication,  or  surgery. 

The  press  has  recently  given  attention  to  urea  infusions  to  control 
crises ; this  treatment  has  been  valuable  in  some  cases  but  much  more 
work  is  needed  in  this  and  every  area  of  therapy  before  meaningful 
control  of  sickle  cell  anemia  is  likely. 

Some  researchers  are  exploring  the  value  of  cyanate  in  treatment ; 
other  workers  are  developing  methods  of  prenatal  diagnosis,  an  ex- 
tremely difficult  task  since  the  blood  of  a tiny  fetus  is  required  for 
testing. 

Still  others  are  trving  to  develop  tests  for  distinguishing  the 
homozygote  for  the  disease  from  the  heterozygote  at  an  earlier  stage 
of  life  than  is  now  possible — at  about  12  months — and  developing 
appropriate  preventative  treatment. 

All  these  investifirations  are  of  great  value  to  the  understanding, 
early  correct  identification,  treatment,  and  eventual  control  of  a crip- 
plinjr,  killing  disease. 

The  facilities,  laboratories,  education,  physicians,  and  other  health 
personnel  to  extend  these  efforts  must  be  funded. 
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The  $6  million  promised  by  President  Nixon  can  be  wisely  expended 
in  research,  screening  programs,  and  treatment.  These  funds  should 
be  approved  by  this  Congress  and  then  released  in  full  to  the  institutes 
of  the  NIH  specially  earmarked  for  sickle  cell  anemia. 

The  example  of  1971  cannot  be  followed  in  this  respect : $1.5  million 
was  allocated  for  sickle  cell  anemia ; so  far,  2 weeks  before  the  end  of 
the  fiscal  year,  only  $400,000  has  been  released  for  dispersal  by  the 
National  Heart  and  Lung  Institute. 

Another  program  important  to  the  eventual  elimination  of  sickle 
cell  anemia,  cystic  fibrosis  and  all  other  inherited  diseases,  is  the 
genetics  task  force,  which  this  committee  wisely  established  within  the 
NIH  and  funded  at  $10  million  in  fiscal  year  1971. 

To  insure  the  continuance  of  the  excellent  progress  made  by  investi- 
gators funded  this  year  and  to  support  additional  meritorious  requests, 
the  genetics  task  force  should  be  funded  at  $20  million  in  fiscal  year 
1972. 

Thank  you  for  your  consideration  of  this  proposal  and  your  atten- 
tion to  a very  long-neglected  area  of  health  in  America. 

Senator  Boggs.  Thank  you  very  much  for  your  very  fine  statement. 

I know  the  committee  will  give  every  consideration  to  your  recom- 
mendation. 

SUBCOMMITTEE  RECESS 

The  committee  will  recess  until  10  a.m.  tomorrow,  when  we  will 
resume  the  hearings  on  the  Labor-HEW  bill  with  public  witnesses. 

I thank  you  all  very  much. 

(Wliereupon,  at  12:25  p.m.,  Wednesday,  July  7,  the  hearing  was 
recessed,  to  reconvene  at  10  a.m.,  Thursday,  July  8.) 


DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


THURSDAY,  JULY  8,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

W ashington^  D.C. 

The  subcommittee  met  at  10  a.m.  in  room  1114,  New  Senate  Office 
Building,  Hon.  Clifford  P.  Case,  presiding. 

Present : Senators  Case  and  Fong. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND 
WELFARE 

Nondepartmental  Witnesses 

SUBCOMMTTEE  PROCEDURE 

Senator  Case.  The  hearing  will  come  to  order. 

We  are  happy,  indeed,  to  have  our  colleague  from  Ohio  introduce 
the  first  witness.  I might  say  that  we  have  quite  a number  of  witnesses 
and,  subject  to  the  change  and  with  a degree  of  flexibility  that  will 
permit  proper  attention  to  particulars  as  they  may  arise,  I am  going 
to  suggest  that  we  allow  10  minutes  to  each  witness  as  a goal. 

Since  there  are  so  many  statements,  I would  suggest  that  the  state- 
ments might  be  put  in  the  record  and  then  summarized,  as  you  desire. 

We  are  very  glad  to  welcome  you.  Senator  Taft. 

STATEMENT  OF  HON.  ROBERT  TAFT,  JR.,  U.S.  SENATOR  FROM  OHIO 

INTRODUCTION  OF  WITNESSES 

Senator  Taft.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Chairman,  it  is  my  pleasure  this  morning  to  present  to  the  sub- 
committee a very  distinguished  constituent  of  the  medical  profession. 
Dr.  Sylvan  L.  Weinberg.  Dr.  Weinberg  is  head  of  the  coronary  hear- 
ing units  at  Good  Samaritan  Hospital  in  Dayton,  Ohio.  He  is  also 
chairman  of  the  Government  Relations  Committee  of  the  American 
College  of  Cardiology.  With  him  is  another  distinguished  physician, 
Avho  is  not  one  of  my  constituents,  but  whom  it  is  an  honor  to  intro- 
duce, Dr.  Forrest  Adams,  the  chairman  of  the  Department  of  Pedi- 
atric Cardiology  at  UCLA,  currently  president  of  the  American  Col- 
lege of  Cardiology,  and  who  is  a pediatrician. 
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I am  glad  to  be  here  today  to  present  these  distinguished  witnesses 
and  put  their  views  to  the  committee. 

Senator  Case.  Thank  you  very  much,  Senator.  We  are  happy,  indeed, 
to  welcome  these  two  gentlemen. 

STATEMENT  OF  DR.  FORREST  H.  ADAMS,  PRESIDENT,  AMERICAN 
COLLEGE  OF  CARDIOLOGY 

ACCOMPANIED  BY  SYLVAN  L.  WEINBERG,  CHAIRMAN,  GOVERN- 
MENT RELATIONS  COMMITTEE 

HEALTH  APPROPRIATIONS 

Dr.  Adams.  Thank  you  very  much  for  allowing  us  the  privilege 
of  appearing  before  this  subcommittee.  I am  Dr.  Forrest  H.  Adams, 
president  of  the  American  College  of  Cardiology.  With  me  is  Dr. 
Weinberg,  chairman  of  our  organization’s  Government  Relations 
Committee. 

We  appreciate  this  opportunity  to  present  the  views  of  the  Amer- 
ican College  of  Cardiology  concerning  health  appropriation  recom- 
mendations for  fiscal  year  1972.  Our  comments  today  will  be  limited 
to  appropriations  for  the  National  Heart  and  Lung  Institute,  the  re- 
gional medical  programs,  and  the  National  Library  of  Medicine. 

First,  I would  like  to  take  this  opportunity  on  behalf  of  the  mem- 
bership of  the  American  College  of  Cardiology  and  the  entire  cardio- 
vascular community  to  express  our  gratitude  to  you  and  to  the  mem- 
bers of  your  committee  for  the  decisions  and  actions  that  you  took 
last  year  in  providing  the  necessary  appropriations  for  the  activities 
of  the  National  Heart  and  Lung  Institute — ^$194  million  was  obligated 
by  NHLI  for  training,  research,  and  treatment  in  the  cardiovascular 
and  pulmonary  fields. 

NATIONAL  HEART  AND  LUNG  INSTITUTE 

We  understand  that  the  administration  has  recommended  a budget 
of  $194.4  million  for  the  NHLI  for  fiscal  year  1972.  We  approve  of  all 
that  is  contained  in  the  current  recommendations  for  fiscal  year  1972, 
but  also  recommend  an  additional  $31.7  million  be  added  to  the  budg- 
et for  the  following  purposes : 

Recommendation  No.  1. — Faculty  mpport  for  training  programs  in 
cardiovascular  disease 

The  $4  million  in  training  grant  funds  which  the  Department  of 
HEW  has  proposed  be  transferred  from  the  NHLI  budget  '^o  the 
Bureau  of  Health  Professions,  Education  and  Manpower  Training 
should  be  retained  in  the  NHLI  fiscal  year  1972  budget  and  these 
grants  administered  by  NHLI  as  they  have  been  in  the  past.  NIH 
is  presently  making  a study  of  the  entire  training  grant  program  and 
this  report  is  due  to  be  completed  sometime  this  fall.  It  might  prove 
wasteful  of  previous  expenditures  to  transfer  to  the  Manpower  Bureau 
these  training  grant  funds  before  the  NIH  study  is  complete  and  all 
have  had  an  opportunity  to  study  its  recommendations. 

We  are  also  veiy  concerned  about  the  $700,000  cut  in  NHLI  fel- 
lowship training  grant  funds  which  the  Department  of  HEW  has 
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recommended  for  fiscal  year  1972.  We  would  hope  that  your  com- 
mittee would  agree  with  us  and  would  vote  to  restore  these  funds 
in  the  1972  budget.  As  Senator  Magnuson  has  indicated  in  his  very 
perceptive  letter  of  May  12,  1971,  to  Senator  Edward  Kennedy,  “Any 
delay  now  to  strengthen  any  segment  to  the  health  community  will 
only  result  in  crash  programs  in  the  future  that  will  prove  to  be. 
more  costly  and  at  the  sacrifice  of  improved  health  care  in  the  in- 
terim.” 

Recommendation  No.  2. — $6  milliem  for  prevention  of  heart  attacks 
hy  lowering  high  Mood  fats 

Six  million  dollars  is  needed  for  a study  concerning  prevention  of 
lieart  attacks  in  patients  with  high  blood  fats.  As  you  know,  cholesterol 
is  one  of  the  blood  fats  popularly  known  to  be  related  to  heart  disease. 

Senator  Case.  What  is  blood  fat  ? Is  that  what  is  popularly  known 
as  cholesterol? 

Dr.  Adams.  I think  that  would  be  an  appropriate  word,  certainly 
in  the  newspapers  and  in  the  press. 

Such  a study  of  5,000  persons  with  selected  abnormalities  of  fat 
metabolism  and  consequently  an  increased  risk  of  a first  heart  attack 
should  be  carried  out.  They  should  be  treated  with  diet  and  drugs  to 
determine  how  much  their  risk  of  heart  attack  may  be  reduced.  While 
the  relationship  of  these  various  fats  to  atherosclerotic  heart  disease 
is  known,  it  has  not  been  established  that  lowering  the  blood  fats  will 
reduce  the  incidence  or  severity.  It  is,  therefore,  essential  that  an  ade- 
quate study  be  carried  out  to  determine  the  actual  effect  of  lowering 
the  blood  fats. 

Recommendation  No.  3. — $2  million  for  the  prevention  of  heart  disease 
hy  loicering  high  Mood  p^^essure 

Two  million  dollars  is  needed  for  a well-controlled  study  of  the 
prevention  of  heart  disease  in  patients  with  high  blood  pressure. 
Twenty-one  million  people  in  the  United  States  have  liigh  blood  pres- 
sure which  makes  them  susceptible  to  acute  heart  attacks.  An  extensive 
number  of  patients  in  the  general  population  who  have  mild  to  mod- 
erate hypertension  must  be  studied  in  order  to  determine  the  most 
effective  ways  of  controlling  their  blood  j)ressure.  This  study  would 
include  males,  females,  young  populations  as  well  as  older  groups, 
blacks  as  well  as  whites.  The  funding  would  support  the  first  year 
of  a 5 -year  study. 

Recommendation  No.  Jp. — $10  million  for  the  development  and  evalu- 
ation of  neiD  surgical  technics  for  heart  disease 

Enormous  smns  of  money  are  presently  being  spent  throughout  the 
Kation  on  the  new  coronary  bypass  surgical  technic.  While  this  pro- 
cedure appears  to  hold  promise  of  being  of  real  benefit  to  many  pa- 
tients, it  is  still  too  early  to  know  for  certain  that  this  is  so.  The  nature 
of  this  procedure  is  such  that  careful  laboratory  and  clinical  evalua- 
tion is  essential.  Five  million  dollars  is  needed  to  support  these  studies. 
We  would  strongly  urge  that  an  additional  $5  million  be  earmarked 
for  the  further  development  of  the  artificial  heart.  There  are  new  blood 
pumps,  energy  systems,  and  control  systems  which  are  currently  avail- 
able and  which  are  awaiting  testing  and  evaluation. 
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Recommendation  No.  5. — $7  million  for  the  Develofment  of  Regional 
C ardiovascular  Centers  for  Treatment  and  Research 

As  Senator  Magnuson  has  stated  on  several  occasions,  biomedical  re- 
search is  the  handmaiden  of  better  health  care ; $7  million  is  needed  for 
10  to  15  additional  specialized  centers  of  research  to  study  problems 
in  arteriosclerosis,  hypertension,  thrombosis,  and  pulmonary  disease. 
This  would  complete  a national  network  of  centers,  30  of  which  were 
established  during  fiscal  year  1971.  I should  point  out  that  we  are 
not  asking  for  bricks  and  mortar  money.  This  program  and  staff 
moneys  we  are  requesting. 

Recommendation  No.  6. — $2  million  for  the  Development  of  Rehabil- 
ittation  Programs  for  Patients  loith  Heart  Disease 

There  is  $2  million  needed  for  a study  of  the  psychological  and  emo- 
tional impact  on  patients  who  have  suffered  heart  attack  and  what 
must  be  done  to  modify  their  attitudes  and  habits  in  order  to  prevent 
a second  attack.  This  study  would  explore  systematically  what  is  bene- 
ficial in  a rehabilitation  program  that  permits  restoration  of  full  men- 
tal and  physical  activity  for  both  occupation  and  recreation.  It  would 
also  define  the  place  of  increased  habitual  physical  activity  in  prolong- 
ing life  as  well  as  enhancing  its  quality  and  productivity. 

REGIONAL  MEDICAL  PROGRAMS 

I would  like  to  call  to  your  attention  the  excellent  work  which  the 
Intersociety  Commission  for  Heart  Disease  Kesources  is  doing.  This 
commission  is  supported  by  IIMP  Federal  dollars,  dollars  which  this 
subcommittee  wisely  provided  to  EMP. 

The  commission  has  been  holding  frequent,  regular  meetings  to 
analyze  and  define  systematically  those  characteristics  of  the  medical 
environment  that  are  necessary  to  provide  high  quality  cardiovascular 
medicine.  This  major  effort  in  defining  high  quality  medical  care  for 
the  entire  Nation  represents  one  of  the  first  times  that  a group  of  more 
than  100  of  the  country’s  most  distinguished  practitioners  of  cardio- 
vascular medicine,  representing  29  of  the  country’s  leading  medical 
organizations,  have  come  together  for  such  a purpose.  I am  appending 
to  this  statement  a copy  of  the  task  force  reports  which  have  appeared 
to  date.  We  would  urge  that  the  important  work  of  the  ICHD  be  con- 
tinued through  the  EMP. 

NATIONAL  LIBRARY  OF  MEDICINE 

Permit  me  to  enter  an  urgent  plea  for  increased  fiscal  year  1972 
appropriations  for  the  National  Library  of  Medicine.  The  record  shows 
that  this  Federal  agency  has  not  had  a measurable  increase  in  appropri- 
ations since  1968. 
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This  home  for  the  medical  literature — the  largest  of  its  type  in  the 
world  and  headed  by  a very  capable  administrator.  Dr.  Martin  Cum- 
mings— is  a vital  link  making  research  results  readily  available  to  the 
medical  practitioner  and  to  other  researchers.  We  urge  that  $2  to  $4 
million  be  added  to  the  fiscal  year  1972  budget  of  the  Library.  This 
would  permit  the  Library  to  fund  several  needed  projects  which  are 
now  “shelved”  for  lack  of  funds. 

We  thank  you  for  giving  us  this  opportunity  to  appear  before  you, 
and  we  will  be  glad  to  attempt  to  answer  any  questions  which  you  may 
have  concerning  our  statement. 

Senator  Case.  Doctor,  I know  Senator  Magnuson  will  appreciate 
your  generous  references  to  him  and  I tliink  it  was  a very  tactful  thing 
for  you  to  do.  Doctor,  do  you  have  anything  you  would  like  to  add? 

Dr.  Weinbeeg.  Only  to  emphasize  with  regard  to  the  question  you 
asked  on  cholesterol.  There  are  many  things  costing  the  Government  a 
great  deal  of  money  based  on  concepts  of  treatment  that  are  not  thor- 
oughly validated  through  authentic  research.  The  request  made  par- 
ticularly on  these  items  regarding  study  of  blood  fats  and  role  of  high 
blood  pressure  and  the  evaluation  of  the  coronary  bypass  technique 
are  extremely  important  in  defining  how  the  American  health  dollar 
should  be  spent. 

Senator  Case.  You  mean  people  who  doctor  themselves  are  over- 
charged by  incompetent  physicians? 

Dr.  Weinberg.  No,  I mean,  as  Dr.  Adams  indicated,  it  is  not  en- 
tirely known  how  valuable  it  is  to  lower  cholesterol  in  preventing  heart 
disease  and  other  blood  fats.  If  a study  could  define  efficacy  of  this 
approach,  it  would  be  important  guides  to  how  the  doctor  should  carry 
it  out. 

Senator  Case.  I think  that  is  true.  Thank  you  very  much. 

LETTER  FROM  AMERICAN  PUBLIC  HEALTH  ASSOCIATION  I 
HEALTH  EXPENDITURES 

Senator  Case.  I have  here  a letter  from  the  American  Public  Health 
Association,  Jmnes  R.  Kimmey,  M.D.,  executive  director,  urging  spe- 
cific increases  in  funds  for  several  health  programs.  The  letter  will  be 
included  in  the  record  at  this  point. 

(The  letter  follows:) 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION 

1015  Eighteenth  Street,  N.W.,  Washington,  D.C.  20036 


The  Honorable  Warren  G.  Magnuson 
Chairmaji,  Subcominittee  on  the  Departments  of 
Labor -HEW 

Committee  on  Appropriations 
U.  S.  Senate 
Washington,  D.C. 

Dear  Mr.  Chairman: 

I am  writing  on  behalf  of  the  American  Public  Health  Association. 

Our  Association,  with  its  52  affiliated  State  organizations,  comprises 
a membership  of  52,000  health  workers  in  some  30  disciplines  whose  daily- 
efforts  are  devoted  to  improving  the  health  status  of  Americans. 

Since  i960  the  level  of  health  expenditures  in  this  country  has 
increased  significantly.  In  i960  health  expenditures  totalled  $26.^1 
billion  as  compared  to  $67.2  billion  in  1970.  As  a proportion  of  the 
Gross  National  Product,  health  expenditures  increased  from  5.3  percent 
in  i960  to  7.0  percent  in  1970.  It  is  unfortunate  however,  that  there  has 
been  no  comparable  increase  for  public  health  and  preventive  services. 

Although  some  of  the  increase  in  our  heedth  investment  is  accounted 
for  by  inflation,  more  is  accovinted  for  by  addition  of  trea-tment  programs. 
Despite  this  increase,  we  are  confronted  with  what  has  been  described  as  a 
"health  crisis"  by  President  Nixon  and  key  health  personnel  in  the  Department 
of  Health,  Education  and  Welfare. 

A substantial  part  of  the  "crisis",  as  our  Association  views  the 
problem,  is  the  emphasis  on  public  and  private  health  insurance  programs 
for  the  treatment  of  illness  rather  than  its  prevention  and  the  failure 
of  the  Department  of  Health,  Education,  and  Welfare  to  request  adequate 
funding  for  public  health  programs. 

While  supporting  full  funding  of  health  programs  I wish  to  specifically 
mention  five  areas  of  special  interest  and  concern  to  our  Association: 

Communicable  Disease  Control 


Despite  the  fact  that  immunization  levels  of  school  children  have 
declined  in  recent  yeaxs , the  Department  of  HEW  has  requested  no  funds 
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for  1972  to  ijnplement  the  Communicable  Disease  Control  Amendments.  That 
legislation  authorizes  $90  million  to  be  appropriated  in  1972  for  combatting 
tuberculosis,  venereal  diseases,  polio,  rubella,  measles,  diphtheria  and 
other  communicable  diseases.  Venereal  diseases  are  at  record  level,  according 
to  the  Center  for  Disease  Control.  Our  progress  in  controlling  tuberculosis 
will  be  curtailed  if  not  reversed  as  Federal  funding  is  eliminated.  Only 
one-half  of  poor  children  are  adequately  immunized  as  they  enter  school,  and 
this  low  level  of  protection  positively  invites  epidemic  outbreaks. 

As  I understand  it,  the  1972  budget  includes  approximately  $6  million  in 
project  grants  for  combatting  venereal  diseases  and  $13  million  for  rubella 
vaccinations  under  the  authority  of  section  31^  (e)  of  the  Public  Health 
Service  Act.  I believe  another  $10  million  will  be  proposed  in  a separate 
transmittal.  The  primary  purpose  of  section  31^  (e)  is  to  meet  "for  an 
initial  period"  new  programs  of  health  services.  Our  Association  reconmends 
that  funding  for  communicable  disease  control  be  provided  on  a permanent 
basis  and  urges  that  section  317  of  the  PHS  Act  be  used  for  this  continuing 
need  and  program  rather  than  section  31^  (e).  We  believe  that  at  least 
$70  million  of  the  $90  million  that  is  authorized  should  be  appropriated.  Such 
an  investment  would  be  repaid  manyfold  in  terms  of  the  illness  and  disability 
that  would  be  prevented. 

Partnership  for  Health 

The  primary  source  of  Federal  support  for  public  health  activities  are 
the  formula  grants  and  project  grants  that  are  authorized  by  section  31^+  of 
the  Public  Heeilth  Service  Act.  Although  the  combined  authorizations  total 
only  $270  million  for  1972,  the  Department  of  Health,  Education,  and  Welfare 
has  requested  only  $195.7  million.  The  expenditure  of  $270  million  in  Federal 
funds  for  public  health  activities  would  represent  a modest  investment  in 
the  prevention  of  illness.  State  and  local  health  departments  are  confronted 
by  increasing  health  problems  and  dwindling  health  budgets  as  states  and  cities 
are  forced  to  pare  expenditures.  Provision  of  adequate  state  and  local  public 
health  services  is  of  paramount  importance  to  the  national  interest. 

Maternal  and  child  health 


Our  Association  has  received  reports  from  several  states  to  the  effect 
that  1971  funds  under  the  maternal  and  child  health  and  crippled  children’s 
program  were  exhausted  several  months  ago.  When  this  happens  some  children 
are  denied  care  and  for  others  care  becomes  discontinuous  and  disconnected 
so  that  the  full  benefit  of  earlier  care  is  jeopardized.  The  relatively  minor 
increase  that  is  proposed  for  these  grants  in  the  1972  budget  will  merely  meet 
expected  cost  of  salary  increases.  No  program  increases  will  be  possible  and 
project  directors  will  again  be  faced  with  difficult  decisions  as  to  which 
needy  children  should  be  denied  service.  Our  Association  urges  that  the  full 
authorization  of  $32U  million  be  appropriated  for  Title  V activities. 

Lead-based  paint  control 


Earlier  this  year  the  Congress  approved  P.  L.  91-695  that  authorizes 
the  appropriation  of  funds  to  combat  lead-based  poisoning  of  children.  For 
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1972,  a total  of  $20  million  is  authorized  to  be  appropriated.  The  1972 
budget  proposes  no  funds  to  implement  this  important  legislation  despite 
the  fact  that  lead-based  paint  poisoning  affects  U00,000  children  each 
year  and  causes  200  deaths.  In  ad.dition,  many  children  afflicted  with  this 
poisoning  become  mentally  retarded,  and  this  may  assure  their  being  continuing 
public  charges.  Our  Association  urges  that  $20  million  be  appropriated  to 
carry  out  P.  L.  91-695* 

Public  health  training 

Essential  to  the  conduct  of  public  health  programs  at  the  Federal,  State, 
and  local  levels  is  an  adequate  supply  of  qualified  public  health  personnel. 

The  shortage  of  trained  personnel  for  1970  was  6,000  according  to  the  Department 
of  HEW.  By  1975,  the  comparable  figure  will  be  9,000.  As  a result,  our 
Association  urges  that  the  three  authorities  for  public  health  training  (sections 
306,  309(a),  and  309  (c)  of  the  PHS  Act)  be  fully  funded.  Thus,  we  recommend 
that  $1+3  million  be  appropriated  for  public  health  training  in  1972  instead 
of  the  $17,971  million  that  is  requested. 

May  I respectfully  request  that  this  letter  be  included  as  a part  of  the 
printed  record  of  hearings. 
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STATEMENT  OF  DR.  ROBERT  GIBSON,  PRESIDENT,  AMERICAN  ASSO- 
CIATION OF  PRIVATE  PSYCHIATRIC  HOSPITALS,  ON  BEHALF 
OF  THE  NATIONAL  COALITION  FOR  MENTAL  HEALTH  MAN- 
POWER 

MENTAL  HEALTH  MANPOWER 

Senator  Case.  The  next  witness  is  Dr.  Robert  Gibson. 

Doctor,  will  you  identify  yourself  for  the  record  and  proceeed. 

Dr.  Gibson.  I am  Dr.  Robert  Gibson,  president  of  the  National 
Association  of  Private  Psychiatric  Hospitals  and  I am  acting  as 
spokesman  for  the  National  Coalition  for  Mental  Health  Manpower. 

The  National  Coalition  for  Mental  Health  Manpower  was  organized 
to  express  the  concern  that  service  programs  for  the  mentally  ill  may 
be  irreparably  damaged  if  support  for  the  training  of  professional 
manpower,  already  in  short  supply,  is  reduced. 

The  testimony  that  I am  presenting  at  this  time  in  behalf  of  the 
coalition  is  limited  to  an  overview^  of  the  mental  health  manpower 
situation. 

Appended  to  this  testimony  are  detailed  statements  relating  to 
each  of  the  manpower  components — psychiatry,  psychology,  social 
work,  and  nursing  and  other  germane  statements — which  we  respect- 
fully request  be  made  an  official  part  of  the  statement. 

Senator  Case.  That  will  be  done. 

(The  statements  follow :) 
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MANPOWER  CUTS  WILL  UNDERT-IINE 
NATIONAL  MENTAL  HEALTH  PROGRAI-IS 


The  National  Coalition  on  Mental  Health  Manpower  addresses 
itself  to  the  vital  issue  of  mental  health  manpower  training  funds 
v;hich  are  being  diminished  in  psychiatry,  social  work,  and  nursing 
in  the  proposed  FY  1972  budget  submitted  to  Congress. 

Phase  outs  and  cuts  in  psychology  fellowship  and  traineeship 
programs  in  support  areas  other  than  NII'IH  require  offsetting  in- 
creases in  NIMH  training  support.  Furthermore,  the  Coalition  sup- 
ports the  highest  possible  level  of  funding  for  programs  for  the 
mentally  retarded;  both  those  directly  authorized  and  intended  for 
the  retarded  and  those  within  a larger  framework. 

The  training  support  cuts  in  psychiatry,  social  work,  and 
nursing  constitute  a major  threat  to  the  delivery  of  services  for 
the  mentally  and  emotionally  ill  of  our  nation,  and  come  at  a time 
when  President  Richard  Nixon  has  affirmed  the  need  to  expand  health 
manpower  training. 

During  this  period  in  time,  augmented  programs  in  alcoholism, 
drug  abuse,  and  childhood  and  adolescence,  desired  by  the  Congress, 
must  all  be  implemented.  Congress  has  also  expressed  its  intent 
to  emphasize  the  treatment  of  mental  and  emotional  illness  among 
the  poor  through  the  community  mental  health  centers  program,  since 
this  group  suffers  an  unusually  high  incidence  of  mental  illness. 

The  stated  goal  of  the  Congress  was  the  establishment  and  op- 
eration of  2,000  mental  health  centers  by  1980,  one  for  every 
200,000  of  population.  The  emphasis  was  clearly  oriented  toward 
the  prevention  of  mental  illness.  Now,  seven  and  one-half  years 
later,  there  are  only  292  Federally-funded  centers  in  operation, 
and  148  which  have  received  grants  but,  clearly,  more  needs  to  be 
done  to  accelerate  the  development  of  this  program.  Appropriately 
trained  psychiatric  and  other  mental  health  personnel  are  essential 
to  staff  these  operations. 

As  a consequence  of  cut-backs  in  mental  health  training  pro- 
grams, there  will  be  fewer  mental  health  professionals  engaged  in 
planning,  treating,  or  training  in  mental  health  centers.  There 
will  need  to  be  a cut-back  on  the  staffs  of  treatment  institutions, 
community  services,  medical  shcools  and  other  psychiatric  training 
programs.  This  comes  at  a time  when  the  demand  for  such  services 
is  increasing.  Mental  health  services  will  be  denied  an  increasing 
number  of  individuals  on  the  verge  of  psychosis,  suffering  from 
drug  abuse,  alcoholism,  or  other  incapacitating  disorders.  The 
availability  of  treatment  always  has  offered  individuals  at  least  a 
hope  to  resolve  their  conflicts  and  ease  their  distress.  The  cut- 
backs v;ill  mean  that  this  hope  v;ill  be  denied  to  many,  and  that  the 
mental  health  programs  in  our  country  v/ill  suffer  a severe  set-back. 
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Recommended  NIIIH  Training  Budget  Increases 


The  National  Coalition  for  Mental  Health  Manpower  proposes  the 
following  adjustments  in  the  FY  1972  budget*  for  the  NIMH  training 
program: 

*$104.6  million  (excluding  Fellov;ships ) 

Total  of  FY  1972  NIHH  Training  Budget 


$ 9,420 


15.000 

10.000 


6,000 


Proposed  1972  Budget  Increases 
(in  thousands) 

Restoration  of  psychiatric  residency  train- 
ing cut  and  additional  8%  for  program  ex- 
pansion and  price  index  maintenance  (6%  + 2%) . 

Increase  in  new  careers  training,  psychology , 
social  work,  and  psychiatric  nursing.** 

Increase  in  experimental  and  special  training 
grants  (Community  mental  health  centers,  child 
care,  neighborhood  service,  etc.) 

Approved  but  unfunded  programs  in  basic 
disciplines,  new  careers,  experimental  and 
special  grants. 


$ 40,420 


Total  Proposed  Increase 


$145.020  million-Total  Proposed  1972  NIMH  Training  Budget. 


**The  National  Coalition  for  Mental  Health  Manpower  endorses  the 
Nurse  Manpower  Training  Act  of  1971.  (Rf . "iSIurses  ' Training"). 

The  National  Coalition  endorses  the  recommendation  of  the 
National  Council  of  Community  Mental  Health  Centers  of  $170  million 
for  FY  1972  for  the  staffing  programs  of  Community  Mental  Health 
Centers . 

The  Coalition  endorses  an  increase  of  $19.1  million  in  the 
Social  Rehabilitation  Service  budget  for  the  training  of  social 
workers . 
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A General  Glimpse  of  the  Manpower  Picture 

1)  Psychiatric  Residency  Training 

A $6.7  million  decrease  in  psychiatric  residency  training  funds, 
the  first  step  in  the  plan  to  phase  out  the  entire  program  of 
$34  million  within  a three-year  period. 

2)  Training  of  Social  Workers 

A $13  million  cut  in  the  Social  Rehabilitation  Service  budget 
for  social  workers,  a $5.1  million  decrease  in  community  services 
(social  work,  707  and  426,  Social  Security  Administration),  and 
a $1.1  million  cut  in  Aging  funds  (Title  V,  Older  Americans  Act). 
The  total  reduction  for  social  worker  training  funds  through  the 
Social  Rehabilitation  Service  amounts  to  48%. 

3)  Psychologist  Training 

Reduction  of  fellowship  and  trainee  programs  in  the  National 
Aeronautics  and  Space  Agency,  Social  Rehabilitation  Service, 
National  Science  Foundation,  Veterans  Administration,  Department 
of  Defense,  and  the  Office  of  Education. 

4)  Nurses'  Training 

There  is  a continuing  need  for  a constant  supply  of  nurses  for 
mental  health  needs.  This  supply  cannot  be  diminished  without 
severely  impairing  the  mental  health  effort. 


The  Recommendations  of  the  Coalition  are; 


1)  Psychiatric  Residency  Training 

Restoration  of  the  $6.7  million  cut  and  a proposed  increase  of 
$2.72  million  for  program  expansion  and  cost  index  maintenance. 

2)  Training  of  Social  Workers 


Proposed  increases  in  the  FY  1972  budget  for  Social  Rehabilitation 
Service  training  programs  for  social  workers: 

(in  thousands) 

$13,050  - Rehabilitation  (vocational  rehabilitation) 

$ 4,900  - Community  Services  (Social  Work,  707  and  426, 
Social  Security  Administration) 

$ 1,150  - Aging  (Title  V,  Older  Americans  Act). 

Proposed  increase  in  the  FY  1972  NIMH  training  budget  of  $5 
million. 


(cont . ) 
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Reconunendations  cont. 

3)  Psychologist  Training 

Restoration  of  fellowship  and  traineeship  programs  in  the 
National  Aeronautics  and  Space  Agency,  Social  Rehabilitation 
Service,  National  Science  Foundation,  Veterans  Administration, 
Department  of  Defense,  and  the  Office  of  Education.  Also, 
increases  in  NlilK  support  to  balance  the  effect  of  inflation 
and  allow  expansion  of  programs  in  high  priority  areas  such 
as  community  psychology. 

Proposed  increase  in  the  FY  1972  NIMH  training  budget  of  $5  million. 

4)  Nurses'  Training 

Proposed  increase  in  the  FY  1972  NIIIH  training  budget  of  $5  million 

5)  Experimental  and  special  training  grants;  $10  million  proposed. 

6)  Support  of  projects  already  approved. 


63-792  o - 71  - pt.  3 --  18 


PSYCHIATRIC  RESIDENCY  TRAI N I NG 


The  FY  1972  budget  proposes  a $6.7  million  cut  in  NIMH-suppor- 
ted  psychiatric  residency  training,  the  first  step  in  the  three- 
year  elimination  period  of  the  current  $34  million  program. 

The  impact  of  these  cuts  will  be  staggering  to  the  field  of 
psychiatry.  A nationwide  survey  conducted  by  the  Manpower 
Division  of  the  American  Psychiatric  Association  shows  that  the 
total  phase-out  of  this  NIMH  program  will  result  in  the  loss  of  1296 
out  of  4117  residency  slots.  Furthermore,  the  quality  of  teaching 
will  suffer  greatly  as  a result  of  the  more  than  30%  decrease  in 
teaching  cost  supports. 

This  means,  obviously,  fewer  and  less  well-trained  psychia- 
trists, a general  diminution  of  mental  health  services,  and  fewer 
services  for  the  poor  since  psychiatric  residents  perform  a great 
many  of  these  services. 

The  Administration  agrees  that  there  will  be  a resultant  loss. 
The  analysts  at  the  Office  of  Management  and  Budget  said  so.  What 
they  do  not  realize  is  the  extent  of  the  loss. 

Instituted  because  of  dire  national  need,  training  funds  pro- 
vided by  the  National  Mental  Health  Act  of  1946  became  and  continue 
to  be  the  principal  support  and  foundation  for  psychiatric  training 
in  the  United  States. 

The  Administration  tenders  three  principal  arguments  to  justify 
these  cuts.  They  are: 

1)  Such  support  is  not  provided  for  training  in  other 
medical  specialties. 


Psychiatry  was  just  given  Federal  support  in  1946  as  a result 
of  the  public  concern  over  the  vast  numbers  of  neuropsychiatric  pro- 
blems that  came  to  light  during  World  War  II. 

This  far-sighted  program  has  paid  off  handsomely.  The  number 
of  psychiatrists  increased  from  3,000  in  1946  to  25,000  today.  The 
resident  population  of  our  state  mental  hospitals  has  dropped  from 
559,000  in  1955  to  339,000  in  1970,  in  spite  of  the  fact  that  the 
number  of  admissions  to  mental  hospitals  has  continued  to  rise.  The 
econimic  benefits  are  worthy  of  note:  (1)  the  saving  of  over  $6 

billion  in  hospital  construction  costs  (2)  a saving  of  over  $6 
billion  in  patient  costs,  and  (3)  a vast  increase  in  the  productiv- 
ity of  persons  who  had  been  removed  from  the  labor  market. 

It  was  a clear  case  of  public  need  which  instituted  this  sup- 
port in  the  first  place,  and  this  national  need  continues: 

The  incidence  of  mental  illness  has  not  diminished. 

New  programs  in  drug  abuse,  alcoholism,  childhood,  and 
adolescence  must  be  continued. 
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Psychiatrists  for  the  expanding  network  of  community 
mental  health  centers  must  be  trained.  Since  we  are 
moving  from  custodial  care  (as  is  shown  in  the  diminution 
of  the  resident  population  in  state  mental  hospitals) 
and  providing  treatment  in  the  community,  this  new 
modality  of  treatment  must  not  fail  because  of  a lack 
of  trained  professionals,  or  we  v/ill  be  in  a worse 
dilemma  than  we  have  ever  been. 

A more  sympathetic  societal  attitude  toward  mental 
illness  encourages  the  seeking  of  treatment. 

Mental  illness  is  the  number  one  health  problem  in 
the  United  States. 

Nearly  one  in  ten  Americans  suffer  from  some  form  of 
mental  illness  and  about  40%  of  the  country's  hospital 
beds  are  occupied  by  the  mentally  ill. 

Only  about  4 million  are  receiving  any  treatment,  much 
of  it  inadequate. 

A serious  mental  health  problem  exists  with  our  nation's 
youth,  (A  New  York  City  study  shows  that  4 out  of  5 
leadiag  causes  of  death  among  young  peoole  aged  15  to 
35  are  attributable  to  disturbed  behavior  — narcotics 
addiction,  accidents,  homicides,  and  suicides.) 

Shortages  in  psychiatric  manpower  around  the  country 
are  critical.  State  mental  hospitals  provide  a good 
example  of  this  with  a standing  figure  of  around  50% 
below  requirement. 

This  all  clearly  points  to  a difinite  public  need  which  must 
be  filled.  If  v/e  pull  supports  now,  the  gap  may  well  become  insur- 
mountable . 

The  second  Administration  argument  is : 

2)  Because  many  psychiatrists  enter  private  practice 
immediately  upon  completion  of  their  training. 

Federal  funds  should  not  be  used  for  this  purpose. 

The  fact  is  that  58%  of  psychiatric  hours  are  spent  in  insti- 
tutional - agency  practice  and  42%  to  the  private  office  practice 
based  on  f ee-for-service . Therefore,  the  institutional  support  for 
psychiatric  residency  training  is  amply  returned  to  the  public 
domain.  Many  private  psychiatrists  are  providing  services  for  newly 
developing  community  mental  health  centers.  Most  of  the  psychia- 
trists who  are  in  private  practice  devote  significant  time  to  com- 
munity services  and  teaching,  often  without  compensation.  The  in- 
come level  of  psychiatrists  is  one  of  the  lowest  of  the  various 
medical  specialties.  Also,  if  one  were  to  follow  through  on  this 
rationale  on  federal  support,  no  support  should  then  be  given  for 
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undergraduate  medical  training  since  the  vast  majority  of  psysi- 
cians  go  into  private  practice. 

The  third  argum.ent  is: 

3)  Federal  support  for  professional  training  through 
per  capita  aid  to  medical  schools  based  on  enroll- 
ment is  preferable  to  providing  such  support 
through  specialized^  categorized  training  grant 
programs . 

This  deals  with  the  education  of  medical  students,  and  has 
nothing  to  do  with  the  training  of  specialists  in  psychiatry. 

Moreover,  very  little  of  the  money  which  has  gone  to  medical 
schools  has  found  its  way  into  psychiatric  departments  because  of 
other  priorities.  Psychiatric  residency  programs  cannot  compete 
with  other  medical  specialties  because  of  its  late  arrival  in  the 
hierarchy  of  medical  school  organization  and  because  of  the  small 
number  of  patient  beds  involved  in  teaching  psychiatry.  In  other 
medical  specialties,  most  residency  training  costs  are  recouped 
from  charges  for  in-patient  care  in  teaching  hospitals.  Also, 
medical  shcools  comprise  only  34%  of  the  psychiatric  residency  pro- 
grams in  the  country  today.  Also,  virtually  all  of  this  money  is 
ear-marked  for  undergraduate  medical  education,  not  graduate  edu- 
cation such  as  psychiatry.  Therefore,  the  capitation  answer  is  no 
answer  at  all. 

The  compelling  reason  for  continuing  Federal  support  of  psy- 
chiatric training  is  the  very  real  savings  which  it  has  effected 
in  our  health  care  system  and  the  promise  of  even  greater  savings. 
Psychiatric  practice  and  psychiatric  training  leaders  are  in  the 
movement  from  high-cost,  in-hospital  treatment  to  low-cost  treat- 
ment in  ambulatory  care  facilities.  In  large  part  because  of  the 
Federal  support  of  psychiatric  training,  psychiatry  has  been  able 
to  pioneer  in  the  use  of  ambulatory  care  facilities  for  training. 

To  a far  greater  degree  than  in  any  other  medical  specialty,  psy- 
chiatrists receive  their  training  in  such  facilities.  And,  thus 
trained,  they  have  provided  leadership  for  development  of  innova- 
tive, low-cost  methods  of  treatment  in  the  community,  notable  in 
the  community  mental  health  centers  program. 
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II-IPACT  ON  SERVICES  TO  PATIENTS 


Introduction 

Psychiatric  residents  are  major  providers  of  care  in  many  of 
the  treatment  programs  run  by  large  city  or  county  hospitals.  Emer- 
gency services  and  acute  inpatient  care  in  "inner  cities"  is  mainly 
provided  by  psychiatric  residents.  Any  substantial  reduction  in 
the  number  of  such  residents  would  mean  fewer  services  for  poor 
persons  who  rely  primarily  on  hospitals  for  their  medical  and  psy- 
chiatric care. 

At  Presbyterian  Hospital  - in  the  Bronx,  New  York  - a large 
volume  of  psychiatric  care  is  provided  to  indigent  Blacks  and  Puerto 
Ricans  living  in  the  area  immediately  surrounding  the  hospital. 

The  Department  of  Psychiatry  of  Columbia  Medical  School  is  respon- 
sible for  the  administration  of  the  Psychiatric  Service  of  the  Hos- 
pital. Virtually  all  the  patients  treated  in  this  service  - about 
5,000  a year  - are  seen  by  the  30  psychiatric  residents  in  train- 
ing at  this  hospital.  Forty  percent  (40%)  of  these  residents,  i.e. 
12  men  and  women,  are  supported  through  the  Federal  stipend  program. 
If  this  program  is  eliminated  the  medical  school  would  have  to  re- 
duce its  residency  program  by  12,  i.e.  from  30  to  18.  It  would  not 
be  able  to  find  other  funds  to  replace  this  Federal  source  of  sup- 
port. 


As  a result  the  Psychiatric  Service  at  the  Presbyterian  Hos- 
pital would  have  to  drastically  reduce  the  number  of  patients  it 
can  serve  a year  - from  5,000  to  3,000.  And  the  number  of  weekly 
treatment  visits  would  be  cut  from  830  to  498.  This  means  that 
there  would  be  over  17,000  fewer  treatment  sessions  per  year.  It 
is  important  to  emphasize  here  that  almost  all  of  the  patients  seen 
at  this  facility  are  poor.  There  is  no  other  psychiatric  service 
available  to  them. 

In  Pennsylvania  there  are  an  estimated  500  acute  care  beds  for 
psychiatric  patients  in  university  hospitals,  city  and  county  hos- 
pials.  ^.t  present  109  Federal  residency  stipends  are  provided  to 
various  programs  throughout  this  large  industrial  state.  If  these 
stipends  are  eliminated  other  psychiatric  personnel  would  not  be 
available  to  provide  the  necessary  care  - there  are  not  alterna- 
tive sources  of  support  for  such  trainees It  is  estimated  that 
over  half  of  these  500  beds  would  have  to  be  eliminated  because 
there  would  no  longer  be  any  residents  to  service  them.  Currently 
these  psychiatric  beds  are  heavily  used  - at  a far  higher  rate 
than  the  general  medical-surgical  beds  in  the  same  hospital.  At 
current  utilization  rates  this  means  that  over  5,000  patients  in 
need  of  acute  psychiatric  care  would  be  deprived  of  such  care  in 
the  State  of  Pennsylvania  alone. 
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The  data  presented  above  can  be  duplicated  for  virtually  all 
urban  areas  of  the  country . Psychiatric  residents  are  the  core, 
and  in  many  instances  the  only,  source  of  psychiatric  care  avail- 
able to  inner  city  patients  and  their  families.  Any  reduction  of 
such  service  would  be  catastrophic.  Federally  supported  residents 
account  for  a sizeable  proportion  - in  many  cases  as  much  as  half  - 
of  all  the  residents  in  these  programs.  Their  loss  will  inevitably 
lead  to  much  human  suffering  and  still  greater  pressure  on  other 
already  over-crowded  psychiatric  facilities. 
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fact  sheet  regarding  proposed  phase-out  of  federal  funding 

OF  RESIDENCY  TRAINING  OF  PSYCHIATRICS 


The  issue:  Since  1946,  the  number  of  psychiatrists  in  the  United 

States  has  increased  from  3,000,  mostly  working  in  over- 
crowded state  hospitals,  to  almost  25,000  as  a result 
of  Federal  support  of  psychiatric  training  programs  and 
training  stipends  through  the  National  Mental  Health  Act 
of  1946.  At  this  time,  the  administration  proposes  to 
phase  out  this  program  as  it  moves  to  a program  of  block 
grants  to  medical  schools  nationally.  Such  a move  will 
be  catastrophic  to  just  developing  community  mental  health 
programs  across  the  nation  as  it  precipitates  a crisis 
in  professional  manpower  and  psychiatric  leadership  for 
the  70 's.  Service  programs  in  alcoholism  and  drug  abuse, 
as  well  as  services  focused  on  mental  health  needs  of 
children  and  families,  will  be  hamstrung  in  their  develop- 
ment. 

Fact  One:  The  National  Institute  of  Mental  Health  budget  for  FY 

1972  proposed  a $6,7  million  cut  in  training  funds,  with 
a planned  phase-out  of  the  entire  $34  million  program  in 
three  years. 

Fact  Two:  The  Manpower  Division  of  the  American  Psychiatric  Assoc- 

iation reports  that  the  phasing  out  of  the  Nli^ffl  support 
program  will  result  in  the  loss  of  1,296  out  of  4,117 
residency  slots  nationally. 

Fact  Three:  The  State-supported  residency  training  programs  for  state 
hospitals  and  community  activities  are  facing  major  cuts 
in  several  states.  State  and  local  governments  are  in  no 
financial  position  to  supply  any  funds  to  make  up  for  the 
loss  of  Federal  support. 

Fact  Frur:  Psychiatric  residency  programs  cannot  compete  with  other 
medical  specialties  for  funds  because  of  its  late  arrival 
in  the  hierarchy  of  medical  school  organization  and  be- 
cause of  the  small  number  of  patient  beds  involved  in 
teaching  psychiatry.  In  other  medical  specialties,  most 
residency  training  costs  are  recouped  from  charges  for 
in-patient  care  in  teaching  hospitals. 

Myth  One:  Most  psychiatrists  trained  since  1946  under  the  NIMH  pro- 

gram are  now  highly  paid  private  practitioners  in  urban 
or  suburban  communities  serving  a selected,  affluent 
clientele . 

The  Reality:  Almost  60%  of  psychiatrists  are  principally  engaged  in 

public  service  settings.  Many  private  psychiatrists  are 
providing  professional  services  for  newly  developing  com- 
munity mental  health  programs.  Most  of  the  psychiatrists 
who  are  in  private  practice  devote  significant  time  to 
community  service  and  teaching,  often  without  compensa- 
tion. 
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The  income  level  of  psychiatrists  is  one  of  the  lowest  of 
the  various  medical  specialities-  Also,  if  going  into 
private  practice  were  a resonable  rationale  for  cutting 
Federal  support,  by  the  same  token  we  should  cut  out  sup- 
port for  undergraduate  medical  training,  since  the  majority 
of  physicians  go  into  private  practice- 

Myth  Two:  Shifting  of  psychiatirc  training  funds  to  medical  school 

grants  will  improve  the  psychiatric  manpower  situation  in 
the  70’s- 

The  Reality;  Such  grants  would  primarily  benefit  undergraduate  medical 
education  and  very  little  of  this  money,  if  any,  would 
find  its  way  to  psychiatric  departments  of  medical  schools. 
Besides,  the  medical  school  comprise  only  34%  of  the  psy- 
chiatric residency  training  program  in  this  country.  The 
other  residency  programs  are  in  state  mental  hospital, 
private  hospital  and  clinic  based  training  centers,  county 
and  municipal  based  training  centers,  and  others- 

***** 


In  summary 


In  order  to  place  psychiatric  and  mental  health  care 
squarely  in  the  middle  of  a modern,  comprehensive  health 
care  delivery  system,  we  need  more  Federal  support  for 
training  psychiatrists  and  other  mental  health  profes- 
sionals - 
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TRAINING  OF  SOCIAL  WORKERS 


The  FY  1972  Social  Rehabilitation  Service  budget  proposes  total 
cuts  averaging  around  48%  to  social  workers,  and  in  some  areas  up  to 
63%,  which  tends  to  destroy  the  very  fabric  of  social  worker  service 
as  we  have  known  it  up  to  this  time.  The  general  Administration 
philosophy  seems  to  be  to  move  away  from  professionally  trained 
social  workers,  to  people  at  the  A.B.  level  or  below. 

The  magnitude  of  these  cuts  give  some  indication  of  the  grave 

curtailment  of  many  social  v’ork  programs,  the  impact  of  v/hich  will  be 
felt  almost  immediately  in  many  areas  of  everyday  life. 

Within  the  National  Institute  of  Jlental  Health,  the  funding 
levels  remain  approximately  the  same,  but  because  of  inflation  and 
some  internal  reallocations,  this  will  in  all  likelihood  mean  at 
least  a 10%  cut  in  programs  which  are  currently  funded. 

The  contribution  of  social  workers  in  the  field  of  mental  health 
is  substantial;  it  is  a vital  component  to  the  comprehensive  types 

of  programs  needed  to  treat  the  mentally  and  emotionally  ill  of  our 

country.  There  is  a continued  need  for  greater  numbers  of  psychiatric 
social  workers.  Accordingly,  this  Coalition  has  reflected  this  re- 
commendation in  the  enclosed  budget  sheet  listing  the  NI^IH  line  item 
providing  for  "new  careers  training,  psychology,  social  work,  and 
psychiatric  nursing." 

Community  mental  health  centers  are  making  wide  use  of  psychi- 
atric social  workers  and  other  professionals  to  supplement  the  work 
of  psychiatrists.  Social  workers  are  also  used  widely  and  effec- 
tively in  the  general  medical  setting,  and  are  actively  involved  in 
many  of  the  hospital's  operations  including  the  many  outpatient 
clinics.  Their  activities  amply  demonstrate  that  the  social  respon- 
sibilities of  the  hospital  do  not  begin  and  end  within  the  hospital 
itself.  They  must  be  professionally  trained;  it  is  not  sufficient 
that  they  merely  have  empathy  with  the  patient.  They  must  aid  pa- 
tients with  continuing  problems  such  as  rehabilitation,  diet,  fi- 
nances, and  housing;  and  their  skills  must  be  diverse  and  v;ell- 
developed.  In  many  ways,  they  take  over  roles  which  had  been  assumed 
initially  by  the  physician  himself. 

The  social  v/orker  must  not  only  possess  the  highest  level  of 
professional  competence,  but  he  must  also  be  action-oriented. 

To  cut  back  on  this  long-accepted  working  concept  would  be  to 
deal  irreparable  harm  not  only  to  the  physically,  mentally,  and 
emotionally  ill  of  our  nation,  but  also  to  the  population-at-large, 
which  needs  social  service  assistance. 


TRAINING  OF  PSYCHOLOGISTS 


Support  for  the  training  of  psychologists  has  been  eroding 
over  the  past  couple  of  years,  at  first  in  what  seemed  like  a tem- 
porary holding  pattern,  but  which  now  has  become  a clear  budget 
reduction.  The  immediate  programs  in  clinical  psychology  are  being 
limited  at  a time  when  the  demands  for  public  mental  health  services 
have  reached  a new  peak. 

The  gap  between  training  capability  and  performance  is  hurting 
psychology,  particularly  in  its  current  attempts  to  recruit  minority 
students.  The  intention  of  this  effort  is  both  to  provide  career 
opportunities  where  they  v;ere  previously  denied,  and  to  be  respon- 
sive to  the  acute  mental  health  manpower  shortage.  As  new  students 
have  become  interested  in  psychology,  however,  they  have  been  con- 
fronted with  reductions  in  graduate  support  by  the  National  Aero- 
nautics and  Space  .’Agency,  Social  Rehabilitation  Service,  National 
Service  Foundation,  Veterans  Administration,  Department  of  Defense, 
and  the  Office  of  Education.  The  disadvantaged  students  who  are 
beginning  to  apply  in  noticeable  numbers  are  those  least  able  to 
overcome  the  financial  barriers  to  higher  education. 

The  reduction  in  the  Veterans  Administration  clinical  and 
counseling  programs  is  particularly  critical  in  view  of  the  VA's 
previous  roll  as  the  major  single  source  of  clinical  psychologists. 
At  the  peak  of  its  training  effort,  the  VA  was  able  to  retain  a 
sizable  number  of  its  trainees  for  additional  years  of  service 
without  a service  requirement.  Subsequent  to  their  VA  experience, 
these  psychologists  have  provided  the  backbone  of  psychology's 
public  mental  health  service  contribution  in  state  hospitals, 
clinics,  and  mental  health  centers. 

Public  demands  on  psychology  are  increasing  as  expectations 
have  been  raised  for  new  solutions  to  social  and  interpersonal  pro- 
blems as  well  as  basic  psychobiological  processes.  The  contribu- 
tions of  psychologists  are  being  recognized  in  a variety  of  compre- 
hensive settings,  such  as  health  programs  and  educational  centers. 

In  view  of  this  increasing  demand,  the  constant  level  of  NIMH  sup- 
port compensates  neither  for  inflationary  costs  nor  the  cutbacks 
in  other  agencies.  NIITl  will  need  additional  funds  if  it  is  to  be 
responsive  to  needs  in  both  basic  science  and  its  clinical  appli- 
cations . 

The  current  decrease  in  training  support  would  be  more  under- 
standable if  there  were  a surplus  of  psychologists.  However,  none 
of  our  current  future  projections  indicate  an  oversupply  of  psy- 
chologists during  the  remainder  of  this  century.  Emotional  suffer- 
ing and  the  quest  for  its  understanding,  unlike  aerospace  hardware, 
cannot  be  legislated  away  through  budget  cuts. 
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The  extent  to  which  training  in  psychology  has  been  affected 
by  recent  changes  in  budgets  is  hard  to  assess.  Support  for  psy- 
chology graduate  students  has  been  available  through  such  fellow- 
ship and  traineeship  programs  as  those  in  the  National  Aeronautics 
and  Space  Agency,  Social  Rehabilitation  Service,  National  Science 
Foundation,  Veterans  Administration,  Department  of  Defense,  and 
the  Office  of  Education.  Phase  outs  and  cuts  in  these  programs 
clearly  are  affecting  the  number  of  students  trained  in  psychology. 
The  pre-doctoral  clinical  and  counseling  programs  in  the  Veterans 
Administration  have  been  cut  back  by  small  amounts  in  the  last  few 
years  with  the  total  becoming  significant,  especially  in  view  of 
the  previous  contribution  of  the  VA  as  the  major  single  source  of 
clinical  psychologists.  Psychology  has  managed  up  to  this  point 
to  maintain  its  NIMH  training  support  without  substantial  cuts. 
Particularly  in  the  mental  health  service  areas,  there  is  a contin- 
uing lack  of  trained  psychologists,  with  jobs  available  for  them. 
However,  continuing  inflationary  costs  mean  that  fewer  persons  can 
be  trained  each  year  even  with  a relatively  constant  level  of  grant 
funds . 
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NURSES  TRAINING 


The  national  crisis  in  nursing  manpower  continues.  The  posi- 
tion of  the  American  Nurses'  Association  is  that  several  registered 
nurses  are  needed  to  back  up  every  physician  if  adequate  standards 
of  health  care  are  to  be  achieved  in  the  United  States.  It  is 
widely  known  that  units  of  recently  constructed  hospital  facilities 
remain  in  a state  of  disuse  because  of  the  shortage  of  qualified 
nurses  to  staff  them. 

Nurses  provide  the  backbone  of  day-to-day,  minute-to-minute 
care  for  sick  people.  Nevertheless,  there  are  more  than  150,000 
unfilled  openings  for  registered  nurses.  Those  nurses  who  are 
functioning  are  desperately  overworked,  and  require  some  relief 
from  their  crushing  burdens  of  patient  care  which  have  nov;  come  to 
be  regarded  as  routine. 

Also,  in  this  period  when  the  concept  of  enlarging  the  scope 
of  physician  support  services  is  being  emphasized,  it  should  be 
noted  that  the  role  of  the  nurse  may  also  be  broadened  in  an  elite 
medical  context  by  additional  training.  This,  obviously,  is  far 
from  a reality  if  basic  nursing  support  is  to  be  cut. 

In  this  age  of  growth  of  the  community  mental  health  center 
concept,  there  is  also  an  increasing  need  for  psychiatric  nurses, 
which  is  also  being  recommended  by  this  Coalition  in  the  enclosed 
budget  sheet  listing  the  NIMH  line  item  providing  for  "new  careers 
training,  psychology,  social  work,  and  psychiatric  nursing." 

For  such  vital  programs  as  special  project  grants  for  improve- 
ment of  nurses  training  and  student  scliolarships , the  sums  recom- 
mended in  the  proposed  budget,  despite  the  vastly  increased  need 
for  nursing  in  the  nation,  remain  unchanged. 

If  these  inequities  are  not  corrected,  it  is  safe  to  assume 
that  quality  nursing  care,  so  critically  needed  in  our  country, 
will  suffer  a severe  setback. 

The  American  Nurses'  Association  calls  for  the  full  enactment 
of  the  provisions  of  the  Nurse  Manpov/er  Training  Act  of  1971  (H.R. 
4618)  which  calls  for  basic  institutional  support  as  well  as  stu- 
dent aid  increases. 

Adequate  authorizations  and  appropriations  are  needed  for: 

1.  Construction  grants  to  build  or  renovate  existing 
structures  for  schools  of  nursing. 

2.  Special  project  grants  to  promote  innovations, 
improvement  and  expansion  of  nursing  education 
programs . 
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3.  Nursing  student  loan  program  (direct  loans  to 
nursing  students) . 

4.  Nursing  scholarships  and  traineeships. 

5.  Capitation  grants  to  schools  of  nursing  to  help 
schools  meet  the  costs  of  nursing  education. 

The  American  Nurses'  Association  also  recognizes  the  great  need 
for  expanding  Federal  assistance  to  schools  preparing  other  health 
professionals.  We  support  the  efforts  of  the  groups  involved  in 
getting  adequate  authorizations  and  then  full  funding  through  Con- 
gressional appropriations  so  that  the  expectations  and  needs  of  the 
American  people  for  health  care  can  be  met. 
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Statement  by 

Robert  L.  Stubblefield,  M.D. 

President,  American  Association  of  Psychiatric  Services  for  Children 

and 

Chairman  and  Professor,  Department  of  Psychiatry 
Southwestern  University  School  of  Medicine 
Dallas  , Texas 


As  President  of  the  American  Association  of  Psychiatric  Services  for  Children,  I am 
thoroughly  familiar  with  goals,  objectives,  budgets,  and  other  problems  related  to 
child  mental  health.  As  a result  of  the  community  mental  health  program,  many  tradi- 
tional child  guidance  centers  no  longer  receive  contributions  from  United  Fund- 
Community  Chest  local  budget  sources,  although  many  retain  local,  private  policy-mak- 
ing boards.  Thus,  the  significant  slowdown  of  the  C.M.H.C.  program  will  have  disas- 
trous effects  on  the  quality  of  services. 

There  are  approximately  100  training  programs  in  approved  child  psychiatry.  Approxi- 
mately 15%  of  the  psychiatrists  in  training  in  the  country  are  in  specific  subspec- 
ialty training  in  the  children's  field. 

The  Joint  Commission  on  the  Mental  Health  of  Children  revealed  that  from  10-12%  of 
the  children  in  our  nation  have  emotional  problems  — school  phobias,  somatic  symp- 
toms, learning  disabilities,  and  anti-social  behavior,  for  example.  Approximately 
20%  of  the  patients  seen  in  the  nation's  C.M.H.C.s  are  under  18  years  of  age. 

The  proposed  psychiatric  training  cut  at  NIMH,  including  the  phasing  out  of  $5  mil- 
lion for  training  of  child  psychiatrists  will  result  in  at  least  a 50%  cut  in  the 
total  number  of  psychiatrists  in  training  in  child  psychiatry.  A February  1971  stud'* 
on  child  mental  health  by  Nll'ffl  reported  that  during  1969,  more  than  20%  of  all  per- 
sons adm.itted  to  reporting  centers  for  direct  treatment  were  under  18  years  of  age. 
And  several  census  studies  of  metropolitan  regions  show  that  a high  percentage  of 
the  total  population  is  under  18.  This  group  has  a high  incidence  of  suicide,  drug 
abuse,  and  other  anti-social  behavior  i.i  early  and  middle  adolescence.  This  makes  it 
essential  to  provide  trained  and  qualified  personnel  in  all  service  areas. 

Although  one  is  forced  to  admire  tlie  efforts  to  utilize  a wide  range  of  para-profes- 
sional personnel,  it  is  evident  that  we  need  to  expand  significantly  the  number  of 
highly  qualified  child  psychiatrists  who  would  supervise  these  new  types  of  personnel, 
We  need  to  have  a significant  increase  in  funds  for  research  in  normal  personality 
growth  and  development  and  in  childhood  mental  illnesses.  Less  than  half  of  the 
104  medical  schools  have  child  psychiatry  teachers  on  their  faculty;  if  the  new  focus 
on  family  medicine  is  to  be  successful,  future  medical  students  need  to  be  able  to 
identify  high  risk  child  patients  early  and  to  treat  them  effectively. 

It  is  quite  evident,  especially  in  these  days  of  social  turmoil,  that  our  nation's 
youth  is  undergoing  a period  of  unusual  Internal  and  external  stress.  Although  the 
majority  of  them  will  be  able  to  survive  and  adapt  to  this  rapidly  changing  world, 
the  casualty  list  continues  to  mount.  We  must,  therefore,  be  able  to  mobilize  ade- 
quate resources  to  evaluate  and  guide  them  in  their  hour  of  need. 


//  //  // 
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PRESS  RELEASE  FROM  THE  OFFICE  OF  SENATOR  HUBERT  H.  HUMPHREY 

JUNE  18,  1971 

HUMPHREY  CALLS  PSYCHIATRIC  CUTS  UNWARRANTED  STEP  BACKWARD 

WASHINGTON — June  17--Senator  Hubert  H.  Humphrey  said  today 
the  Administration's  proposed  cutback  in  psychiatric  training  is 
a "cruel  and  unwarranted  step  backward  in  the  field  of  mental  health." 

President  Nixon  has  proposed  a $6.7  million  cut  in  funds  for 
the  National  Institute  of  Mental  Health's  training  support  for  fis- 
cal 1972  and  a planned  phase-out  of  the  entire  $34  million  program 
for  psychiatric  residency  training. 

In  a statement  prepared  for  delivery  on  the  Senate  floor, 
Humphrey  said  the  cutback  would  m.ean  the  loss  of  miore  than  1,000 
hospital  residency  positions  and  severe  curtailm.ent  of  mental  health 
services  to  the  poor. 

For  example,  Humphrey  said,  the  Presbyterian  Hospital  in  the 
Bronx,  New  York,  treats  about  5,000  emotionally  disturbed  persons 
a year  from  the  Black  and  Puerto  Rican  communities. 

If  the  President's  cutbacks  go  into  effect,  the  number  of 
psychiatric  residents  would  drop  from  30  to  18  and  the  number  of  pa- 
tients served  v;ould  be  reduced  by  an  estimated  2,000,  he  said. 

"It  is  important  to  emphasize  that  almost  all  of  the  patients 
seen  at  this  facility  are  poor  people,"  he  said,  "and  there  is  no 
other  psychiatric  service  available  to  them. " 

The  President's  rationale  for  the  proposed  cutback,  Humphrey 
said,  "is  that  we  ncv/  have  25,000  psychiatrists,  so  wo  don't  need 
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to  train  any  more. 

"At  a time  when  we  are  trying  to  upgrade  health  care  and  do 
more  to  help  those  with  mental  problem.s,  we  can't  afford  to  be  cut- 
ting back,"  Humphrey  added. 

Meanwhile,  he  said,  drug  us^  alcoholism,  crime  and  delin- 
quency are  creating  severe  emotional  problems  and  increasing  the 
demand  for  mental  health  services.  The  growing  drug  crisis  among 
Vietnam  veterans  and  soldiers  is  further  compounding  the  situation. 

"How  does  this  Administration  expect  us  to  handle  these  prob- 
lems?" the  Minnesota  Senator  asked.  Humphrey  added; 

"There  is  little  evidence  that  mental  illness  is  declining. 

On  the  contrary,  there  is  evidence  that  it  is  increasing.  And  the 
Administration's  programs  are  inadequate  on  both  the  preventive  and 
curative  sides.  Nor  is  it  moving  effectively  to  get  at  the  roots 
of  emotional  problems. 

..  "How  can  we  expect  emotional  stability  when  we  lock  young 
people  into  slum  housing  in  ghetto  communities?  When  v;e  give  them 
substandard  education?  When  they  are  hungry  and  malnourished? 

"We  can't  turn  our  backs  on  these  people." 


########### 
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-EP  BACKWARD-PSYCHIATPvTC 
iKAINING  CUTS  UNWi^-RRAIsTED 
Mr.  HUMPHREY.  Mr.  President,  the 
administration’s  proposed  cutback  in 
psychiatric  training  is  a cruel  and  un- 
warranted step  backward  in  tire  field  oY 
mental  health. 

President  Nixon  has  proposed  a $6.7 
million  cut  in  funds  for  the  National  In- 
stitute of  Mental  Health's  training  sup- 
port for  fiscal  1972  and  a planned  phase- 
out of  the  entire  $.3-1  million  program  for 
psychiatric  residency  training. 

This  cutback  would  mean  the  loss  of 
more  than  1,000  hospital  residency  posi- 
tions and  severe  curtailment  of  mental 
health  services  to  the  poor. 

For  example,  tire  Pres’oyterlan  Hospital  , 
In  the  Bronx,  N.Y.,  treats  about  5,000 
emotionally  disturbed  persons  a year 
from  the  black  and  Puerto  Rican  com- 
munities. 

’ If  the  President’s  cutbacks  go  into  ef- 
fect, the  number  of  psychiatric  residents 
'would  drop  from  30  t,o  18  and  the  number 
of  patients  served  would  be  reduced  by  an 
estimated  2,000. 

It  is  important  to  emphasize  that  al- 
most all  of  the  patients  seen  at  this  facil- 
ity are  poor  people,  and  there  is  no  other 
psychiatric  service  available  to  them. 

At  a time  when  we  are  trying  to  up- 
grade health  care  and  do  more  to  help 
those  with  mental  problems,  we  catmot 
afford  to  be  cutting  back. 

Jrug  use,  alcoholism,  crime,  and  delin- 
^..ency  are  creating  severe  emotional 
problems  and  increasing  the  demand  for 
mental  health  services.  The  growing  drug 
crisis  among  Vietnam  veterans  and  sol- 
diers is  further  compounding  the  situa- 


tion. The  need  for  more  professional  psy- 
chiatric manpower  is  ever  m9re  evident.' 

There  is  little  evidence  that  mental  ill- 
ne.ss  is  declining.  On  the  contrary,  t'neie 
Is  evidence  that  It  is  increasing.  And  the 
administration’s  program.s  are  inade- 
quate on  botli  the  preventive  and  cura- 
tive sides.  Nor  is  it  moving  effectively  to 
get  at  the  roots  of  emotional  pro’alems. 

How  can  we  expect  emotional  stability 
when  we  lock  young  people  into  slum 
housing  in  ghetto  communities?  V/hen 
W’C  give  them  substandard  education? 
When  they  are  hungry  and  mal- 
nourished? 

■ - Mr.  President,  today,  more  than  ever 
before,  our  society  is  beset  with  enormous 
problems  because  of  major  social,  eco- 
nomic, and  political  changes. 

Our  youth,  our  minorities,  our  poor, 
our  veterans — are  confronted  with 
unique  problems  of  an  extremely  seri- 
ous nature.  - 

The. problems  that  they  face  are  re- 
flp~*-ed  In  different  ways. 

r youtii  and  our  veterans  in  increas- 
ing numbers  turn  to  drugs  and  alcohol. 
Our  young  become  delinquents  and  en- 
gage in  crime.  Or  they  decide  to  dlsov-n 
everything  about  this  country  and  with- 
draw into  subcultures  dominated  by  anti- 
heroes. 


It  is  our  task  to  show  them  that  life  is 
worth  living  and  that  it  can  be  fulfill- 
ing. rewarding,  and  happy. 

It  is  our  job  to  see  that  tliere  arc  edu- 
cational and  vocational  opportunities — • 

Freedom  from  racism  and  discrimina- 
tion. 

Good  nutrition  and  adequate,  whole- 
some housing. 

The  lifting  of  inequities. 

And  freedom  from  wars  which  deprive 
our  youth  of  life  and  peace  of  mind. 

Meanwliile  the  many  probleins  our 
young  people  and  others  face  often  cause 
deep  emotional  conflicts. 

One  way  to  solve  these  problems  is  to 
strengthen  programs  in  health  and  the 
programs  operated  by  trained  profes- 
sionals to  combat  drug  abuse,  alcoholism, 
alienation,  and  the  dreadful  and  some- 
times Irreversible  effects  of  poverty. 

CHILDEZN 

Let  me  begin  with  our  Nation’s  chil- 
dren. Too  fev/  children  v/ho  need  psy- 
chiatric attention  receive  it  during  the 
critical  period  before  age  6.  A New  York 
■survey  provided  by  the  American  Psy- 
chiatric Association  shows  that  only  one 
out  of  1,400  children  needing  care  be- 
tween 2 and  5 years  of  age  are  being 
treated  either  In  clinics  or  by  private 
psychiatrists. 

Comparable  ratios  reported  one  out  of 
170  receiving  care  between  6 and  11;  one 
out  of  110  between  12  and  14;  and  one  out 
of  90  between  15  and  18.  In  the  entire 
population  between  ages  2 and  18.  only 
one  out  of  160  are  being  treated. 

The  Joint  Commission  on  Mental 
Health  of  Children  made  recommenda- 
tiom  to  guarantee  the  mental  health  of 
our  Nation’s  children  in  a report  entitled, 
“Crisis  in  Child  Mental  Health:  Chal- 
lenge for  the  1970’s.” 

Thj:se  reccrrimend.vtioiis  mcluded  eor- 
rectiiri  many  o'  Liie  social  inequities'  or 
inadequacies  which  cause  ^mental  and 
emotionril  problems  among  Our  cliildren. 

The  inequities  include  segregated  hous- 
ing in  ghetto  communities,  hunger,  and 
malnutrition,  poor  working  conditions 
and  an  inadequate  minimv’.m  wage  level 
for  parents,  inadequate  facilites  and 
services  to  meet  the  physical  and  mental 
health  needs  of  American  children  and 
their  fainiiies,  lack  of  prenatal  care,  Isok 
of  family  planning  and  birth  control 
services,  and  lack  of  integration  of  phys- 
ical and  mental  healtir  services  with  tire 
educational  system. 

Serious  mental  health  problems  exist 
among  our  Nation’s  youth.  A New  York 
City  study,  for  example,  shows  that  4 
out  of  5 leading  causes  of  death  among 
young  people  aged  15  to  35  can  be  at- 
tributed to  disturbed  behavior,  including 
drug  addiction,  homicides,  and  suicides. 

VETERANS 

Our  young  ’Vietnam  veterarr.s  are  suf- 
fering from  a drug  problem  which  has 
reached  crisis  proportions.  Because  of  it 
there  is  a rising  rate  of  meirtal  and  emo- 
tional illness.  It  is  said  that  more  than 
100,000  of  these  velerams  are  victims  of 
this  addiction. 

Meanwhile,  the  Veterans’  Administra- 
tion has  stated  that  they  have  facilities 
and  services  to  treat  only  7,000  of  them 
in  1972. 


The  Vietnam  veteran  is  beset  with 
numerous  other  problc.ms  today  wlilch 
erode  his  mental  health.  He  is  no  longer 
accorded  the  dcseiwed  status  of  one  who 
has  served  his  country. 

He  also  is  not  honored  for  having  taken 
part  in  an  unpopular  war.  He  is  not  en- 
couraged to  readjust  to  civilian  life,  and 
he  is  frequently  the  victim,  of  unemploy- 
ment. 

It  has  been  a time-honored  tradition 
In  bur  country  that  our  war  veteran  be 
given  the  opportunities  to  rediscover  his 
role  in  society.  But  we  now  find  ourselves 
remiss  in  this  responsibility.  Is  there  any 
doubt  why  the  veteran  is  losing  his  way? 
■VVe  must  rehabilitate  those  who  need  re- 
habilitation, and  that  includes  improved 
mental  health  services  and  training  of 
mental  health  professionals. 

THE  POOR 

The  poor  in  our  country  also  suffer 
disproportionately  from  mental  and 
emotional  illness. 

Social  deprivation,  poor  housing,  poor 
health,  and  health  facilities  and  serv- 
ices, poor  nutrition,  and  the  complex 
factors  introduced  in  the  human  rela- 
tionships of  a poverty  environment  are 
all  contributing  causes  to  the  high  in- 
cidence of  mental  illness  among  the  p(X>r. 

It  has  been  shovyn  that  severe  mal- 
nutrition of  either ‘mother  or  baby  in 
the  early  stages  of  development  can  be  a 
cause  of  mental  retardation.  There  is 
new  and  more  conclusive  evidence  that 
severe  prenatal  and  postnatal  mnlnutrl- 
tion  may  i.uhibit  the  division  of  cells  in 
the  developing  brain,  and  tliereby  cause 
mental  retardation.  Prenatal  and  post- 
natal factors  such  as  clinical  and  sub- 
clinical  brain  injuries  relating  to  prob- 
lems of  pregnancy  also  occur  at  a signifi- 
cantly higher  ratio  among  the  poor. 

Scientists  have  established  many  links 
between  conditions  of  poverty  end  poor 
mental  and  physical  health. 

Here  it  is  to  be  noted  that  a signific.ant 
number  of  mental  health  services  to  the 

poor  are  provided  by  psychiatric  resi- 
dents, physicians  who  are  taking  a grad- 
uate course  of  study  to  become  special- 
ists in  p.sychiatry. 

If  the  number  of  these  residents  is  de- 
creased. as  it  would  by  the  proposed  ad- 
ministration’s  action  to  phase-out  the 
National  Institute  of  Mental  Keakh 
training  supports,  mental  health  services  • 
to  the  poor  would  be  severely  curtailed 
T’ne  American  Psychiatric  Association  in 
a national  survey  has  shown  that  one- 
third  of  these  residencies  would  be.  lost 
If  the  training  supports  were  lost. 

For  example,' at  Presbyterian  Hospi- 
tal in  the  Bronx.  N.Y.,  a large  volume*  of 
psychiatric  care  is  provided  to  Indigent 
blacks  and  Puerto  Ricans  living  in  the 
area  immediately  surrounding  the  hosol- 
tal.  The  Department  of  Psychiatry 'of 
Columbia  Medical  School  Ed.-ninisters  the 
psychiatric  service  of  the  hospital  Vir- 
tually all  the  patients  treated  in  this 
service— about  5,000  a ye.=  r— are  seen 
by  the  30  psychiatric  re.sidents  in  train- 
ing at  this  hospital.  Forty  percent  of 
these  residents.  12  men  and  women,  are 
supported  through  the  Federal  stipend 
program. 
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If  this  pro'm  ar.i  is  eliminated  the  medi- 
cal school  would  have  to  reduce  its  resi- 
dency program  from  30  to  18.  It  woujd  not 
be  able  to  find  other  funds  to  replace 
this  Federal  source  of  support. 

As  a result,  the  psychiatric  service  at 
‘ the  Presbyterian  Hospital  would  have  to 
drastically  reduce  the  number  of  pa- 
tients it  can  serve  a year— from  5,000 
to  3,000.  And  the  number  of  weekly  treat- 
ment visits  would  be  cut  from  830  to 
498.  This  means  that  there  would  be 
some  17,000  fewer  treatment  sessions 
per  year.  It  is  important  to  emphasize 
that  almost  all  of  the  patients  seen  at 
this  facility  are  poor.  There  is  no  other 
psychiatric  service  available  to  them. 

The  mental  health  problems  of  m.i- 
nority  groups  occur  in  roughly  the  same 
proportion  as  they  do  among  the  poor, 
and  often  the  two  are  synonymous.  How- 
ever, minority  ■ groups  have  additional 
barriers  to  good  mental  health,  having 
to  overcome  the  effects  of  low  self-  _ 
esteem,  alienation,  and  prejudice. 

Fortv  percent  of  the  hospital  beds  in 
our  Na'tion  are  occupied  'by  the  mental^ 
ill  and  1 m 10  of  our  population  suf- 
fers from  some  form  of  mental  or  emo- 
tional illness.  A recent  Public  Health 
Service  survey  showed  that  nearly  20 
million  Americans  either  had  had  a 
mental  or  emotional  breakdo'.vn,  or 
thought  themselves  close  to  it. 

The  mental  health  field  has  made  great 
stride.s  since  1915.  At  that  time,  there 
were  nearly  3.000  psychiatrists  m the 
United  States.  During  World  War  II.  ui 
order  to  cope  with  new  nearopsychiatnc 
problems,  the  aimed  services  were  com- 
pelled to  cscablish  special  schools  to 
train  medical  officers  in  psychiatry,  rhe 
enactment  of  the  National  Mental 
Health  Act  of  1946  created  training 
funds  for  psy cilia  trists  because  of  a dire 
natloiual  need.  - 

The  program  has  worked  well. 

Nevertheless,  the  great  need  continues. 
There  io  little  indication  that. mental 
illness  is  on  the  wane  in  our  coimtry. 
Half  of  those  who  now  present  them- 
selves to  a physician,  complaining  of  , 
physical  symptoms,  are  found  to  have 
. an  element  of  mental  or  emotional  Ul-  . 

^^^lere  Is  no  question  that  m.cdem  : 
society  imposes  strains  and  stresses  on 
the  human  psyche  never  experienced 
before,  and  the  casualty  rate  Is  sreat. 

Behavioral  problems,  such  as  drug  ad- 
diction,  alcoholism,  and  the  problenis  of 
childhood  and  adolescence  have  been 
recognized  by  th.e  Congress  as  proolems 
we  must  face  squarely.  Therefore,  we  . 
have  mandated  augmented  programs  ui 
all  of  these  areas  which  must  be  earned  . 
out. 


• An  adequate  and  well-trained  supply 
of  mental  health  profe.ssionals  must  be 
made  available  if  these  programs  are  to 
.be  carried  forward. 

Many  psychiatrists  have  amply  dem- 
onstrated their  social  conscio'jsness. 
Close  to  60  percent  of  their  time  is  de- 
voted to  Institutional  sciwices.  Increasing 
cadres  of  young  psycliiatiists  are  taking 
' a great  interest  in  the  community  men- 
tal health  centers  program.  But  many 
more  are  needed.  Our  stated  goal  is 
2,000  community  mental  health  centers  to 
serve  the  mental  health  needs  of  our 
population.  Seven  and  one-half  years 
after  the  passage  of  this  historic  legis- 
lation. we  have  less  than  300  in  opera- 
tion. A great  par  t of  the  problem-  lies  in 
the  inadequacy  of  staffing  grants  to  man 
this  growing  network.  ■ 

Through  the  years  our  research  has  de- 
veloped new  methods  in  coping  with  men- 
tal illness.  The  development  of  psycho- 
tropic drugs  have  enabled  many  of  our 
mentally  111  to  resume  useful  roles  hi  the 
community.  Protracted  stays  in  mental 
institutions  have  greatly  diminished,  and 
the  resident  population  of  state  mental 
hospitals  has  dropped  from  over  500,000 
in  1950  to  slightly  over  300,000  today 
There  is  great  hope  for  the  future,  as 
we  begin  to  uncover  so.me  of  the  secrets 
of  mental  illness.  ■ 

But  at  the  time  especially,  we  cannot 
afford  to  diminish  the  ranks  of  our  men-  ' 
tal  health  professionals.  ; 

I am  distressed  that  the  1972  budget  , 
message  to  Congre.ss  projects  a $5.7  mil- 
lion cut  in  psychiatric  residency  training  , 
funds.  i 

■-  These,  funds  are  needed  to  train  psy-  ! 
chiatrlst  to  fight  the  problenis  I have 
outlined.  • | 

Under  the  administration’s  proposal, 
there  will  be  an  elimination  of  the  cur-  ; 
rent  $34  million  for  psychiatric  training  ; 
over  the  next  3 years.  I 

Such  cutbacks  are  not  in  tune  with  ] 
the  times.  ■ 


We  must  expand  our  efforts  in  the 
mental  health  field.  We  cannot  afford 
to  retreat. 
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Dr.  Gibson.  The  National  Coalition  brings  together  organizations 
that  work  together  to  provide  services  to  meet  the  mental  needs  of 
this  Nation.  These  organizations  are:  American  Academy  of  Child 
Psychiatry,  American  Association  of  Chairmen  of  Departments  of 
Psychiatry,  American  Association  of  Directors  of  Psychitrric  Resi- 
dency Training,  American  Association  of  Psychiatric  Services  for 
Children,  American  Medical  Association,  American  Nurses’  Associa- 
tion, American  Psychiatric  Association,  American  Psychoanalytic  As- 
sociation, American  Psychological  Association,  National  Association 
for  Mental  Health,  National  Association  of  Private  Psychiatric  Hos- 
pitals, National  Association  of  Social  Workers,  National  Association 
of  State  Mental  Health  Program  Directors,  and  National  Committee 
Against  Mental  Illness. 

I emphasize  these  to  note  the  broad  range  of  interests  that  are 
embodied  in  this  statement. 

The  coalition  emphasizes  that  service  programs  are  dependent 
upon  securing  an  adequate  number  of  physicians,  nurses,  psycholo- 
gists, and  social  workers.  Funds  for  training  and  for  student  stipends 
are  essential  to  the  development  of  needed  manpower.  Any  interrup- 
tion in  the  training  process  will  inevitably  result  in  greater  shortages 
that  cannot  be  made  up  by  increased  appropriations  next  year. 

What  is  the  situation  today?  We,  as  a nation,  have  come  a long 
way  in  understanding  and  coping  with  the  No.  1 health  problem  in 
America — mental  and  emotional  illness.  Much  of  this  progress  can 
be  attributed  to  the  farsighted  support  the  Congress  instituted  when 
the  public  conscience  called  for  change  in  the  method  of  caring  for 
the  mentally  ill. 

We  are  working,  despite  inadequate  funding,  to  extend  community 
mental  health  programs  to  provide  a network  of  comprehensive  treat- 
ment facilities.  Psychiatric  units  in  community  general  hospitals  have 
expanded  threefold  in  the  last  few  years.  Work  of  improving  the 
delivery  system  and  of  integrating  services  to  the  mentally  ill  into 
community  total  health  programs  is  going  forward. 

As  a consequence  of  intensive  treatment  available  early  in  a course 
of  illness,  time  of  stay  in  hospital  has  been  reduced ; many  who  pre- 
viously required  hospital  care  are  now  treated  outside  of  hospital 
and  the  resident  population  of  State  mental  hospitals  has  dramatically 
declined  by  nearly  40  percent  since  1956. 

The  fight,  however,  is  by  no  means  won.  Only  5 percent  of  the  chil- 
dren who  need  psychiatric  treatment  are  able  to  get  it.  New  services  for 
children  and  adolescents  are  urgently  needed.  A vast  new  problem, 
that  of  drug  abuse  attacking  our  youth,  presses  upon  us  for  a large 
share  of  limited  resources.  F unding  of  new  programs,  endorsed  by  Con- 
gress, for  the  treatment  of  alcoholism  will  require  a buildup  of  serv- 
ices; the  Veterans’  Administration  planned  to  treat  7,000  returning 
veterans  for  drug  addiction  in  1972  (the  number  is  woefully  under- 
estimated and  it  now  may  require  services  for  80,000  men).  The  num- 
ber of  aged  in  the  population  is  increasing  and  psychiatric  services 
must  be  expanded  outside  of  public  mental  hospitals  to  meet  their 
need.  Public  sentiment  is  mounting  for  a national  health  insurance 
program  with  the  removal  of  financial  barriers  to  treatment  that  will 
increase  demands  for  service  from  an  already  overburdened  care 
system. 
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A recent  U.S.  Public  Health  Service  survey  shows  that  nearly  20 
million  Americans  have  either  experienced  a serious  emotional  break- 
down or  have  felt  themselves  close  to  it.  About  50  percent  of  patients 
who  seek  a physician’s  help  for  physical  complaints  are  found  to  be 
suffering  from  some  mental  or  emotional  disturbance  requiring  treat- 
ment. Mental  and  emotional  illness  is  concentrated  also  among  the 
poor  of  our  population  in  both  the  inner  city  and  rural  areas  where 
delivery  of  essential  services  is  most  inadequate. 

REQUIREMENTS 

It  is  obvious  that  new  programs  and  expanded  services  require 
trained  mental  health  professionals  of  all  disciplines  to  carry  out 
their  mission.  More  trained  workers  will  be  needed.  In  the  mental 
health  field  for  years  the  team  concept  has  been  employed  to  extend 
the  effectiveness  of  scarce  professional  persons.  Nonprofessional  mental 
health  workers  also  have  been  introduced.  Their  supervision  and  train- 
ing by  professionals,  however,  is  essential  if  treatment  is  to  be 
effective. 

In  the  last  few  years  the  basic  emphasis  in  training  has  broadened 
from  the  1 to  1 relationship  in  psychotherapy  to  include  the  training 
of  psychiatrists  as  well  as  other  mental  health  professionals  in  a much 
broader  range  of  skills  in  the  community  setting.  These  training  serv- 
ices substantially  involve  working  with  the  poor.  It  would  be  disas- 
trous to  the  entire  mental  health  program  to  reverse  these  hard-won 
gains. 

RECOMMENDATION 

The  coalition  urges  Congress  to  continue  its  support  of  the  develop- 
ment of  essential  mental  health  manpower — psychiatrists,  psychol- 
ogists, psychiatric  social  workers,  and  nurses — to  staff  new  and 
expanded  services  for  the  mentally  and  emotionally  ill. 

The  coalition,  working  together  to  provide  services  to  the  mentally 
ill,  recommends  the  fiscal  year  1972  NIMH  budget  for  manpower  and 
training  be  increased  from  $104.6  million.  This  recommendation  in- 
cludes restoration  of  cuts  in  psychiatric  residency  training  with  provi- 
sion for  a modest  expansion  in  numbers  trained,  an  increase  in  support 
for  new  careers  training,  and  support  for  some  experimental  and 
special  training. 

The  coalition  urges  Congress  to  provide  the  funding  for  the  training 
of  the  essential  manpower  required  to  staff  the  mental  health  services 
so  necessary  to  our  national  need. 

That,  Mr.  Chairman,  concludes  my  formal  statement.  I would  be 
glad  to  respond  to  any  questions. 

Senator  Case.  Thank  you  very  much.  Doctor.  The  various  supple- 
mentary statements  that  you  mentioned,  of  course,  wull  be  in  the  record 
in  full. 

I don’t  think  I have  any  questions  in  addition  to  matters  covered  in 
your  statement  except  possibly  this:  Do  you  have  anything  to  say 
about  the  necessity  and  need  to  improve  the  efficiency  of  services  so 
that  health  costs  can  be  reduced  ? 

Dr.  Gibson.  I think  that  is  an  extremely  important  issue. 

Senator  Case.  Whose  job  is  it?  I just  have  the  general  impression 
that  it  isn’t  the  doctor’s  job.  He  puts  the  patients  in  the  hospital  and 
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he  orders  this  and  that  to  be  done.  It  isn’t  the  nurse’s  job  because  she 
doesn’t  get  too  much  pay ; the  people  who  sw’eep  up  and  wash  don’t  get 
too  much  pay;  but  together  the  cost  is  absolutely  out  of  this  world. 
When  it  costs  $400  or  $500  or  $600  for  a couple  of  days  in  the  hospital 
for  a simple  operation,  it  seems  to  me  the  time  has  come  to  think  about 
things. 

How  much  does  it  cost  for  a patient  in  a psychiatric  hospital  ? What 
are  the  rates  now  ? 

Dr.  Gibson.  Obviously  there  is  a range. 

Senator  Case.  I mean  a good  first-class  hospital. 

Dr.  Gibson.  The  range  is  going  to  be  something  around  $70  to  $90 
a day  and  that  will  include  all  of  the  professional  services.  Sometimes 
that  figure  is  misleading  because,  generally  speaking,  you  include  all 
of  the  services  of  the  physicians  and  that  is  a large  amount  of  money. 
It  is  less  than  a general  hospital. 

Senator  Case.  You  would  say  $80  a day  average  ? 

Dr.  Gibson.  Yes. 

Senator  Case.  That  would  cost  a person  about  $25,000  a year  for  a 
family  to  keep  a member  of  the  family  in  a private  hospital. 

Dr.  Gibson.  Yes. 

Senator  Case.  There  isn’t  any  insurance  that  would  cover  that;  is 
there  ? 

Dr.  Gibson.  There  are  many  major  medicals  that  would  cover  80 
percent  of  it.  As  a matter  of  fact,  the  Federal  employees  insurance 
of  those  in  Washington  had  benefits  that  many  carry  as  high  as 
$75,000. 

Senator  Case.  For  inperpetuity;  that  is  to  say,  as  long  as  the 
patient  lives? 

Dr.  Gibson.  Up  to  a maximum  benefit.  The  highest  that  I am 
familiar  with  is  $75,000,  but  many  of  the  Federal  employees  here  in 
Washington  have  major  medical  benefits  that  will  go  up  to  $25,000 
or  $50,000  maximum  and  that  would  be  paying  80  percent.  They 
would  have  to  pay  20  percent  of  the  cost.  Of  course,  the  Champus 
program  also  will  pay  for  these  costs  and,  generally  speaking,  private 
insurances  have  moved  in  this  direction  to  try  to  cover  the  cost. 

While  the  cost  is  very  high,  I think  it  is  necessaiy  at  times  to  bal- 
ance this  against  the  cost  of  not  treating  the  person — of  not  treating 
the  person  adequately  and  early — ^because,  if  they  are  deprived  of  the 
adequate  treatment,  it  is  going  to  cost  far  more  if  they  have  to  be 
maintained  in  an  institution  for  the  rest  of  their  lifetime. 

This,  of  course,  is  one  of  our  greatest  concerns,  that  unless  we  have 
the  manpower  and  means  to  treat  people  actively  at  the  time  they  need 
it,  we  are  going  to  have  chronic  patients  developing  who  can  spend 
40  to  50  years  in  a mental  institution,  and  there  is  the  cost  element,  but 
I think  certainly  in  addition  to  that  is  the  humanitarian  concern  of  a 
wasted  life  if  services  are  not  available. 

Senator  Case.  Of  course,  that  is  true  and  I am  not  going  to  put 
that  in  terms  of  cost  or  anything  else.  I am  trying  to  relate  it  to  the 
family  who  faces  a burden  of  this  kind. 

What  does  it  cost  for  an  individual  to  go  to  a psychiatrist  a couple 
of  times  a week  for  treatment  ? 

Dr.  Gibson.  If  this  is  a private  practicing  psychiatrist  in  his  office 
in  the  Baltimore  area,  where  I am  from,  the  usual  fee  is  $30  for  an 
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hour;  that  is,  a 55-minute  session.  This  is  in  many  instances  covered 
in  part  by  insurance,  but  not  in  all  instances. 

Senator  Case.  $30  or  $40  an  hour  you  say  ? 

Dr.  Gibson.  I say  the  average  is  $30  in  Baltimore  for  what  amounts 
to  about  an  hour  session.  Of  course,  this  is  one  of  the  things  that  makes 
that  type  of  treatment  so  expensive.  If  you  have  a full  hour  of  the 
person’s  time,  of  course,  it  requires  a fee  of  that  sort.  You  can’t  treat 
10  people  in  an  hour. 

Senator  Case.  No,  indeed;  I am  just  trying  to  bring  out  the  cost, 
not  the  wrongness  of  the  doctor  getting  that  fee.  God  knows,  $30  an 
hour  for  a tremendously  arduous  job  is  not  too  much.  I am  trying  to 
bring  out  the  fact  that  this  is  impossible  for  people  to  pay. 

Again  the  average  person  who  needs  this  kind  of  care  is  going  to 
need  it  more  than  once  a week,  isn’t  he,  if  he  is  seriously  sick  and  you 
are  trying  to  keep  him  out  of  the  hospital  ? 

Dr.  Gibson.  Yes.  I think  that  we  have  been  making  a great  many 
attempts  of  an  innovative  nature  to  try  to  reduce  many  of  these  costs. 
In  psychiatry  we  have  placed  a great  deal  of  emphasis  on  trying  to 
train  individuals,  who  would  not  be  as  costly  as  the  physician,  to  do 
much  of  the  work.  They  will  have  to  do  this  under  the  supervision  of 
psychiatrists,  but  you  frequently  have  a team  concept  in  which  you 
might  have  as  many  as  a dozen  individuals  working  with  only  one 
psychiatrist  who  can  bring  a broad  range  of  treatment  to  a much  larger 
group  of  people  and  at  a much  smaller  unit  cost. 

And  reventing  to  your  points  about  the  cost  of  hospitalization,  of 
course,  we  have  come  a long  way  in  developing  these  alternate  serv- 
ices where  we  treat  the  person  out  of  the  hospital.  If  you  have  a day 
hospital  program,  this  may  mean  that  instead  of  a person,  let’s  say, 
staying  in  a hospital  for  4 months  as  he  might  have  had  to  previously, 
he  might  be  in  a hospital  1 month,  go  out  into  a day  program  where 
he  spends  the  entire  day  at  the  hospital  and  perhaps  he  may  spend 
his  remaining  3 months  there,  but  the  cost  would  probably  be  one-third 
perhaps  of  what  it  would  be  in  the  hospital. 

Senator  Case.  Do  you  ever  cure  people  who  are  mentally  ill  ? 

Dr.  Gibson.  Yes. 

Senator  Case.  I am  very  serious  about  this. 

Dr.  Gibson.  Of  course,  one  would  have  to  get  down  to  a precise  defi- 
nition of  cure,  but  you  restore  them  to  a state  in  which  they  can  func- 
tion effectively  and  they  remain  in  that  state  for  the  rest  of  their  lives. 
That  would,  for  me,  fulfill  that  definition. 

Senator  Case.  I agree,  and  that  also  means  or  implies,  doesn’t  it, 
clearly  continuous  and  almost  perpetual  help  of  some  kind  ? 

Dr.  Gibson.  That  is  a rather  small  percentage.  Well  over  half  of 
our  patients — I would  put  the  figure  closer  to  two-thirds — respond  to 
treatment  if  it  is  provided  early  in  such  a way  that  they  don’t  need  this 
continuing  help. 

Now,  as  you  indicate,  there  may  be  certain  people  who  will  need  to 
have  certain  kinds  of  supportive  services  intermittently  and  there  are 
some  who  will  need  to  be  hospitalized,  but  that  percentage  is  decreas- 
ing very  greatly  as  compared  with,  say,  30  or  40  years  ago. 

Senator  Case.  Is  that  because  of  the  greater  skill  on  the  part  of  the 
profession  ? 
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Dr.  Gibson.  I think  it  is  of  several  factors.  It  is  a greater  skill.  I 
think  it  is  an  increased  willingness  for  people  to  recognize  that  there 
is  mental  illness  and  seek  help  early.  My  career  spans  about  20  years 
in  psychiatry  and  I have  noticed  this  difference  is  something  very  strik- 
ing. There  is  not  the  stigma  or  barrier  of  entering  a hospital  that  there 
used  to  be.  I think  also  as  a corollary  of  the  skill  of  tlie  professional 
that  there  have  been  a variety  of  new  types  of  programs  developed 
which  I think  more  effectively  meet  the  person’s  need. 

It  used  to  be  that  it  was  pretty  much  a matter  that  you  were  treated 
in  a hospital  or  you  were  treated  in  a doctor’s  office.  There  was  nothing 
in  between.  Now  we  have  a whole  spectrum  of  care  in  between  these 
two  extremes  so  that  the  person  before  who  could  not  make  that  leap 
from  the  hospital  out  to  almost  full  functioning  status — he  has  a series 
of  steps  that  he  can  move  through  all  the  way  back  to  a point  of  greater 
function. 

Still  another  factor,  I think,  has  been  the  acceptance  of  industry 
that  they  realize  that  the  person  with  a mental  illness  can  be  treated 
and  that  they  recognize  that  this  person  can  return  to  his  job  because 
certainly  if  you  helped  a person  and  he  really  improved  and  he  comes 
back  and  he  can  find  no  source  of  employment,  you  would  rather  soon 
have  a patient  again  probably,  and  I think  society’s  changing  attitude 
has  greatly  improved  the  situation  for  the  people  who  have  had  mental 
illness  and  one  cannot  escape  this  dramatic  reduction  in  the  hospital 
population. 

It  would  have  been  expected  that  it  would  have  increased.  Instead, 
it  has  gone  down  by  40  percent.  When  we  speak  about  cost 

Senator  Case.  I have  heard  some  comment  to  the  effect  that  there  is 
some  flaw  in  the  reasoning  that  says  because  the  hospitals  have  fewer 
people  in  them  we  are  getting  better.  I don’t  know  the  answer  to  that. 
I would  be  glad  to  have  your  comments  on  it. 

Dr.  Gibson.  Well,  I think  the  point  that  you  are  referring  to  is  that 
the  number  of  individuals  in  hospitals  isn’t  necessarily  an  absolute 
number  of  the  people  who  have  a psychiatric  illness,  that  is,  so  that 
if  society  will  tolerate  certain  people  in  the  community  that  they  would 
not  have  previously,  you  can  reduce  the  number  in  hospitals  that  way, 
and  I am  sure  there  is  someAvhat  of  a factor  that  is  operating  there, 
but  I think  the  magnitude  of  the  numbers,  that  is,  with  40  percent 
decrease  when  you  would  have  anticipated  if  you  had  projected  the 
figure  out  of  what  the  increase  should  it  should  have  been  more  like 
a 40  percent  increase. 

I think  when  you  are  dealing  with  something  of  that  magnitude, 
one  has  to  recognize  if  there  is  improved  treatment  and  even  if  it  is 
in  part  due  to  more  facilities  in  the  community,  I would  submit  that 
is  a perfectly  appropriate  and  reasonable  thing  to  be  doing  and  that 
is  going  to  require  mental  health  manpower. 

I would  rather  keep  a person  in  the  community  even  if  he  is  a 
troubled  person,  if  he  can  do  this. 

Senator  Case.  It  is  much  better  for  him  than  to  be  locked  up,  of 
course.  How  much  of  this  is  due  to  the  use  of  sedatives  or  drugs  ? 

Dr.  Gibson.  The  so-called  tranquilizing  drugs  and  antidepressant 
drugs  I think  have  been  a great  help.  Again,  my  career  in  psychiatry 
spans  this  era,  so  that  I saw  these  as  they  came  in. 
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Now,  there  is  sort  of  a two-step  process  there,  I think.  The  drug 
may  make  the  person  somewhat  more  lucid,  somewhat  more  accessible 
to  other  forms  of  treatment,  and  it  is  possible  to  run  a hospital  entirely 
differently  than  we  used  to.  We  can  run  it  now  in  such  a way  that 
people  can  live  much  more  normal  kinds  of  lives,  even  within  the 
hospital,  so  that  the  impact  of  the  therapeutic  environment  can  be 
much  greatly  enhanced,  so  my  point  is  that  we  are  not  dealing  simpl}’ 
with  a drug  doing  the  whole  job. 

We  are  dealing  with  the  drug  making  it  possible  for  the  other 
treatment  order  to  help  more. 

Senator  Case.  Is  there  any  physical  change  in  the  body  related  to 
mental  illness  ? 

Dr.  Gibson.  There  are,  of  course,  a certain  number  of  clearly  iden- 
tified organic  conditions,  some  of  them  associated  with  aging  and 
certain  others.  These  have  been  known  for  a number  of  years.  With 
the  major  severe  psychotic  reactions,  as  we  call  them — that  is,  the  so- 
called  schizophrenic  reactions  and  rhembasmus  depression  reactions — 
there  has  long  been  a belief  that  there  is  some  biochemical  interrela- 
tionship and  there  continues  to  be  a great  deal  of  emphasis  and  study 
on  this  and  I think  that  most  psychiatrists  believe  that  there  are  some 
biochemical  factors  that  may  very  well  be  inborne  or  of  a constitu- 
tional nature,  there  may  be  complex  interrelationships,  and  that  these 
probably  tend  to  make  a person  more  susceptible  to  the  development 
of  this  type  of  illness. 

I don’t  think  that  you  w^ould  find  many  psychiatrists  or  people  in 
the  fields  of  biochemistry  w^ho  feel  that  the  entire  explanation  for  this 
is  going  to  lie  in  biochemistry.  If  one  were  to  make  an  analogy,  there 
is  a biochemical  basis  for  my  ability  to  speak  here,  but  oibviously  you 
cannot  explain  the  fact  that  I am  talking  English  and  my  vocaJbu- 
lary  and  everything  else  from  the  standpoint  of  my  genes  and  bio- 
chemistry. That  is  an  end  result  of  my  life  experience  and  a number 
of  other  factors  and  I think  that  most  psychiatrists  feel  that  this  is 
ultimately  going  to  be  shown  to  be  tiaie  of  all  mental  illness,  too, 
but  we  may  find  that  there  is  a vulnerability  that  can  be  corrected 
hopefully  if  the  biochemical  sources  are  determined. 

Senator  Case.  It  is  a fascinating  subject^  and  I should  not  hold 
you  any  longer,  but  anyone  who  has  experienced  this  problem  and 
the  people  who  are  close  to  the  problem,  know  how  much  of  a prob- 
lem it  is.  It  is  a national  problem  and  sometimes  I have  wondered 
whether  patients  are  ever  completely  cured. 

I think  you  were  quite  right  that  it  helps  a person  who  lives 
somewhat  more  normally  than  he  otherwise  would,  and  again  there 
is  the  question  of  defining  what  is  normal,  and  I think  we  better  stay 
away  from  that. 

Thank  you  very  much.  Doctor. 

Dr.  Gibson.  Thank  you,  sir. 

statement  of  william  f.  benedict,  executive  director,  social  hygiene 
SOCIETY  of  metropolitan  WASHINGTON,  D.C. 

Senator  Case.  The  subcommittee  has  received  a written  statement 
from  the  Social  Hygiene  Society  of  Metropolitan  Washington  which 
will  be  included  in  the  record  with  a letter  ..from  Mr.  William  F. 
Benedict. 

(The  letter  and  statement  follow :) 
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Honorable  Warren  G.  Magnuson 
Chairman,  Sub-committee  on  Labor- 
Health  Education  and  Welfare 
Room  1108  New  Senate  Office  Building 
Washington,  D.C, 

Dear  Senator! 

We  have  the  notice  of  date  and  time  of  non-departmental 
witnesses  who  have  requested  to  appear  before  your  committee 
to  testify  on  the  fiscal  1972  budget  needs. 

Our  interest  is  directed  principally  to  the  urgency  of 
adequate  appropriations  for  venereal  disease,  research,  treat- 
ment and  control  and  that  sums  be  specifically  assigned  to 
venereal  disease  control. 

Because  we  will  be  unable  to  have  a personal  represent- 
ative present  on  the  scheduled  date,  Jiily  7,  1971  we  would 
appreciate  having  our  written  statement  part  of  the  record. 

Sincerely, 

3. 

V/illiam  F.  Benedict 

Ebcecutive  Director 


FREDDIE  L.  WILT 
JIM  F.  YOUNG 


WFB/mhk 
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Honorable  Warren  G*  Magnuson  and 
Members  of  the  on 

Labor-Health -^Iducation  and  Welfare 

The  Board  of  Directors  of  the  Social  Hygiene  Society  of 
Metropolitan  Washington  is  very  much  concerned  that  at  a critical 
time  in  our  Nation’s  history  inadequate  financial  support  has  been 
provided  for  venereal  disease  prevention  and  control  while  rates 
are  rising  and  gonorrhea  is  literally  out  of  control,  personnel 
in  the  national,  state  and  local  programs  are  being  drastically 
cut  back. 

It  appears  that  total  federal  funds  provided  for  venereal 
disease  control  in  fiscal  1971  amounted  to  12.1  million  dollars. 

It  is  understood  that  in  an  analysis  of  the  1972  budget  there  is 
provided  an  estimate  of  only  12,2  million  dollars  for  venereal 
disease.  It  is  the  contention  of  my  agency  as  well  as  that  of 
many  professionals  working  in  the  field  of  venereal  disease  pre- 
vention and  control  that  this  amount  is  grossly  inadequate  and 
that  had  federal  funds  for  venereal  disease  control  had  not  been 
cut  in  the  1950’ s when  significant  gains  were  being  recorded  we 
would  not  be  faced  with  the  necessity  to  greatly  increase  fianding 
in  order  to  produce  meaningful  advances  today. 

In  a recent  declaration  the  American  Social  Health  Association 
stated  that  the  minimum  requirements  demanded  23  million  800 
thousand  dollars  for  venereal  disease  control  and  urged  greater 
efforts  in  research  and  education.  The  Social  Hygiene  Society  of 
Metropolitan  Washington  supports  this  estimate  of  the  needs. 

We  devote  our  private  voluntary  efforts  and  funds  to  education 
and  guidance  as  a preventive  facet  of  venereal  disease  control, 

V/e  believe  that  education  and  guidance  can  prove  of  significant 
value  in  directing  focus  on  the  venereal  disease  problem  and  that 
an  informed  public,  properly  motivated  provides  a powerful  force. 
Witness  anti-pollution  and  the  mass  emotional  concern  about 
pollution  of  rivers,  air,  sea  and  soilUl  We  might  add  blood 
pollution  to  this  list  and  shake  up  the  apathy  of  the  public  on 
the  subject  of  venereal  disease. 

Dr,  Arnold  L,  Schroeter,  Chief  of  Clinical  Research  at 
Venereal  Disease  Unit  in  Atlanta  estimates  that  of  all  women 
with  gonorrhea  show  no  symptoms,  Mr.  Chairman  these  untreated 
women  provide  a great  reseVoir  of  infection.  Other  studies  are 
now  indicating  that  25%  of  women  treated  for  gonorrhea,  presumably 
adequately,  are  revealing,  upon  return  for  checkup,  a positive 
culture.  Experience  is  indicating  resistant  strains  are  emerging 
demanding  greatly  increased  dosages  of  the  antibiotics. 

The  public  needs  to  be  aware  of  these  facts  and  yet  little 
or  nothing  is  provided  in  the  venereal  disease  budget  for  a vast 
education  and  information  program. 

The  American  Social  Health  Association  reports  20,186  cases 
of  infectious  syphilis  in  fiscal  year  1970,  an  increase  over  1969 
by  8,1%  or  a rate  increase  of  10,0  cases  per  100,000  population. 
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The  number  of  cases  of  gonorrhea  increased  from  494,227  to 
573,200 — 16%  increase  or  a rate  of  285.2  cases  per  100,000. 

These  are  reported  cases.  The  actual  number  of  gonorrhea  cases 
in  the  nation  is  estimated  at  close  to  2,000,000  and  -g-  million 
of  these  are  teenagers. 

In  the  District  of  Columbia  the  rates  for  syphilis  and  gonorrhea 
was  among  the  highest  of  cities  having  a population  of  100,000  CP 
more  during  1970,  fiscal  year.  In  infectious  syphilis  we  had  the 
fifth  highest  rate  and  third  with  gonorrhea. 

We  have  had  great  difficulty  in  ascertaining  accurate  budget 
figures  from  official  documents,  but  we  are  aware  that  there  is 
a statutory  to  make  appropriations  for  VD  under  three  laws; 

1,  Section  311  of  Public  Health  Service  Act  for  which  we  understand 
a request  of  5.9  million  dollars  is  sought  for  operation  of  C.D.C. 
and  to  assist  Public  Health  Service  Personnel  in  various  Health 
Departments, 

2,  Section  314  (e)  Public  Health  Service  Act  as  ammended  by 
P.L,  91-515  for  grants  to  both  nonD-»profit  and  public  bodies  for 
Health  Services.  Dr.  Sencer  stated  that  the  1970  budget  provided 
7,2  million  in  grant  funds  to  states  and  local  health  departments 
for  syphilis  control,  but  there  were  no  grant  f\inds  specifically 
for  the  control  of  gonorrhea,  and  the  most  recent; 

3,  Section  317  of  Public  Health  Service  Act  which  enables  the 
Secretary  of  HEW  to  make  grants  to  States  for  communicable  disease 
control. 

We  have  a particular  interest  in  314  (e)  because  of  its 
provisions  for  grants  to  non-profit  agencies.  We  have  discovered 
that  private  agencies  are  capable  of  establishing  a rapport  with 
youth  that  cannot  be  accomplished  in  Public  Health  Facilities, 

The  Washington  Free  Clinic  can  be  cited  as  an  escample, 

Bruce  Webster,  M.D.,  President  of  the  American  Social  Health 
Association  and  Chairman  of  the  National  Commission  on  Venereal 
Disease  Committee  has  recommended  an  appropriation  of  23,865,000 
dollars  in  federal  funds  for  VD  control  in  fiscal  1972,  We  do 
not  know  how  much  the  administration  is  seeking,  but  we  feel  that 
if  this  amount  is  made  available  more  effective  VD  prevention 
programs  could  be  conducted  in  our  area.  The  District *s  Health 
Services  Division  has  approximately  25  people  in  VD  prevention 
and  control  with  only  one  person  devoting  fulltime  to  prevention 
through  education.  Northern  Virginia,  Prince  George’s  and 
Montgomery  Coimties  in  Maryland  do  not  even  have  one  fulltime 
person  for  educational  services  on  VD, 

Mr,  Chairman,  we  thank  you  for  allowing  this  presentation 
to  be  made  and  it  is  our  desire  for  it  to  become  a part  of  the 
official  record. 
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STATEMENT  OF  DR.  ALBERT  STUNKARD,  AMERICAN  PSYCHIATRIC 
ASSOCIATION 

PREPARED  STATEMENT 

Senator  Case.  Dr.  Stunkard. 

Dr.  Stunkard.  I am  Dr.  Albert  Stunkard,  chairman  of  the  depart- 
ment of  psychiatry,  University  of  Pennsylvania.  I am  representing 
the  American  Psychiatric  Association  in  this  testimony  this  morning. 

I would  like  to  start  by  thanking  the  Senator  for  his  concern  with 
the  issue  of  mental  health.  I would  also  like  to  apologize  for  the  testi- 
mony. I had  not  realized  the  10-minute  length  was  in  effect. 

Senator  Case.  That  isn’t  a law  that  can’t  be  changed.  We  are  trying 
to  preserve  time,  but  anything  you  put  in  the  record  will  be  carefully 
studied  as  well  as  anything  you  say. 

Dr.  Stunkard.  I have  been  doing  some  quick  revisions,  but  what  I 
will  be  saying  may  not  follow  the  testimony. 

Senator  Case.  It  does  not  have  to.  It  can  go  in  the  record  separately 
and  in  full  and  you  can  proceed  as  you  like. 

(The  statement  follows:) 


1783 


- TESTIMONY 

SUBMITTED  ON  BEH/iLF  OF  THE  A-MERICAN  PSYCHIATRIC  ASSOCIATION 
ON  PSYCHIATRIC  RESIDENCY  TPJilNlNG  FUNDS 

JULY  8,  1971 

The  FY  1972  Budget  proposes  a 6.7  nillion  dollar  cut  in  NIMH  support  for  psych- 
iatric training,  the  first  step  in  tlie  eliujination,  over  a period  of  three  years,  of 
the  current  3A  million  dollar  program. 

The  impact  of  these  cuts,  if  enacted,  would  cripple  our  mental  health  capabil- 
ity at  a time  of  desperate  and  growing  need.  This  response  to  the  challenge  of  men- 
tal disorder  contrasts  dramatically  with  an  earlier  one.  In  1946  the  challenge  was 
the  vast  scope  of  psychiatric  problems  v;hich  came  to  light  during  the  v;ar  years.  At 
that  time,  half-a-million  persons  were  confined  in  mental  hospitals  and  more  than 
one  out  of  every  tw’o  hospital  beds  in  the  country \-ere  devoted  to  the  care  of  the 
mentally  ill.  - Three  thousand  poorly  trained  psychiatrists  w’ere  falling 

further  and  further  behind  and  the  numbers  of  mentally  ill  confined  in  hospitals 
rose  steadily. 

The  enlightened  response  of  the  Congress  v;as  the  establishment  of  the  National 
Institute  of  Mental  Health  wiiich  promptly  undertook  a three-fold  program  of  training, 
research'and  patient  care.  This  far-sighted  program  has  paid  off  handsomely.  It 
has  transformed  the  fields  of  psychiatry  and  m.ental  health.  It  has  inc-reased  the 
number  of  psychiatrists  from  3,000  in  1946  to  25,000  today.  And  it  has  had  a dramat- 
ic impact  upon  the  problem  of  mental  illness. 

As  you  v;ill  note  from  the  attached  chart,  the  number  of  patients  confined  in 
mental  hospitals  had  been  increasing  by  a figure  of  from  one  to  two  percent  annually 
for  many  years.  In  1955  there  was  a historical  turning  point' when  the  patient  popu- 
lation had  reached  559,000.  The  following  year,  for  the  first  time,  the^  number  of 
patients  in  mental  hospitals  did  not  increase  and,  in  fact,  declined.  This  decline 
has  cont„inucd  dur:^ng  each  of  the  succeeding  years.  By  1970  the  patient  population’ 
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had  fallen  to  339,000.  This  decrease  in  hospitalized  patients  is  the  more  remarkable 
in  that  it  has  occurred  in  the  face  of  the  continuing  rapid  increase  in  the  popula- 
tion at  large  and,  thus,  in  the  population  at  risk  of  suffering  mental  illness.  As 
the  figure  shows,  the  real  extent  of  the  achievement  in  reducing  the  number  of  hos- 
pitalized mentally  ill  is  conveyed  not  alone  by  comparison  with  the  1955  peak  of 
559,000,  but  perhaps  even  more  meaningfully,  with  a figure  of  755,000  which  x^ould 
have  been  reached  by  1970  had  the  earlier  rate  of  growth  continued. 

The  economic  benefits  are  striking;  (1)  the  saving  of  six  billion  dollars  in 
hospital  construction  costs,  (2)  the  saving  of  over  six  billion  dollars  in  patient 
care  costs,  (3)  a vast  increase  in  the  productivity  of  persons  who  formerly  would 
have  been  totally  removed  from  the  labor  market. 

This  reduction  in  the  number  of  patients  in  hospitals  does  not  tell  the  v;hole 
story  of  modern  psychiatry.  For  the  reduction  was  achieved  not  alone  by  improve- 
ments in  care  within  the  hospitals.  The  community  mental  health  centers  in  partic- 
ular have  pioneered  in  keeping  people  out  of  hospitals  by  early  diagnosis  and  treat- 
ment, and  preventing  readmission  by  vigorous  aftercare  programs. 

It  would  be  reassuring  if  these  remarkable  improvements  in  the  care  of  the 
mentally  ill  had  ended  the  need  for  psychiatry.  Unfortunately,  this  is  not  the  case. 
The  339,000  patients  wno  remain  in  hospitals  are  precisely  those  who  have  been  the 
most  resistant  to  treatment.  Furthermore,  our  nation  is  facing  an  epidemic  of  new 
forms  of  mental  disorder  and  a vast  increase  in  some  of  the  older  ones.  Let  us  con- 
sider the  challenge  posed  by  tiie  addictive  diseases  alone.  Just  as  we  Ignored  men- 
tal Illness,  so  have  we  Ignored  alcoholism,  and  only  now  is  the  extent  of  this  dis- 
order becoming  apparent: 

There  are  nine  mi] lion  alcoholics  in  the  country  today. 

Alcohol  is  responsible  for  over  two  million  arrests  per  year  for  public  intoxi- 
cation, disorderly  conduct  and  vagrancy.  This  is  45Z  of  all  arrests. 

One  half  of  all  homicides  and  one-third  of  all  suicides  are  alcohol-related. 
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Fifty  percent  of  the 


56,000  traffic  fatalities  each  year  involve  alcohol. 


The  cost  to  Industry  alone  is  four  billion  dollars  a year,  simply  from  the 
loss  of  productivity  caused  by  alcoholism. 


Consider  now  heroin  addiction: 

There  are  a at  least  250,000  heroin  addicts  in  the  country  and  the  number  is 
growing  rapidly. 

Addiction  afflicts  predominately  the  young,  who,  if  they  do  not  die  of  their 
addiction,  have  long  lives  as  addicts  before  them.  The  Administration  itself 
reports  30-  AO, 000  addicts  out  of  250,000  troops  in  Viet  Nam  alone. 

Heroin  has  become  the  leading  cause  of  death  between  the  ages  of  15  and  35  in 
our  larger  cities. 

Half  of  all  crime  in  our  cities  is  now  committed  by  addicts.  Conservative 
estimates  place  the  value  of  goods  stolen  by  addicts  during  the  past  year  at 
over  three  billion  dollars. 

At  most,  only  10%  of  addicts  are  now  receiving  treatment.  Yet  methadone 
maintenance  therapy,  at  a cost  of  $1,000  per  addict  per  year,  can  remove  most 
addicts  from  a life  of  crime  and  return  them  to  gainful  employment. 

Without  energetic  new  programs  heroin  addiction  will  continue  its  explosive 
grovjth,  in  part  because  of  a unique  feature  of  the  disease.  Addiction  is  the 
only  condition  in  whicn  the  victim  actively  seeks  to  spread  his  disease — by 
selling  drugs  to  support  his  habit. 

There  are  at  least  twice  as  many  non-narcotic  drug  abusers  - half  a million  - 
as  heroin  addicts.  We  have  little  knowledge  of  the  long-term  effects  of  LSD, 
amphetamines,  barbiturates,  and  hashish,  but  we  suspect  that  they  are  highly 
unfavorable . 

The  economic  and  social  costs  of  the  addictive  diseases  alone  are  truly  stag- 
gering. .And  as  in  19A6,  v;ithout  vigorous  new  programs  we  will  fall  further  and  fur- 
ther behind. 

It  is  at  this  time,  which  the  Administration  itself  calls  a "crisis  in  health 
care,"  that  it  proposes  to  cripple  our  mental  health  capability.  And  the  proposed 
elimination  of  Federal  support  for  psychiatric  training  will  do  just  that.  It  will 
cut  the  number  of  psychiatrists  in  training  by  36  percent,  from  4,273  to  2,427. 

Most  of  this  reduction  will  be  in  the  training  programs  of  the  medical  schools, 
whose  output  of  psychiatrists  will  be  cut  by  50%.  The  graduates  of  the  medical  school 
programs  are  mostly  American,  while  most  of  the  foreign  medical  graduates  are  trained 
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in  mental  hospitals.  The  dramatic  decrease  in  quantity  of  psychiatrists  will  thus 
be  matched  by  an  equally  dramatic  change  in  the  character  of  /unerican  psychiatry  as 
it  becomes  increasingly  the  province  of  foreign  medical  graduates.  This  change  will 
further  damage  a field  which  relies  so  heavily  upon  communication  between  doctor  and 
patient. 

Services  for  the  poor  would  suffer  radical  reduction,  since  so  many  of  these 
services  are  performed  by  the  medical  school  programs. 

The  community  mental  health  centers  will  flounder  for  lack  of  psychiatrists, 
and  the  patients  they  are  nov;  treating  in  the  community  will  flood  back  into  the 
hospitals,  escalating  costs  and  compounding  misery. 

V/Iiy,  in  this  crisis  in  health  care,  has  the  Administration  proposed  this  reck- 
less course?  The  operations  researchers  in -the  Office  of  Management  and  Budget  who 
initiated  it,  admit  that  psychiatry  will  be  badly  hurt.  They  defend  their  course 
by  three  arguments . 

1 . The  Federal  government  is  planning  to  s upport  medical  schools  with  an  al- 
location of  $6.000  ner  graduate  per  year.  We  applaud  this  plan  and  wish 
it  well.  It  deals  i.’ith  the  education  of  medical  students,  hov/ever,  and 
has  nothing  to  do  with  the  training  of  psyc’.iiatrists . 

2 . Physicians  have  used  Federally-supported  training  to  become  psychiatrists 
and  no  into  private  practice  ■’here  they  pet  rich.  Th*e  facts  are  that  psy- 
chiatrists devote  more  time  to  public  service  than  do  the  practitioners  of 
any  other  medical  specialty.  Fifty-eight  percent  of  the  time  of  all  psy- 
chiatrists is  spent  in  institutional  practice,  cor.U)ared  to  only  42%  in 

• private  practice.  Furtiierm.ore , psychiatry  shares  with  pediatrics  the  dis- 
tinction of  being  the  lowest  paid  of  all  micdical  specialties.  If  a phy- 
sician wanted  to  make  money,  he  would  not  choose  psychiatry  I Finally,  by 
the  0MB 's  logic,  no  part  of  medical  training  should  have  puolic  subsidy, 
since  the  majority  of  physicians  go  into  private  practice. 

3.  The  Federal  government  does  not  support  the  training  of  specialists  other 
than  psychiatrists.  In  tlie  first  place,  tiiis  assertion  is  wrong.  The 
proposed  NIH  budget  for  FY  1972  contains  152  million  dollars  for  a variety 
of  training  purposes  for  specialties  other  tlian  psychiatry. 


The  compelling  reason  for  continuing  Federal  support  of  psychiatric  training, 
however,  is  the  very  real  savings  which  it  has  brought  our  health  care  system,  and 
the  promise  of  even  greater  savings  in  the  future.  For  psyclilatry  is  the  leader  in 
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the  move  from  high-cost  treatment  in  hospitals  to  low-cost  treatment  in  ambulatory 
care  facilities. 

Other  medical  specialties  still  carry  out  training  mainly  in  hospital  bed  fac- 
ilities, accustoming  their  graduates  to  use  such  facilities  and  thus  to  escalate  the 
costs  of  medical  care.  Psychiatrists,  on  the  other  hand,  largely  because  of  Federal 
support,  have  been  able  to  take  a major  part  of  their  training  in  ambulatory  care 
facilities,  spending  two  out  of  three  years  of  their  training  in  clinics,  community 
mental  health  centers  and  other  programs  outside  the  hospital.  Thus  trained,  they 
have  provided  leadership  for  the  development  of  innovative  low-cost  methods  of  treat- 
ment in  the  community,  notably  in  the  community  mental  health  centers. 

Precisely  because  of  this  progressive  and  pioneering  approach,  psychiatry  would 
be  damaged  severely  by  the  proposed  budget  cuts.  For  they  would  make  it  neces- 

sary to  return  their  training  to  hospital  beds,  as  other  specialties  do,  to  finance 
training,  and  would  eliminate  any  further  training  in  the  community.  And  even  this 
unhappy  course  could  not  prevent  the  decimation  of  the  programs.  It  would  be  ironic 
indeed,  if,  in  the  search  for  minor  economies,  one  of  the  most  forward-looking  areas 
in  medicine  were  to  be  crippled  at  a time  when  it  is  needed  most.  The  costs  to  our 
economy  and  to  our  country  could  be  dsvasating. 

We  respectfully  request  that  Federal  support  for  psychiatric  training  be 
continued. 

//  //  //  //  //  // 
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SUMMARY  AMD  CONCLUSIONS 


During  April-May  1971,  the  Division  of  Manpovjer  Research  and  Development 
of  the  American  Psychiatric  Association  completed  a nationwide  FY  1971  U.S. 

CENSUS  OF  FISC/\L  SUPPORT  FOR  PSYCHIATRIC  PJ-SIDENCY  TPvAINING.  All  260  Psychia- 
tric Training  Programs  accredited  by  the  Al-IA  and  the  American  Board  of 
Psychiatry  and  NeuroJ.ogy  (/VBPN)  were  asked  to  provide  specific  data  on  the 
dollar-value  of  fiscal  support  for:  (1)  stipends  provided  to  psychiatric 

residents,  and  (2)  associated  teaching  costs  of  psychiatric  residency  training 
(e.g.  faculty  salaries,  equipment  and  supplies  to  expand  department  capabilities 
for  psychiatric  training) . Each  training  center  was  asked  to  indicate  the 
dollar  amounts  provided  for  the  above  two  purposes  by  source.  The  following 
sources  of  fiscal  support  v;ere  included  in  the  Census  data-collection : (1)  NIMH; 

(2)  State  Government;  (3)  Medical  School  (4)  Hospital  and/or  Clinic  Payments; 

(5)  Physician  Contributions;  (6)  County  and/or  Municipal  Government;  (7)  Other 
Federal  Government  (e.g.  \'A,  DOD,  HEW,  etc.);  (8)  Other  Non-Federal  Sources 
(Public  or  Private) . 

Some  239  out  of  the  260  A2-IA-ABPN  accredited  programs  (92%)  provided  usable 
data  for  reporting  Census  results.  These'  239  training  programs  can  be  categor- 


ized  as  follows: 

TYPE  OF,  SPONSORSHIP 

//  OF 

PR0GPv.\!lS 

% OF  ALL  PR0GR.-Y-IS 
REPORTING 

1. 

Medical-Scliool-Based  Training  Programs 

82 

34 

% 

2. 

State-Hospital-Based  Training  Programs 

57 

24 

% 

3. 

Private-Hospital-and/or-Clinic-Based 
Training  Programs 

38 

16 

% 

A. 

Coun t y- and /o r-Munic ip al -Based  Training 
Programs 

15 

6 

% 

5. 

Miscellancous-and-Unclassified-By- 
Spons 0 r sh i p-T rain in g-Prog rams 

A7 

20 

% 

TOTALS 

239 

100 

% 

A brief  overview  of  the  results  of  this  FY  1971  CENSUS  OF  FISCAL  SUPPORT 
FOR  PSYCHIATRIC  PJlSIDENCY  TRAINING  is  as  follows: 

The  total  nationwide  fiscal  support  from  all  sources  for  psychiatric 
residency  training  programs  during  FY  1971  anouiited  to  approximately  $100,000,000. 
State  and  local  r.ovornr.'.onts  co;nbinod  v.’itn  the  private  sector  of  t!ie  economy  (as 
reprosentt^d  by  physician  con  t r ibu.ti  orcS  , medical  school  aid  to  their  own  psyciiiatry 
departments,  foundations,  and  private  voluntary  hea]  t'n  agencies)  contributed  61% 
of  this  support.  The  Federal  Goverir.nen t provides  34%  of  all  fiscal  support  tor 
psycliiatric  residency  training  via  NiMH  and  another  3%  via  other  Federal  programs 
(e.g.  YA,  DOD,  HEW,  etc.).  ^ 
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Stipend  support  provided  directly  to  the  4275  psychiatric  residents  in 
training,  amounted  to  approximately  $49,000,000  while  approximately  $51,000,000 
werfe  devoted  to  fiscal  support  of  associated  teaching  costs.  The  average 
dollar-value  of  stipend  support  provided  to  each  psychiatric  resident  in  training 
was  $11,500.  An  additional  $12,000  per  student  was  the  average  for  associated 
teaching  costs.  Thus  the  total  investment  per  student  during  FY  1971  was 
approximately  $23,500. 

Medical-school-based  psychiatric  residency  training  programs,  while 
accounting  for  only  1/3  of  the  accredited  training  programs  (34%)  trained  slightly 
more  than  1/2  of  all  the  students  (54%) . These  programs  receive  about  1/2  of  the 
nationv/ide  fiscal  support  for  stipends  (51%)  and  more  than  2/3rds  of  the  national 
fiscal  support  for  associated  teaching  costs  (70%)  . Overall  total  fiscal  support 
for  medical  school  programs  amounted  to  3/5  of  all  the  m.onies  spent  throughout 
the  nation  for  psychiatric  residency  training  (61%) . 

By  contrast,  state-hospital-based  training  programs,  which  comprise  1/4  of 
all  accredited  training  programs  (24%)  train  about  1/5  of  the  students  (18%)  . 

These  programs  receive  about  1/5  of  all  national  support  for  resident  stipends 
(22%)  and  about  1/20  of  all  associated  teaching  costs  support  money  (6%)  . Over- 
all fiscal  support  for  state-hospital  based  programs  amounted  to  about  1/8  of 
all  monies  spent  nationwide  in  FY  1971  for  psychiatric  residency  training  (13%)  . 

The  NATIONAL  INSTITUTE  OF  MENTAL  HEALTH  (NIMTi)  with  its  FY  1971  Budget  of 
$34,000,000  is  the  largest  single  source  of  fiscal  support  for  psychiatric 
training  in  the  country  (34%  of  total  national  fiscal  support  for  psychiatric 
training)  . NIIEI  accounted  for  about  2/5  of  all  support  nationally  for  psychiatric 
resident  stipends  (39%)  and  about  3/10  of  all  support  nationally  for  associated 
teaching  costs  (29%)  . 

Also,  the  oveTo-.’helming  majority  of  all  accredited  residency  training  programs 
(79%)  depend  on  NIMH  for  some,  OR  ALL,  of  their  fiscal  resources  for  psychiatric 
residency  training. 

However,  there  are  important  differences  between  the  various  types  of  train- 
ing programs  with  respect  to  the  dependence  on  NIMii  for  fiscal  support.  That  is, 
all  (100%)  of  the  medical-s choel-bnsed  -^svehi  atric  rcsicencv  procrams  depend  upon 
NIMH  for  some  or  all  of  their  iiseni  supmert.  Only  about  1/2  of  the  state-hospital 
based  program.s  depend  upon  NIMH  (54%).  Further,  medical-school  based  program’s 
depend  upon  NIMH  for  about  2/5  of  their  total  support  (39%).  State-hospital-based 
programs  look  to  NIMH  for  about  1/8  of  their  total  support  (14%) . Medical-school- 
based  program.s  depend  upon  NI'21  for  abo’ut  1/2  of  their  resources  for  psychiatric 
resident  stipends  (49%).  Stnte-hospitaJ -based  programs  loolc  to  NIMH  for  about  1/8 
of  their  stipend  support  (14%).  Medical-sc'nooJ.-based  programs  receive  1/3  of  their 
support  for  associated  teaciiing  costs  of  psychiatric  residency  training  from 
NIMH  (33%).  S tatc-hospital-based  programs  receive  about  1/6  of  their  support  for 
associated  teaching  costs  from  NIMH  (16%)  . 

Given  the  pre-eminent  position  of  NIMH  .as  a source  of  fiscal  support  for 
psychiatric  training  throughout  the  United  States,  it  follows  inexorably  that 
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if,  as  has  been  propo^r^d  by  the  Executive  Branch  ot  the  Federal  Government, 

NIMH  fiscal  support  j -psychiatric  residency  training  is  to  be  "phased  out," 
such  action  v;ould  ha\  a catastrophic  effect  on  psychiatric  residency  training 
throughout  the  count?  y. 

The  concrete  ef^'ects  of  this  action  on  the  part  of  the  Executive  Branch  of 
the  Federal  Government,  according  to  our  best  informed  judgment,  would  be  as 
follows:  More  than  1/3  of  all  psychiatric  resident  positions  throughout  the 

country  would  be  lost  (36%).  Specifically  this  amounts  to  1528  positions  out 
of  the  current  pool  of  4275  psychiatric  resident.s  in  training.  Nor  v;ill  the 
results  of  tliis  action  be  evenly  distributed  ac'ross  all  training  programs. 
Medical-school-based  programs,  given  their  heavy  dependence  upon  NIMH  for  fiscal 
support  (see  above) , will  lose  1/2  of  their  psychiatric  residents  (46%)  while 
the  less-v;ell-NIMH-supported-state-hospital-based  programs  expect  to  lose  only 
13%  of  their  psychiatric  residents. 

Thus,  the  programs  of  highest  quality  in  the  university  medical  centers 
where  the  best  American  m.edical  school  graduates  enter  psychiatry  as  a medical 
speciality  vjill  be  effectively  dismembered  while  the  nation  is  left  with  the 
poorest  training  centers,  remote  from  urban  facilities,  staffed  predominately 
by  foreign  medical  graduates,  many  of  v’hom  have  difficulty  speaking  English 
to  say  nothing  of  the  quality  of  their  medical  training. 

Clearly,  psychiatry  as  a medical  speciality  will  lose  if  the  action  proposed 
by  the  Executive  Branch  of  the  Federal  Governm.ent  is  sustained.  But  in  a tim.e 
when  the  Executive  Branch  is  proposing  and  Congress  is  passing,  legislation  to 
increase  the  nation’s  poc.l  of  licensed  phyn:  ci  nn.s  by  50,000  (15,000  of  v’b.ich  are 
supposed  to  be  psychiatrists)  . . . the  nation’s  citizens  vfno  require  psychiatric 

services  and  the  taxpayers  whose  prior  investment  will  be  dissolved,  will  be  the 
ultimate  losers. 
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manpower,  research  and  psychiatry 

Dr.  Stunkard.  I would  like  to  speak  to  the  manpower  issue  and 
second  the  issue  of  research  and  psychiatry.  There  is  one  aspect  of 
the  manpower  issue  that  represents  emergency  really  and  this  is  the 
proposal  in  fiscal  1972  budget  to  eliminate  $6.7  million  for  support  for 
psychiatric  training  which  is  the  first  step  in  elimination  over  a period 
of  3 years  of  the  current  $34  million  program. 

The  impact  of  these  cuts,  if  enacted,  will  cripple  our  mental  health 
capability  at  a time  of  desperate  and  growing  need.  This  response  to 
the  challenge  of  mental  disorder  contrasts  dramatically  with  an 
earlier  one.  In  1946,  the  challenge  was  a vast  scope  of  psychiatric 
problems  which  came  to  light  during  the/^r  years. 

At  that  time  half  a million  persons  wero^nfined  to  mental  hospitals 
and  one  out  of  every  two  hospital  beds  in  the  country  was  devoted  to 
mentally  ill.  We  are  falling  further  and  further  behind  and  the  number 
of  mentally  ill  confined  to  hospitals  rose  steadily. 

The  response  of  Congress  was  establishment  of  the  National  Institute 
of  Mental  Health,  which  undertook  threefold  program  of  training, 
research,  and  patient  care.  This  program  has  paid  off  handsomely. 
During  the  past  few  weeks,  a group  of  research  workers  at  the  Uni- 
versity of  Pennsylvania  have  been  working  with  me  in  trying  to 
document  some  of  the  qualitative  statements  which  Dr.  Gibson  made 
to  you  about  the  changes  in  the  occupancy  of  mental  hospitals  and  to 
try  to  come  up  with  some  kind  of  dollar  figure  to  answer  the  question 
you  were  raising  about  costs.  On  this  chart  here  I have  summarized 
this  material. 

On  this  axis  are  the  years  for  1950  to  1973.  On  this  axis  we  have  the 
number  of  patients  confined  in  mental  hospitals  over  this  period.  As 
I mentioned,  in  1950  there  were  500,000  persons  confined  in  mental 
hospitals. 

Senator  Case.  Public  and  private  ? 

Dr.  Stunkard.  Public  and  private,  but  primarily  public.  Only  15,000 
of  these  were  in  private  mental  hospitals.  The  others  were  public. 
This  number  has  been  increasing  at  the  rate  of  1 to  3 percent  per  year 
for  the  previous  50  years  so  this  graph  can  be  extrapolated  way  back 
here. 

In  1955,  as  a result  of  new^  treatments  and  new  programs  initiated 
by  the  National  Institute  of  Mental  Health,  there  was  a dramatic  turn- 
ing  point  when  the  population  in  the  mental  hospitals  of  the  Nation 
had  reached  559,000.  This  Avas  the  year  in  which  the  tranquilizers 
were  introduced  in  large  measure  into  the  hospitals  and  this  change  in 
the  curve  probably  can  be  attributed  primarily  to  the  introduction 
of  chemotherapy  in  the  hospitals. 

As  you  will  note,  this  slow  decline  has  accelerated  and  it  is  the  im- 
pression of  workers  in  the  field  that  this  acceleration  is  due  to  the 
adjunctive  measures  which  Dr.  Gibson  spoke  about,  that  is,  improved 
ameliortherapy  and  psychotherapy  which  has  been  put  on  top  of 
chemotherapy  which  resulted  in  this  dramatic  increase  so  that  by 
1970  the  population  had  fallen  to  339,000,  which  should  not  be  com- 
pared to  559,000  back  in  1955,  but  755,000  which  would  have  been  pres- 
ent in  hospitals  today  if  these  programs  had  not  been  put  into  effect. 

Now  on  the  vertical  axis  on  the  right,  we  have  tried  to  make  an 


1799 


estimate  of  the  cost  per  year  in  billions  of  dollars  in  1970  for  care  of 
patients  in  hospitals.  As  you  can  see,  in  contrast  to  $2  billion  a year 
in  1955,  we  are  down  to  $1.4  billion  a year  now  and  we  would  be 
spending  $3  billion  a year  if  the  former  rate  had  increased. 

Senator  Case.  How  does  that  appear  on  the  chart.  Doctor? 

Dr.  Stuxkard.  This  is  the  patient  care  costs,  which  here  are  $1.4 
billion  per  year  for  population  that  is  currently  in  the  hospitals.  Up 
here  755,000  patients  would  be  costing  $3  billion  a year  presently. 
So  we  have  current  savings  of  $1.6  billion  over  what  would  have  been 
present  had  these  changes  not  taken  place. 

That  is  just  a current  fiscal  year.  UTiat  we  have  put  in  this  hatched 
area  is  total  savings  estimated  over  the  period  since  the  programs 
went  into  effect.  This  comes  to  $6.8  billion  total  hospital  costs  that 
were  not,  hospitals  we  didn’t  have  to  build,  and  $6.1  billion  for  con- 
struction costs  and  $6.8  billion  are  per  diem  costs  for  patients  in  hos- 
pitals. We  have  subtracted  from  the  total  all  of  the  costs  of  construc- 
tion for  community  mental  health  centers  and  costs  of  care  of  patients 
in  the  community  mental  health  centers  so  these  represent  savings  of 
over  $12  billion  a year. 

This  speaks  to  some  of  the  questions  you  were  asking  about  the  very 
high  costs  of  this  care  which  are  beginning  to  be  contained. 

Senator  Case.  I am  very  much  obliged  for  that  chart. 

Why  do  we  hear  still  about  horrible  conditions  in  State  hospitals,  in 
view  of  the  smaller  nmnber  of  patients,  such  as  beds  lining  the  corri- 
dors and  24-hour  occupancy,  et  cetera  ? Afiiat  is  the  answer  there? 

Dr.  Stuxkard.  I think  there  are  still  State  hospitals  where  bad 
conditions  prevail.  They  are  considerably  better  than  they  were  back 
in  1950  when  the  changed  materials  were  coming  out  and  a number 
of  State  mental  hospitals  have  increased  considerably.  We  have  some 
research  programs  and  research  wards  that  are  quite  impressive. 

Senator  Case.  This  is  true,  isn’t  it,  that  some  States  have  increased 
in  population  much  more  rapidly  than  others  and  therefore  the  abso- 
lute number  of  patients  may  not  have  dropped  even  though  the  rela- 
tive number  might  have  in  a particular  State,  but  generally  these 
are  solid  facts? 

Dr.  Stuxkard.  These  are  quite  well  documented  figures  and  we 
spent  a lot  of  time  doing  the  cost  analyses  on  it  with  some  experts 
in  the  field  of  cost  benefit  analysis. 

Senator  Case.  Do  these  tranquilizers  have  any  bad  effects  ? 

Dr.  Stuxkard.  Well,  there  are  certain  ones,  long-term  use  of  one 
of  them,  Permasin,  does  result  in  problems  with  the  lens  of  the  eye 
and  with  pigmentation  in  the  skin.  This  occurs  after  a very  long 
period  of  use,  many  years,  and  it  is  partly  due  to  exposure  to  the  sun, 
so  now  that  we  know  about  it,  we  can  eliminate  it. 

Senator  Case.  It  doesn’t  have  any  disintegrating  physical  effects? 

Dr.  Stuxkard.  Yes ; in  very  high  dosage  they  produce  a picture  very 
much  like  that  of  Parkinson’s  disease  and  this  can  only  be  partly 
overcome  by  drugs  that  take  that  into  account.  But  by  and  large,  I 
think  the  benefits  considerably  outweigh  the  disadvantages. 

Senator  Case.  Thank  you  very  much  indeed. 

Dr.  Stuxkard.  It  would  be  reassuring  if  these  remarkable  improve- 
ments in  the  care  of  mentally  ill  had  ended  the  need  for  psychiatry. 
Unfortunately,  this  is  not  the  case,  339,000  patients  who  remain  in 
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hospitals  are  precisely  those  that  have  been  the  most  resistant  to  treat- 
ment. 

Furthermore,  our  Nation  is  facing  an  epidemic  of  new  forms  of 
mental  disorders  and  vast  increases  in  some  of  the  older  ones.  Let  us 
consider  simply  the  challenge  posed  by  addictive  diseases. 

Just  as  we  ignored  mental  illness  so  long,  so  have  we  ignored  alcohol- 
ism and  only  now  is  the  extent  of  this  disorder  becoming  apparent. 
There  are  9 million  alcoholics  in  the  country  today.  Alcohol  is  re- 
sponsible for  over  2 million  arrests  per  year  for  public  intoxification, 
disorderly  conduct,  and  vagrancy,  which  is  45  percent  of  all  arrests. 
One-half  of  all  homicides  and  one-third  of  all  suicides  are  alcohol 
related. 

At  least  50  percent  of  the  56,000  traffic  fatalities  each  year  involve 
alcohol.  The  cost  to  industry  alone  has  been  estimated  at  $4  billion 
a year  simply  from  the  loss  of  productivity  caused  by  alcoholism. 

Consider  now  heroin  addiction.  There  are  at  least  250,000  heroin 
addicts  in  the  country  and  the  number  is  growing  rapidly.  I wrote 
this  some  time  ago.  I guess  most  of  this  is  pretty  common  knowledge 
by  now.  Addiction  afflicts  predominantly  the  young,  who,  if  they  do 
not  die  of  their  addiction,  have  long  lives  as  addicts  ahead  of  them.  I 
have  the  figure  of  25,000  addicts  in  Vietnam  and  I guess  this  is  open 
to  question  now  as  a result  of  some  of  the  newer  testing  procedures,  but 
at  any  rate,  there  are  an  awful  lot  of  them  over  there. 

Heroin  has  become  the  leading  cause  of  death  between  the  ages  of 

15  and  35  in  all  of  our  larger  cities. 

Senator  Case.  Would  you  say  that  again?  The  leading  cause  of 
death  ? 

Dr.  Stunkard.  The  leading  cause  of  death  between  ages  15  and  35 
in  our  larger  cities.  It  is  dramatic  to  look  at  figures  for  New  York  in 
the  last  year  and  this  has  happened  in  Philadelphia,  where  heroin 
deaths  used  to  run  in  New  York  20  to  30  per  year,  there  are  now  over 
1,000  per  year. 

Most  of  these  are  in  young  people. 

In  1970  figures  I think  something  like  850  of  New  York  deaths  are 
in  people  under  the  age  of  35  and,  as  you  know,  some  of  them.  15  and 

16  years  old. 

Senator  Case.  More  than  any  other  cause  ? 

Dr.  Stunkard.  Yes,  sir. 

Senator  Case.  Is  that  a direct  cause  of  death  ? 

Dr.  Stunkard.  These  are  direct  causes  of  death. 

Senator  Case.  How  does  it  operate  ? 

Dr.  Stunkard.  No  one  really  knows.  The  assumption  has  been  that 
these  are  overdoses  and  the  kind  of  conventional  wisdom  is  that  the 
quality  of  the  heroin  varies  a good  bit  as  it  is  bought  on  the  streets 
and  people  don’t  know  how  strong  it  is  and  so  they  inject  overdoses. 
There  is  a new  school  of  thought  that  this  may  not  be  the  case.  Par- 
ticularly some  of  the  older  addicts  are  very  cagey  about  injecting  very 
small  amounts  and  assessing  the  effect  before  they  inject  the  rest 
and  there  is  a consensus  now  that  many  of  these  deaths  may  be  hyper- 
sensitivity deaths. 

I was  just  talking  before  the  meeting  with  Lewis  Thomas,  who  is 
going  to  be  testifving  later  in  the  morning,  and  he  asked  me  if  I could 
bring  allergic  phenomena  into  our  testimony,  and  I said  I couldn’t 
but  this  is  one. 
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Senator  Case.  I didn’t  think  you  were  dragged  in  by  the  ears.  We  are 
really  concerned  about  it. 

Dr.  Stunkard.  It  is  a very  interesting  thing  because  if  so,  it  does 
give  us  some  way  of  getting  at  these  youth  deaths  which  are  now  reach- 
ing staggering  proportions. 

Senator  Case.  It  paralyzes  the  nervous  system?  How  does  it  take 
over? 

Dr.  Stunkard.  I don’t  know.  Somebody  may  know,  but  I don’t. 

Senator  Case.  That  is  all  right.  I don’t  know  anything  so  I can  ask 
anything,  you  see.  Please  go  ahead. 

Dr.  Stunkard.  Half  of  all  of  the  crime  in  our  cities  is  now  com- 
mitted by  addicts.  Conservative  estimates  placed  the  value  of  goods 
stolen  by  addicts  the  past  year  at  $3  million.  I think  there  is  a fasci- 
nating program  going  on  in  Washington  by  Dr.  Robert  DuPont,  where 
I spent  the  day  last  week  by  bringing  only  3,500  addicts  into  treatment 
out  of  an  estimated  16,000  to  20,000  in  the  District.  It  looks  very  much 
as  if  he  has  been  able  to  significantly  decrease  the  crime  rate  in  the  Dis- 
trict of  Columbia.  And  not  only  that,  but  this  crime  rate  was  going  up 
at  an  increasing  speed,  called  expediential  functions.  Expediential 
functions  are  extraordinarily  hard  to  reverse  and  he  has  dropped  this 
so  that  I don’t  think  he  was  aware  at  the  time  that  he  was  showing  me 
what  an  impressive  thing  he  has  done,  but  it  is  really  quite  impressive, 
so  these  methadone  programs  look  like  they  can  have  a significant 
impact. 

At  most  only  10  percent  of  the  addicts  are  now  receiving  any  kind 
of  treatment  and  yet  methadone  maintenance  therapy  at  a cost  of 
$1,000  per  addict  per  year  can  remove  a majority  of  addicts  from  a 
life  of  crime  and  return  them  to  gainful  employment. 

Without  energetic  new  programs,  heroin  addiction  will  continue  its 
explosive  growth,  epidemic  growth,  in  part  because  of  the  unique  fea- 
ture of  this  particular  disease  and  that  is  that  addiction  is  the  only 
disease  in  which  the  victim  actively  seeks  discredit  by  selling  drugs  to 
support  his  habit. 

In  an  ordinary  infectious  disease  the  victim  doesn’t  have  the  stake  in 
giving  somebody  else  heroin,  but  many  of  the  addicts  have  an  active 
stake  in  addicting  other  people  in  order  to  earn  money  to  support  their 
habit. 

In  addition  to  narcotic  addiction,  there  are  at  least  500,000  non- 
narcotic drug  users.  This  is  twice  as  many  as  heroin  addicts.  We  have 
very  little  knowledge  about  the  long-term  effect  of  LSD,  ampheta- 
mines, hashish,  et  cetera,  but  we  expect  they  are  highly  unfavorable. 
The  economic  and  social  costs  of  the  addictive  diseases  alone  are  stag- 
gering. And  as  in  1946,  without  vigorous  new  programs,  we  will  fall 
further  and  further  behind. 

It  is  at  this  time,  which  the  administration  itself  calls  a crisis  in 
health  care,  that  it  proposes  to  cripple  our  mental  health  capability. 
And  the  proposed  elimination  of  Federal  support  for  psychiatric 
training  will  do  precisely  that.  It  will  cut  the  number  of  psychiatrists 
in  training  by  36  percent,  from  4,200  to  2,400,  and  most  of  this  reduc- 
tion will  be  in  the  training  programs  of  the  medical  schools  because 
their  programs  will  be  cut  by  at  least  50  percent. 

The  graduates  of  medical  school  programs  are  primarily  Americans, 
while  most  of  the  f oreign  medical  graduates  are  trained  in  State  mental 
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hospitals.  The  dramatic  decrease  in  the  quantities  of  psychiatrists  will 
thus  be  matched  by  equally  dramatic  changes  in  the  character  of 
American  psychiatry  as  it  becomes  increasingly  the  province  of  for- 
eign medical  graduates  trained  in  State  hospitals. 

Senator  Case.  Is  there  any  great  difference,  apart  from  the  question 
of  quality,  are  there  different  philosophies  involved? 

Dr.  Stunkard.  It  is  not  so  much  philosophies  as  the  fact  that  among 
other  things  a large  number  of  foreign  medical  graduates  don’t  speak 
very  good  English  and  a field  where  you  rely  on  being  able  to  talk  to 
your  patient,  this  is  very  serious. 

Senator  Case.  I should  think  it  would  be.  What  does  that  mean  ? Does 
it  mean  they  use  drugs  more?  They  are  more  careless  in  handling 
patients  ? 

Dr.  Stunkard.  I guess  they  do  the  best  they  can  and  I won’t  want 
to  run  them  down  because  they  are  filling  jobs  that  have  to  be  filled. 
But  they  are  simply  not  as  good  as  graduates  of  American  schools  and 
the  training  they  get  in  the  State  hospitals,  many  of  them  are  badly 
undermanned  and  in  bad  shape,  and  thus  training  is  no  way  compar- 
able to  what  we  can  give  graduates  in  a medical  school  setting. 

Senator  Case.  They  are  not  medical  doctors  then. 

Dr.  Stunkard.  No,  they  are  medical  doctors,  but  they  are  being 
trained  in  isolated  State  hospitals  with  very  little  contact  with  the  rest 
of  medicine,  with  no  contact  with  newer  developments  in  pharmacology 
and  with  newer  developments  in  psychotherapy,  and  so  forth. 

Senator  Case.  Thank  you.  Proceed. 

Dr.  Stunkard.  Furthermore,  services  for  the  poor  would  suffer 
radical  reductions  if  these  cuts  go  into  effect,  since  so  many  of  these 
services  are  performed  by  medical  school  programs.  The  community 
mental  health  centers  will  flounder  for  lack  of  psychiatrists  and  pa- 
tients they  are  now  treating  will  flood  back  into  hospitals  escalating 
costs  and  compounding  the  misery. 

I think  I will  skip  ahead  now  to  the  recommendation  in  this  regard 
which  is  first  the  restoration  of  the  proposed  elimination  of  training 
grants  for  psychiatry  and  a general  increase  in  training  grants  sup- 
port from  the  $104  million  which  has  been  recommended  by  the  ad- 
ministration to  the  $145  million  which  Dr.  Gibson  referred  to  and 
which  seems  to  be  the  consensus  of  most  of  the  people  in  this  field. 

This  is  not  in  any  of  the  testimony  that  you  have  now.  I would  like 
now  to  speak  very  briefly  to  the  matter  of  researcli  because  the  remark- 
able savings  which  are  demonstrated  in  this  particular  graph  over 
$12  billion  are  tangible  evidence  of  the  impact  of  research  on  associated 
delivery  systems  upon  the  problem  of  mental  illness  in  America. 

I think  that  we  can  anticipate  further  progress  and  this  is  in  many 
ways  a response  to  your  questions  about  costs  that  you  asked  of  Dr 
Gibson,  which  are  certainly  very  high  and  concern  all  of  us. 

It  is  difficult  to  overemphasize  the  sense  of  commitment  an  anticipa- 
tion among  research  workers  in  the  mental  health  field  today.  In  fact, 
the  climate  is  very  much  like  that  in  1950  just  before  major  break- 
throughs in  molecular  biology  and  genetic  coding. 

During  the  past  year,  a Nobel  prize  was  awarded  to  Dr.  Julius  Axel- 
rod for  epic  making  research  at  the  National  Institute  of  Mental 
Health,  the  first  American  psychiatric  investigator  to  be  honored, 
and  he  will  not  be  the  last,  for  with  their  acute  sense  of  where  the  action 
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is,  outstanding  research  workers  from  all  fields  are  entering  mental 
health  and  behavioral  biology. 

As  a matter  of  fact,  about  one  Nobel  prize  winner  a year  is  leaving 
his  research  field  w^hich  brought  him  a fame  to  enter  behavioral  re- 
search. And  there  is  desperate  need  for  the  fruits  of  this  research,  for 
the  fact  is  that  our  treatments  are  still  woefully  inadequate,  particu- 
larly for  illnesses  such  as  alcoholism  and  drug  abuse  which  have  been 
so  long  neglected  and  which  now  pose  such  desperate  threats  to  our 
society. 

It  would  seem  to  be  a false  economy  indeed  to  invest  vast  sums  in 
the  delivery  of  these  imperfect  treatments  while  neglecting  the  far 
smaller  amounts  for  research  that  will  one  day  and  perhaps  not  far 
off  make  these  treatments  unnecessary. 

I think  that  all  of  us  who  lived  through  the  conquest  of  poliomyelitis 
cannot  help  but  reflect  on  the  astronomical  expenditures  which  would 
have  been  necessary  over  the  years  for  respirators  and  corrective  sur- 
gery and  rehabilitation  of  polio  patients,  had  not  polio  vaccine  been 
developed  at  a fraction  of  the  cost  of  treatment  for  polio  to  remove 
this  illness  from  our  concern. 

I think  this  analogy  is  now  quite  apparent  in  the  mental  health  field. 
Kesearch  in  any  one  of  a dozen  areas  could  provide  major  new  break- 
throughs in  treatment  at  any  time.  These  new  treatments  are,  I think, 
inevitable,  but  whether  they  occur  in  the  near  future  or  in  the  next  cen- 
tury depends  upon  our  commitment  to  the  supportive  research. 

Therefore,  our  second  recommendation  is  that  the  administration’s 
request  of  $68.5  million  for  research  in  mental  health  be  increased  to 
$92  million  which  is  simply  a cost-of-living  increase,  but  will  prevent 
the  cutback  in  programs  that  would  be  necessary  due  to  inflation. 

I would  also  like  to  submit  later  recommendations  regarding  com- 
munity mental  health  centers  and  the  National  Institute  of  Alcohol 
Abuse  and  Alcoholism  and  will  do  that. 

Senator  Case.  Thank  you  very  much.  Doctor.  How  do  you  get  along 
with  the  regular  doctors  ? 

Dr.  Stunkard.  Better  and  better,  I would  say. 

Senator  Case.  You  are  in  a position  in  the  medical  schools  and  you 
shoul d have  some  j udgment  like  that. 

Dr.  Stuxkard.  I have  two  of  my  colleagues  back  in  the  audience  so 
you  can  ask  them. 

I think  the  changes  have  been  remarkable.  I think  one  of  the  major 
ones  has  been  the  development  of  chemotherapy,  pharmacological 
therapies  that  have  reduced  the  isolation  when  we  were  doing  purely 
psychological  and  psycholytic  type  treatment,  the  gap  was  larger  than 
it  is  now. 

Senator  Case.  In  the  training  of  regular  physicians,  are  they  getting 
a better  idea  of  what  to  look  for  themselves  in  dealing  with  their 
patients  ? 

Dr.  Stuxtkard.  Yes:  I think  a great  deal  more.  Almost  all  of  the 
medical  schools  have  increased  time  related  to  behavioral  problems 
and  most  of  the  specialities  other  than  psychiatry  are  taking  a much 
more  active  interest  in  this. 

For  example,  in  pediatrics  the  interest  in  human  develonment  is  also 
now  including  mental  and  emotional  development  as  well  as  physical 
developments.  In  obstetrics  and  gynecology,  the  interest  in  population 
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control,  family  planning  and  these  issues  have  made  the  pediatrician 
more  alert  and  more  concerned  with  the  emotional  lives  of  their  pa- 
tients and  they  are  doing  a better  job  than  they  used  to. 

Senator  Case.  Thank  you,  Doctor. 

Dr.  Stunkard.  Thank  you,  sir. 

STATEMENT  OF  DR.  CHANDLER  A.  STETSON,  NEW  YORK  UNIVER- 
SITY MEDICAL  SCHOOL 

PATHOLOGY 

Senator  Case.  Is  Dr.  Schreiner  here  ? 

Dr.  Stetson. 

Dr.  Stetson.  Mr.  Chairman  and  members  of  the  subcommittee, 
thank  you  for  this  opportunity  to  appear  before  you.  I am  Dr.  Chan- 
dler A.  Stetson,  professor  of  pathology  and  chairman  of  the  Depart- 
ment of  Pathology  at  New  York  University  Medical  School,  and  I 
am  presenting  this  statement  on  behalf  of  the  American  Society  for 
Experimental  Pathology,  of  which  I am  a past  president,  and  the 
American  Association  of  Pathologists  and  Bacteriologists,  or  which 
I am  currently  president.  These  two  professional  societies  have  a 
membership  which  includes  most  of  the  experimental  pathologists 
of  this  country. 

Senator  Case.  You  don’t  live  in  New  J ersey,  do  you  ? 

Dr.  Stetson.  No,  sir. 

Senator  Case.  Many  of  your  colleagues  do. 

Dr.  Stetson.  I know  a great  many  of  them  there.  Before  I read 
my  brief  statement,  I would  like  to  make  a few  remarks  about  the 
framework  in  which  this  statement  was  prepared.  I would  like  to  make 
three  points,  the  first  being  that,  as  we  all  know,  the  cost  of  carrying 
the  burden  has  risen  to  an  appalling  level.  I think  the  estimates  are 
in  the  current  calendar  year  the  direct  cost  of  delivery  of  health  care 
in  the  Nation  will  be  $7  million,  when  added  to  that  the  same  order 
of  magnitude  of  cost,  to  say  nothing  of  cost  in  human  terms,  this 
becomes,  I think,  a most  costly  problem  in  our  society. 

Point  No.  2, 1 think  w^e  need  not  and  must  not  look  forward  to  hav- 
ing to  continue  to  carry  this  burden  f oreover  or  even  very  much  longer. 
I think  it  would  be  a mistake  for  us  to  simply  restrict  our  efforts  to  cope 
with  this  problem  for  planning  for  more  economical  and  more  bear- 
able ways  to  carry  the  burden. 

I think  the  time  is  coming  when  we  can  look  forward  to  getting  rid 
of  the  burden  piece  by  piece  until  it  is  all  gone.  That  would  have  been 
wishful  thinking  20  or  10  years  ago,  but  it  is  my  conviction  that  we 
have  done  enough  now  to  finally  be  able,  given  the  manpower  and  sup- 
port, to  ask  the  right  questions  about  human  disease  and  do  the  nec- 
essary research  and  get  these  human  disease  problems  once  and  for  all 
solved  and  hopefully  eliminated. 

The  third  point  which  you  may  not  be  so  familiar  Avith  is  that  in  my 
opinion  the  research  Avhich  will  have  to  be,  begun  in  order  to  solve  these 
disease  problems  will  likely  be  done  by  teams  of  people  of  which  one 
kind  of  person  hasn’t  been  very  Usible  on  the  American  scene,  not  as 
visible  as  psychiatric  colleagues  or  some  basic  scientists,  that  is  the 
experimental  biologist. 
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My  remarks  have  to  do  with  a key  member  of  biomedical  research 
teams  that  I think  we  should  plan  for  and  train  and  support  better 
than  we  have  in  the  past.  I would  like  to  proceed  now  with  reading 
this  short  statement. 

The  discipline  of  pathology,  as  you  doubtless  know,  is  the  study 
of  disease  with  the  aim  of  discovering  the  causes  of  diseases  and  the 
mechanisms  by  which  diseases  are  produced.  Pathologists  typically 
spend  several  years,  following  graduation  from  medical  school,  study- 
ing in  great  detail  the  facts  about  human  disease  and  the  alterations 
that  occur  in  human  tissues  and  organs  as  a part  of  disease  processes. 

Having  become  a specialist  in  this  field,  the  pathologist  usually  then 
does  one  of  two  things : (a)  he  becomes  attached  to  a hospital  and  func- 
tions as  a practitioner  of  this  specialty  as  an  aid  to  the  care  of  patients 
in  that  hospital,  or  (b)  he  becomes  attached  to  a medical  school  depart- 
ment of  pathology  and  undertakes  in-depth  research  training  that 
will  permit  him  to  function  as  an  experimental  pathologist. 

Experimental  pathologists  are  devoted  to  disease-oriented  research, 
and  the  complexity  of  human  diseases  makes  it  necessary  for  them  to 
use  the  tools  of  biochemistry,  immunology,  cell  biology,  genetics,  and 
in  fact  any  or  all  of  the  biomedical  research  disciplines  in  their  work. 

Research  training  for  such  a career,  involving  competence  in  more 
than  a single  scientific  discipline,  is  particularly  demanding.  Predict- 
ably, there  are  far  fewer  experimental  pathologists  in  this  country 
today  than  physiologists  or  biochemists,  for  example.  Yet  many  of  us 
are  convinced  that  it  is  just  such  people,  educated  in  patholo^  and 
trained  in  research,  that  offer  the  best  hope  of  ultimate  solutions  to 
the  currently  baffling  problems  of  human  disease.  It  is  on  this  back- 
ground that  I should  like  to  make  the  following  points. 

(a)  Pathology  departments  in  our  medical  schools  occupy  key 
positions  with  respect  both  to  medical  education  and  medical  research. 

It  is  in  these  departments  that  the  concepts  and  tools  of  the  basic 
medical  sciences  (biochemistry,  genetics,  immunology,  et  cetera)  are 
brought  directly  to  bear  on  problems  of  human  disease.  For  the  medi- 
cal student,  the  pathology  department  is  a “bridge”  between  the  pre- 
clinical  medical  sciences  and  clinical  medicine.  The  quality  of  the 
teaching  and  research  program  in  a department  of  pathology  has  a 
powerful  impact  and  influence  on  the  whole  medical  school. 

Strong  pathology  departments  of  high  quality  can  play  a pivotal 
role  in  the  much-needed  medical  curriculum  changes  and  in  the  fo- 
cusing of  our  national  biomedical  research  effort  on  disease  problems. 

(b)  Experimental  pathologists  are  in  short  supply. 

In  each  of  the  past  10  years,  the  numbers  of  budgeted  but  unfilled 
faculty  positions  in  pathology  in  the  medical  schools  of  the  United 
States  has  been  higher  than  for  any  of  the  other  medical  sciences. 
Speaking  from  my  own  experience  as  chairman  of  a department  which 
has  been  actively  training  experimental  pathologists  for  about  15 
years,  I would  judge  that  the  annual  demand  in  terms  of  numbers  of 
faculty  positions  unfilled  is  several  fold  greater  than  the  numbers  of 
candidates  finishing  their  training  in  our  own  and  similar  depart- 
ments. 

Manpower-need  projections  carried  out  by  various  groups  all  in- 
dicate that  the  need  for  experimental  patthologists  will  far  exceed 
the  supply  for  the  foreseeable  future.  This  manpower  shortage  cur- 
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rently  constitutes  a real  bottleneck  in  our  national  effort  to  conquer 
disease. 

(c)  Economic  factors  are  critical  in  limiting  the  training  and  re- 
tention of  experimental  pathologists. 

The  long  postdoctoral  training  period  and  the  restricted  availability 
of  research  fellowship  support  operate  to  discourage  many  able  young 
scientists  entering  this  field.  Once  having  completed  residency  train- 
ing, the  young  pathologist  is  often  attracted  to  the  more  lucrative 
career  in  practice  in  a community  hospital,  rather  than  to  the  less 
financially  rewarding  academic  career  in  research  and  teaching. 

This  factor  is  of  far  greater  significance  in  pathology  than  in  most 
of  the  other  medical  sciences  such  as  biochemistry  and  genetics,  for 
instance,  and  is  responsible  for  the  loss  of  many  of  the  most  able  young 
people  from  experimental  pathology. 

(d)  Past  NIH  efforts  have  strengthened  pathology  departments 
and  encouraged  able  young  people  to  enter  this  field. 

For  more  than  a decade,  the  National  Institutes  of  Health  has  en- 
couraged the  development  of  this  field,  j^articularly  through  the  train- 
ing grants  and  fellowship  programs  of  the  National  Institute  of  Gren- 
eral  Medical  Sciences.  Many  pathology  departments  have  been  as- 
sisted in  mounting  and  sustaining  teaching  and  research  training 
programs  of  high  quality. 

Experimental  pathologists  trained  in  these  departments  are  now 
occupying  key  positions  in  our  medical  school  faculties  across  the 
country  and  in  research  institutes  such  as  the  National  Institutes  of 
Health,  and  we  are  just  beginning  to  see  the  payoff  on  this  investment 
in  terms  of  their  scientific  productivity. 

(e)  A balanced  and  rational  biomedical  research  policy  for  the 
Nation  should  provide  sustained  and  increased  support  for  the  dis- 
cipline of  experimental  pathology,  through  continuation  of  existing 
manpower  training  programs  and  through  the  development  of  new  and 
imaginative  mechanisms  for  support  of  departments  of  ^pathology. 

We  feel  that  continued  public  support  of  research  training  pro- 
grams in  experimental  pathology  should  have  a high  priority.  Train- 
ing programs,  with  their  unique  combination  of  flexibility  and  sta- 
bility and  with  their  departmental  support  features,  provide  an  effec- 
tive mechanism  for  recruiting  scit^ntifically  able  young  men  and  women 
into  this  field  and  for  providing  them  both  witb  a broad  education  in 
the  nature  of  disease  problems  and  with  rigorous  research  training 
and  experience.  These  programs  have  demonstrated  their  real  worth, 
and  should  be  continued  at  an  expanded  level  of  support.  Stipend 
levels  should,  we  believe,  be  increased  to  a level  comparable  to  the 
stipends  received  by  postdoctoral  clinical  trainees. 

Intermediate  fellowships,  providing  financial  support  for  the  young 
investigator  during  the  years  required  for  him  to  establish  his  scien- 
tific independence  and  productivity,  should  be  made  available  in  in- 
creased numbers. 

I know  personally  a number  of  extremely  gifted  young  experimental 
pathologists  who  need  and  deserve  such  support  but  who  cannot  now 
be  accommodated  in  the  research  career  department  award  program 
of  the  NIH  because  of  its  restricted  scope.  Expansion  of  these  career 
development  opportunities  would  provide  an  attractive  inducement 
for  young  investigators  to  pursue  their  interests  in  this  field,  and  we 
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believe  that  high  priority  should  be  given  to  this  form  of  support. 

Finally,  we  balieve  that  it  is  urgent  that  some  new  mechanisms  be 
found  to  encourage  and  support  the  development  of  more  adequate  in- 
stitutional bases  for  the  training  of  experimental  pathologists. 

The  patient-care  and  medical  school  teaching  responsibilities  of  de- 
partments of  pathology  represents  major  traditional  commitments; 
the  research  and  research-training  programs  of  departments  of  pathol- 
ogy, however,  are  of  more  recent  origin  and  have  developed  on  an  ad 
hoc  basis  rather  than  according  to  a comprehensive  plan. 

Kesearch  training  opportunities  would  be  broader  and  of  high  qual- 
ity if  departments  of  pathology  were  provided  with  stable  support  for 
a cadre  of  faculty  members,  representing  a wide  range  of  scientific 
interests  and  competence,  whose  primary  commitment  was  in  the  area 
of  research  training. 

Just  as  the  “pharmacology-toxicology  center”  program  of  the  Na- 
tional Institute  of  General  Medical  Sciences  has  stimulated  and  sharp- 
ened research  training  in  that  field,  so  would  an  “experimental  patho- 
logy center”  program  provide  a welcome  and  much-needed  impetus  to 
the  expansion  and  development  of  higher  quality  in  training  of  experi- 
mental pathologists. 

This  possibility  has  been  under  discussion  during  the  past  year,  both 
in  academic  circles  and  within  the  National  Institute  of  General  Medi- 
cal Sciences,  and  we  would  strongly  urge  favorable  consideration  of 
any  budgetary  requests  along  these  lines  that  may  come  to  your  atten- 
tion in  the  future. 

In  summary,  I should  like  to  say  that  with  the  encouragement  and 
support  of  the  National  Institutes  of  Health  over  the  past  decade,  there 
have  been  trained  a substantial  number  of  outstanding  young  scientists 
in  the  field  of  experimental  pathology.  Their  primary  intellectual  in- 
terests are  in  the  nature  and  causes  and  mechanisms  of  disease,  and 
they  regard  the  enormously  complicated  and  baffling  problems  of  hu- 
man disease  as  challenges  worthy  of  the  best  scientific  minds  in  the 
community. 

There  are  still  not  enough  experimental  pathologists  so  motivated 
and  so  trained,  there  are  still  too  few  centers  capable  of  recruiting  and 
training  such  people,  and  there  are  strong  economic  factors  operating 
against  expansion  and  development  of  this  field. 

I thank  you  for  the  opportunity  of  calling  these  problems  to  your 
attention,  and  hope  that  your  deliberations  will  result  in  more  ade- 
quate funding  for  this  critical  area. 

Senator  Case.  Thank  you.  Doctor.  This  is  a very  interesting  state- 
ment and  a very  helpful  statement.  I have  been  interested  especially 
in  the  question  of  how  men  have  made  a living  who  have  gone  into  re- 
search. I gather  that  they  are  often  members  of  faculties  of  medical 
schools.  Do  they  practice  somewhat  at  the  same  time  ? 

Dr.  Stetson.  No,  sir;  I would  say  that  the  typical  experimental 
pathologist  devotes  much  time  in  medical  school  departments  to  re- 
search and  teaching  and  subsists  on  a salary  distinctly  less  than  half  of 
that  of  his  practitioner  counterpart. 

I may  not  have  made  clear  the  other  economic  factors  that  keep 
people  from  ever  becoming  experimental  pathologists.  A fellow  grad- 
uates from  medical  school  and  undertakes  resident  training  to  learn 
all  he  can  about  what  is  known  about  human  disease,  and  does  so  at 
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a resident’s  salary  which  is  typically  $10,000  or  $12,000  a year  level 
across  the  country.  If  he  then  wishes  to  get  into  research  laboratory 
and  training  and  becomes  a scientist,  he  must  under  present  NIH  pol- 
icies look  forward  to  taking  a very  substantial  reduction  in  salary, 
going  back  to,  say,  $5,000  or  $6,000  a year  fellowship  stipend  and  for 
a bright  young  man  who  is  married  and  has  several  children,  this  is 
a difficult  decision  to  make  and  many  people  are  lost  to  experimental 
pathology  because  they  are  not  able  to  afford  2-  or  3-  or  4-year  periods 
with  additional  scientific  training  on  top  of  educational  pathology. 

Senator  Case.  I should  think  so.  Who  is  going  to  do  that  ? 

Dr.  Stetson.  My  recommendation  would  be  that  training  grant  pro- 
grams in  the  National  Institute  of  General  Medical  Sciences  be  con- 
tinued and  not  just  at  its  present  standstill  level,  which,  in  fact, 
because  of  inflation,  represents  a decrease  in  the  number  of  people 
who  can  be  trained. 

That  program  should  be,  I believe,  continued  and  expanded  and 
the  research  career  programs  be  continued  and  expanded. 

Senator  Case.  To  what  extent  does  this  experimental  business  in- 
clude actual  experiments  in  methods  of  cure  and  to  what  extent  does 
it  deal  with  actual  experiments  on  human  beings  ? 

Dr.  Stetson.  The  experimental  pathologist  typically  works  with  a 
disease  model  and  not  directly  with  sick  human  beings. 

Senator  Case.  Who  does  that  ? 

Dr.  Stetson.  Clinical  investigators  in  the  department  of  medicine 
generally  do  that. 

Senator  Case.  I see. 

Dr.  Stetson.  The  experimental  pathologist  is  more  concerned  with 
finding  out  what  kind  of  things  have  gone  wrong  in  human  disease, 
what  kind  of  disease  is  it,  what  sort  of  disease  is  it,  and  then  specifi- 
cally what  has  gone  wrong  in  that  disease,  and  hopefully  based  on 
knowledge  about  what  is  wrong  in  the  disease,  our  clinical  investi- 
gator colleagues  can  develop  methods  for  treating  the  disease. 

Senator  Case.  How  do  you  get  along  with  them  ? 

Dr.  Stetson.  Very  well,  I would  say. 

Senator  Case.  I mean,  really. 

Dr.  Stetson.  Yes,  really  so.  There  is  another  field  called  experi- 
mental medicine  and  they  are  really  indistinguishable  where  people 
in  the  department  of  medicine  do  disease  oriented  research  along  the 
same  line.  They  have  the  same  education  for  this. 

The  nature  of  the  problem  and  the  approach  is  very  similar. 

Senator  Case.  Thank  you  very  much. 

Dr.  Stetson.  Thank  you,  sir. 

Statement  of  Dr.  Harold  H.  Williams,  Cornell  University: 
Biological  Sciences 

Senator  Case.  Dr.  Harold  H.  Williams,  professor  of  biochemistry 
and  molecular  biology,  could  not  be  here  today  but  he  has  sent  his 
prepared  testimony  which  will  be  included  in  the  record  in  full. 

(The  statement  follows :) 
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Testimony  of  Harold  H.  Williams 

Having  spent  the  past  forty  years  in  study,  research  and  teaching  in  the 
life  sciences,  I have  not  only  observed  but  have  had  the  privilege  of  parti- 
cipating in  the  explosive  growth  and  development  of  biological  knowledge  which 
has  occurred  during  this  period.  My  own  specialties,  biochemistry  and  nutrition, 
have  been  at  the  forefront  of  advance  in  the  biological  sciences. 

The  fall-out  from  this  knowledge  explosion  is  apparent  but  not  always 
appreciated.  As  a nation,  we  no  longer  fear  famine  and  pestilence.  For  the 
first  time  in  hiiman  history  we  can  provide  all  citizens  with  an  adequate 
balanced  diet  and  still  have  large  s\irpluses  of  food  for  less  fortunate 
neighbor  nations  and  peoples.  We  have  conquered  or  are  able  to  control  most 
of  the  infectious  plagues  which  decimated  many  past  poptilations. 

Our  nation  has  been  a leader  in  all  phases  of  scientific  endeavor  but 
in  applied  engineering  and  life  science  research  we  have  had  no  peers.  There 
are  many  reasons  for  our  success.  Prominent  among  them  are  the  native  heritage 
of  freedom  of  thought  and  inquiry.  Our  faith  in  universal  education,  our 
acceptance  of  science  as  a problem  solver,  and  our  recognition  of  and  willingness 
to  reward  those  special  virtues  of  originaJ-ity , creativity  and  industry. 

In  support  of  the  above,  it  is  of  interest  to  note  a recent  statement  of 
C.P.  Snow,  the  British  scientist  and  novelist.  Lord  Snow  said  this  about 
the  achievements  of  America:  "at  a rough  estimate,  since  19*^5,  American 

Universities  have  carried  out  about  80  per  cent  of  all  the  science  and  scholar- 
ship in  the  western  world,  and  a very  high  proportion  of  the  science  and 
scholarships  in  the  whole  planet.  That  is  the  effort  of  a single  generation. 

It  is  something  about  which  Americans  might,  without  false  modesty,  pat 
themselves  on  the  back."  This  could  happen  only  because  the  citizens  of  this 
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nation,  through  the  legislative  and  executive  branches  of  the  government 
gave  unstinting  financial  support  as  well  as  moral  backing  to  our  scientific 
pursuits. 

My  objective  is  to  ^^rge  the  committee,  by  its  support,  to  continue  and 
enhance  the  internet ioncuL  leadership  of  the  United  States  in  the  life  and 
health  sciences.  Such  support  must  strike  a proper  balance  between  basic 
and  applied  research  and  clinical  practice.  This  requires  both  political 
courage  and  the  wisdom  of  statesmanship. 

As  an  example  of  the  need  expressed  by  the  latter,  I quote  the  following 
from  a recent  letter  to  the  magazine  Science  from  Jerome  Gross  of  the 
Developmental  Biology  Laboratory  of  the  Massachusetts  General  Hospital: 

"One  of  this  country's  most  successful  collaborative  operations  which  links 
the  entire  health-oriented  scientific  community  to  the  federal  government, 
namely  the  National  Institutes  of  Health  (NIH)  and  National  Science  Foundation's 
system  of  research  grant  evaluation  by  peer  review,  is  now  undergoing  serious 
attacks  and  is  in  danger  of  dissolution." 

"Opponents  of  the  peer  review  system  argue  that  the  larger,  better  staffed 
and  equipped  universities  and  research  institutions  are  more  successful  in  the 
competition  than  are  the  smetller  less  distinguished  ones,  and  that  there  is 
considerable  geographic  inbalance  in  distribution  of  research  funds.  This 
is  not  a valid  argument  against  the  present  national  competitive  systan  if 
our  gosl.  remains  high-quality  scientific  achievements,  since  much  of  the  most 
imaginative  and  high-quality  research  is  coming  from  the  established  institutions. 
It  is  an  argument,  however,  for  providing  institutional  funds  for  universities 
in  less  populated  areas  so  that  they  may  attract  high-quality  teaching  faculty 
and  build  their  resoxirces." 

Dr.  Gross  continues:  "Opponents  also  sirgue  that  the  study  sections  do 
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not  concern  themselves  with  'relevance'  hut  recommend  support  purely  on  the 
basis  of  scientific  merit.  The  corollary  argument  is  that  basic  research 
has  no  goal  and  is  'undirected'.  An  imaginative,  well-designed  research 
project  always  has  a significant  goal,  and  usually  in  the  long  run  beccanes 
more  obviously  relevant.  Clearly  defined  and  biologically  significant  goals 
and  the  asking  of  important  and  pointed  questions  are  prime  criteria  in 
the  present  evaluation  system.  It  is  a mistake  to  give  priority  to  a project 
of  third-rate  scientific  merit  aimed  directly  at  a difficult  problem  of  human 
disease  over  a high-quality  proposal  directed  toward  an  understanding  of  a 
basic  biochemical  mechanism.  This  country  can  well  afford  the  modest  invest- 
ment in  the  latter  but  can  ill  afford  the  entrenchment  of  mediocre  iiwesti- 
gators  in  a socially  'relevant'  area.  The  argument  for  quality  in  science, 
both  basic  and  applied,  must  outweigh  all  others  if  we  are  ever  to  answer 
our  more  difficult  'relevant'  medical  problems.  One  wonders  whether  the 
current  complaint  of  'bureaucratic  interference'  leveled  at  the  N.I.H.  is 
not  simply  part  of  the  effort  to  bypass  the  present  system  of  quality  control." 

Thus,  it  is  obvious  to  most  of  us  that  we  have  developed  in  this  country 
an  enviable  biological  and  medical  research  establishment.  It  must  receive 
continuous  and  substantial  nourishment  to  maintain  its  standards,  refine  its 
procedures  and  grow  modestly.  Critics  complain  that  we  have  produced  an  excess 
of  research  oriented  personell  (Ph.D.'s)  in  contrast  to  practitioners  (M.D.'s). 
This  may  be  true  teaporarilybut  all  indicators  point  to  a deficit  in  the 
1980' s and  90' s (W.R.  Erode,  Science,  July  I6,  1971).  It  is  noted  that  "the 
problems  of  a surplus  cannot  be  solved  by  the  inverse  of  the  solution  to  a 
deficit.  Supply  is  the  res\xlt  of  a long  period  of  training  and,  to  a degree 
is  a function  of  the  birthrate  some  22  to  28  years  earlier.  It  cannot  easily 
be  tvirned  on  or  off  at  the  college  level.  The  deficit  of  the  1980's,  1990 's 
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and  beyond  must  be  met  by  conserving  the  1970 *s  excess  for  use  in  the  1980's 
and  1990' s." 

A number  of  ways  are  suggested  for  accomplishing  such  a program. 

Perhaps  all  or  most  will  need  to  be  utilized.  It  is  apparent  that  if  the 
system  can  fill  the  need  for  one  type  (researcher),  the  same  principles  if 
given  free  reign  should  provide  for  the  present  need  (deliverers).  If  we 
presently  have  Ph.D.'s  looking  for  Jobs  in  contrast  to  several  years  sigo 
when  it  was  the  reverse,  then  the  same  principles  if  properly  applied  should 
have,  tomorrow,  physicians  looking  for  patients  instead  of,  today,  having 
patients  desperately  looking  for  a Doctor. 

Congress  has  the  power  and  I believe  the  obligation  to  bring  this  about. 

In  meeting  the  demands  and  increased  needs  for  health  care  it  is  necessary 
to  plan  so  that  in  our  urgency,  the  deficit  of  today  does  not  become  the 
surfeit  of  tomorrow.  At  the  same  time,  the  basic  and  applied  research  programs 
must  be  maintained  and  refined  in  qtiality.  The  importajice  of  the  latter 
should  never  be  sacrificed  for  quantity  regardless  of  demands.  One  safeguard, 
which  is  not  always  appreciated,  is  always  inherent  in  a scientific  system  - 
it  tends  to  be  self  regulating. 

"Since  science  deals  with  the  material  world  and  involves  experimentation, 
any  theory  proposed  by  one  scientist  can  be  tested  by  others.  A scientist 
is  forced  to  report  his  findings  honestly,  since  it  is  possible  for  another 
scientist  to  check  his  results.  Thus  science  is  characterized  as  a self- 
correcting  system"  - a characteristic  unique  to  science. 

To  emphasize  and  illustrate  the  above,  it  is  worth  noting  that  the 
recently  publicized  clamor  against  monosodium  glutamate  (MSG)  has  received 
clarifying  rebuttal.  This  chemical  has  been  used  for  many  years  as  a food 
additive  and  the  appearance  of  a report  showing  lesions  in  the  brain  of 
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new-torn  mice  after  its  ingestion  was  rather  disquieting.  Most  disturbing 
however,  was  a later  report  of  a lesion  in  the  hypothalamic  region  of  the 
brain  of  a new-born  primate  (monkey)  after  injection  of  MSG,  because  of 
its  serious  implications  for  the  human  infant  whose  diet  may  contain  the 
chemical.  A very  carefully  controlled  investigation,  supported  in  part  by 
P.H.S.  funds,  has  failed  to  confirm  any  adverse  effect  in  primates  of  MSG 
and  points  up  the  differences  with  respect  to  both  functional  and  morphological 
indices  of  mat\iration  of  the  central  nervous  system  of  the  new-born  primate 
and  new-born  rodent. 

Thus,  although  the  scientist  is  as  vulnerable  to  human  error  as  anyone, 
the  self -correcting  features  of  the  system  lead  ultimately  to  correct  answers 
and  understanding. 

It  is  on  the  basis  of  these  thoughts  as  well  as  those  presented  by 
others  that  we  urge  the  committee  and  Congress  to  continue  its  support  and 
encouragement  to  the  biological  and  Health  Sciences.  These  sciences  have 
special  and  unique  significance,  not  always  apparent.  In  regard  to  the 
physical  universe,  "the  only  question  science  can  appropriately  ask  is.  How?" 

The  biological  scientist  with  his  evolutionary  viewpoint,  in  particiilar  the 
principle  of  natural  selection,  introduces  the  additional  question  of  why 
living  systems  are  the  way  they  are.  Thus,  the  "differential  probability  of 
survival  and  reproduction  is  what  we  know  as  natural  selection;  it  is  the 
process  by  which  biologically  reasonable  organisms  are  chosen  from  the  much 
greater  number  of  physiochemically  possible  ones". 

Consequently,  we  hope  that  the  committee  and  our  legislative  representatives 
may  exhibit  "natural  selective"  wisdom  in  their  deliberations  and  decisions. 
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STATEMENT  OF  DR.  FRANK  K.  PUTNAM,  PROFESSOR  OF  MOLECULAR 
BIOLOGY,  INDIANA  UNIVERSITY 

RESEARCH 

Senator  Case.  Dr.  Putnam. 

Dr.  Putnam.  Mr.  Chairman,  I am  Dr.  Frank  W.  Putnam,  profes- 
sor of  molecular  biology  at  the  Indiana  University  and  a former  officer 
of  the  American  Society  of  Biological  Chemists.  I am  also  a member 
of  the  American  Association  of  Immunologists.  And  to  show  you  how 
closely  related  are  aspects  of  medical  research,  I may  say  that  Dr. 
Chandler  Stetson  and  myself  are  both  interested  and  have  worked  in 
the  field  of  sickle  cell  hemoglobin. 

This  was  one  of  the  models  he  was  referring  to. 

I welcome  the  opportunity  to  testify  before  this  important  com- 
mittee. The  committee  has  the  poAver  and  judgment  both  to  ensure 
the  continued  support  and  to  stimulate  the  healthy  growth  of  the 
revolution  in  medical  sciences  that  is  leading  to  the  conquest  of  disease 
in  our  time. 

Senator  Case.  I thank  you  for  your  confidence  on  behalf  of  the 
other  members  of  the  committee. 

Dr.  Putnam.  Thank  you. 

My  intention  is  not  to  make  specific  recommendations  on  budgeting, 
but  to  draw  on  my  experience  in  the  teaching  of  medical  students,  re- 
search scientists  and  others  who  go  on  into  health-related  fields  to 
illustrate  some  of  the  new  leads  now  crying  to  be  exploited  for  the 
detection,  prevention  or  amelioration  of  disease. 

I seek  not  to  sIioav  you  what  has  been  done,  but  rather  what  must 
still  be  done  if  we  are  to  stay  ahead  in  the  endless  battle  of  mortal 
men  against  disease. 

To  give  you  an  example,  let  me  point  out  the  fact  that  until  last 
month,  we  didn’t  even  know  how  aspirin  works,  how  it  functions.  Until 
a month  ago,  we  didn’t  even  know  the  mechanism  by  which  aspirin 
works. 

Senator  Case.  Didn’t  you  look  at  that  television  program  to  see  how 
it  works?  [Laughter.] 

Dr.  Putnam.  Yes;  I should  have  indicated  that,  but  I actually  never 
watoh  television  until  I watched  it  last  night. 

Senator  Case.  How  does  aspirin  work  ? 

Dr.  Putnam.  Aspirin,  which  Avas  discovered  about  1870  and  syn- 
thesized by  Bayer,  works  by  stopping  the  production  of  kinds  of 
chemicals  which  are  called  proxtiglans.  Proxtiglans  are  made  in  vari- 
ous kinds  of  tissues  in  the  body,  the  blood  vessels,  and  elsewhere.  When 
they  are  released  in  the  tissues  of  the  body,  they  cause  many  of  the 
symptoms  of  a Avhole  A^ariety  of  diseases.  They  cause  some  of  the  aches, 
pains  and  fever,  and  so  forth,  which  are  cured  by  those  little  droplets 
that  you  see  going  down  in  the  television  tube. 

Now,  I want  to  point  out  that  aspirin  has  been  used  for  all  of  these 
years.  Proxtiglans  were  discovered  30  years  ago,  and  only  5 years 
ago  did  we  begin  to  understand  that  those  are  as  important  to  the 
function  of  the  body  as  hormones  are.  These  are  opportunities  still 
to  be  explored.  If  one  could  make  antiproxtiglans  by  some  chemical 
process,  we  would  be  able  ot  control  the  symptoms  of  other  diseases. 

This  is  not  in  my  testimony.  It  is  something  that  Dr.  Stetson  and 
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I have  talked  about.  It  shows  you  the  advances  that  are  taking  place 
in  medical  science  today.  It  also  shows  you  the  endless  frontiers  that 
exist  in  medical  research. 

First,  let  me  commend  the  Congress  on  its  insistence  that  scientists 
remain  aware  that  the  ultimate  goal  of  medical  research  is  benefit  to 
man.  Today,  researchers  recognize  that  science  is  not  a sacred  cow 
that  society  is  obligated  to  feed  whether  or  not  it  gives  milk.  But  like 
a cow,  science  cannot  give  milk  until  after  it  is  pregnant. 

As  in  any  other  conception,  it  takes  two  partners — in  this  case  the 
first  is  the  world’s  largest  body  of  dedicated  medical  researchers  and 
the  second,  an  enlightened  government  that  is  committed  to  a stable 
funding  pattern  with  modest  annual  growth. 

Given  these  two,  the  outcome  is  sure.  But  let  me  caution  you  that 
the  gestation  period  from  research  to  application  will  vary ; it  may  be 
relatively  short  if  the  rationale  is  known,  as  in  the  development  of 
vaccines  against  virus  infection,  or  it  may  be  long  as  in  the  complete 
conquest  of  cancer,  where  more  than  100  forms  are  known  in  man  and 
more  than  1,000  kinds  of  changes  in  cells  have  been  observed. 

This  is  why  one  cannot  turn  the  spigot  off  and  on  either  in  research 
or  training.  If  a generation  of  medical  scientists  is  lost  for  lack  of 
funds  for  training,  research  will  wither.  And  so  it  will  also  dry  up  if 
research  grants  are  cut  to  the  bone. 

Let  me  give  you  an  example  of  what  I mean  by  basic  research : If 
I were  to  take  a lancet  and  prick  my  finger,  I would  draw  a drop  of 
blood.  If  we  knew  everything  about  what  was  in  that  little  drop  of 
blood — how  it  was  made,  how  to  measure  it,  what  its  structure  and 
function  was,  why  it  should  change  in  disease,  then,  we  would  have 
the  understanding  to  combat  most  kinds  of  diseases. 

For  example,  heart  disease — ^^how  is  it  related  to  the  amount  of  choles- 
terol and  kind  of  blood  fats ; infectious  diseases — how  we  can  be  made 
immune  to  viruses  and  bacteria  by  making  antibodies  each  of  which 
is  specific  for  a different  kind  of  invading  organism ; anemias — ^^are  they 
nutritional,  pathological,  or  hereditary  in  origin ; bleeding  disorders — 
such  as  hemophilia  and  thrombosis;  autoimmune  reactions  such  as 
rheumatoid  arthritis,  or  the  rejection  of  heart  and  kidney  transplants; 
cancer — not  only  the  types  that  affect  the  blood  and  blood-forming 
organs,  but  also  how  cancer  is  spread  because  of  the  body’s  failure  to 
defend  against  it ; diabetes,  hypertension,  emphysema — ^the  list  could 
go  on  and  on,  for  in  all  these  diseases  there  is  a change  in  the  blood. 

One  of  our  previous  witnesses  referred  to  the  case  of  cholesterol  in 
the  blood  fats.  As  a matter  of  fact,  one  of  the  reasons  this  is  so  dif- 
ficult to  understand  is  that  there  are  many  individual  differences  in 
the  way  that  cholesterol  is  handled.  Some  of  these  are  inherited. 
Workers  at  the  Hardin  Institute  have  shown  that  this  is  the  case  for 
two  types  of  blood  protein  changes.  We  could  go  on  in  the  area  of  in- 
fectious diseases  where  antibodies  are  made  specifically  to  combat 
invading  microorganisms.  We  could  take  rheumatoid  arthritis  and  the 
rejection  of  heart  and  kidney  transplants.  We  could  take  cancer.  Not 
only  cancer  of  the  blood  forming  organs,  but  how  cancer  spreads 
throughout  the  body. 

The  list  could  go  on  and  on  because  in  every  one  of  these  changes  there 
are  several  changes  in  the  blood  and  the  changes  must  be  measured  and 
understood.  For  example,  the  disease  may  effect  several  kinds  of  blood 
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cells.  What  we  need  now  is  newer  procedures,  automated  procedures 
for  counting  different  kinds  of  blood  cells. 

Diseases  may  affect  one  of  the  35  different  kinds  of  proteins  in  the 
blood.  We  can  measure  a few  of  them  now,  but  we  can’t  measure  most 
of  them  accurately  in  the  clinical  lab.  Dr.  Gibson  referred  to  the  fact 
we  have  yet  to  discover  what  biochemical  changes  of  blood  in  schizo- 
phrenia. A sign  of  the  disease  may  be  one  of  the  hormones  that  pass 
through  the  blood.  Our  methods  now  for  measuring  blood  hormones  are 
extremely  costly.  We  have  to  have  a concerted  program  of  research 
for  measuring  many  different  kinds  of  changes  that  occur  in  blood 
in  the  course  of  many,  many  different  diseases. 

These  methods  have  to  be  rapid  and  expensive.  They  have  to  be  made 
so  they  can  do  this  with  a single  drop  of  blood.  This  isn’t  just  to 
insure  economy,  but  also  in  the  instance  of  the  newborn  where  only  a 
small  amount  of  blood  can  be  taken. 

I do  want  to  assure  you  many  breakthroughs  have  been  made  so 
far,  many  of  these  sponsored  by  funds  from  NIH.  It  was  in  the  last 
decade  in  many  instances  there  are  tests  that  have  been  developed 
where  they  are  1,000  times  more  sensitive  than  in  the  past.  Newer 
procedures  for  automatic  analysis  of  blood  proteins  and  other  blood 
constitutes  have  been  made  and  these  have  been  sponsored  by  the 
National  Institute  of  General  Science  through  arrangements  with 
the  Oakridge  Laboratory. 

I want  to  illustrate  why.  I am  using  this  as  one  example,  but  why 
this  is  an  important  area  to  follow  through.  Nobody  knows  today  ex- 
actly what  the  cost  of  clinical  laboratory  analysis  is.  Suppose  analysis 
costs  $2  to  $5  apiece.  In  1969,  there  were  half  a billion  clinical  labora- 
tory analyses  done  in  the  Unhed  States.  The  estimate  is  there  will  be  a 
billion  of  these  done  annually  by  1975.  If  we  are  going  to  have  national 
programs  for  medical  care  which  is  universal  and  which  is  going  to  be 
made  successful  for  the  poor  as  well,  if  they  are  to  have  the  same  kinds 
of  benefits  and  treatments  that  people  have  in  the  most  modern  hos- 
pitals somebody  has  got  to  develop  a whole  new  battery  of  techniques 
for  automated  analysis  of  blood  laboratory  tests. 

Otherwise,  the  cost  is  going  to  be  staggering  and  the  hospital  labora- 
tories will  be  completely  loaded  down. 

I want  to  emphasize  my  theme  of  blood.  I can  cite  my  test  from  the 
Bible,  Leviticus  7 :14,  God  says  to  Moses : “For  the  life  of  all  flesh  is  the 
blood  thereof.” 

This  ancient  wisdom  forecast  what  we  know  today,  for  each  man 
the  blood  reflects  hereditary.  Congress  was  aware  of  that  when  it  ap- 
propriated $5  million  for  special  research  for  sickle  cell  anemia. 

I want  to  bring  out  the  fact  it  was  within  the  last  year  that  two  new 
chemical  approaches  to  controlling  sickle  cell  crisis  have  been  de- 
veloped. One  of  these  was  announced  only  within  the  past  3 months. 
These  chemical  approaches  can’t  eradicate  the  disease,  but  they  help 
control  the  crisis  of  the  disease. 

These  could  not  have  been  developed  if  there  had  not  been  basic 
research. 

Now  another  thing  I want  to  point  out  is  that  people  are  aware  there 
is  abnormal  hemoglobin  sickle  cell  hemoglobin.  But  are  people  aware 
that  there  are  other  hemoglobin  undetected  in  man  ? But  of  the  100 
hemoglobin  that  are  detected  that  are  abnormal,  there  are  several  hun- 
dred others  that  we  can  expect  exist  but  cannot  detect  because  detection 
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of  abnormal  hemoglobin  depends  on  an  electrical  chart  and  at  the  pres- 
ent time,  we  can  only  detect  abnormal  hemoglobin  if  there  is  a change 
in  the  electrical  chart. 

We  have  to  have  funds  for  research  for  detecting  these  and  ascer- 
taining whether  these  are  harmful.  There  is  estimated  one  person  out 
of  every  600  may  have  some  kind  of  abnormal  hemoglobin.  It  may  not 
be  one  that  causes  disease.  On  the  other  hand,  some  of  these  may  be 
harmful. 

Until  we  discovered  sickle  cell  hemoglobin  back  in  1946,  no  one  knew 
it  was  the  cause  of  sickle  cell  disease.  So  it  is  this  frontier  that  we 
have  to  investigate. 

Now  I talk  about  hemoglobins,  but  it  is  estimated  there  were  a mil- 
lion different  proteins  within  the  human  body.  These  are  all  controlled 
each  one  by  a different  specific  gene.  Anytime  there  is  hereditaiy  de- 
fects so  there  is  a defect  in  the  protein  produced  or  insufficient  produc- 
tion of  that  protein  produced,  a disease  may  result  as  a consequence. 

At  the  present  time,  I think  there  are  more  than  1,000  diseases  that 
are  known  which  are  due  to  genetic  defects  of  this  t3^pe  and  according 
to  Dr.  Nudsted,  these  account  for  25  percent  hospitalization  at  this 
time. 

One  of  the  points  I would  like  to  make  is  that  we  are  on  the  verge 
of  synthesizing  tliese  complex  molecules  called  proteins.  At  a biochem- 
istry meeting  last  June,  automatic  protein  synthesizing  machines  were 
described  and  among  those  synthesized  was  hiunan  growth  hormone. 
If  he  had  my  drop  of  blood,  I have  talked  about  the  plasma,  I haven’t 
talked  about  the  donut  shaped  cell  with  the  skin  stretched  over  it. 

On  the  skin  with  the  donut  shaped  cell,  there  are  factors  that  deter- 
mine red  blood  cells  and  many  other  types.  One  thing  I would  like  to 
point  out  is  that  one  of  the  recent  triumphs  of  basic  research  was 
begun  by  somebody  who  was  interested  in  the  study  of  color  of  butter- 
fly wings  and  he  describes  how  he  got  in  this  field  of  research.  This 
man  was  the  one  who  discovered  that  hemolytic  disease  of  newborn 
can  be  prevented  by  immunizing  Rh  negative  mother  immediately 
after  delivery  of  the  first  child.  That  is  the  Rh  factor. 

We  know  about  ABO  factors.  There  are  dozens  of  other  blood 
group  types,  some  commonly  called  public,  some  so  rare  we  call  them 
private,  and  these  have  to  be  studied  to  prevent  blood  transfusion 
accidents. 

At  the  same  time,  they  are  of  great  importance  for  study  of  genetics 
and  also  important  for  medicine.  I will  take  other  excerpts  from  my 
text  here. 

One  of  the  things  I want  to  make  you  aware  of  is  the  increasing 
number  of  diseases  caused  by  man,  man-made  diseases,  because  of 
drugs  and  iDecause  of  the  environment.  One  example,  well-known  now, 
is  that  military  use  of  certain  anti-malarial  drugs  led  to  causation  of 
hemolytic  anemia  in  American  Negroes  in  the  Armed  Forces,  and  this 
was  found  due  to  the  fact  that  these  particular  individuals  had  a hered- 
itary lack  of  a particular  enzyme — I won’t  give  you  the  name  of  it 
because  it  is  too  complicated — and  they  lacked  the  enzyme  and  they 
were  unaible  to  metabolyze  these  drugs. 

There  are  other  cases  of  sensitivity  of  these  kinds.  These  are  silent 
defects.  They  are  never  going  to  be  evoked  until  you  give  that  un- 
known drug.  Wliat  I want  to  emphasize  is  that  there  is  endless  study 
that  must  be  made  to  monitor  adverse  reaction  of  drugs. 
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One  of  the  goals  of  the  biochemist  is  to  develop  methods  of  detect- 
ing enzymes,  particularly  in  blood.  One  of  the  triumphs  of  the  lasit 
few  years  is  to  develop  methods  of  detecting  changes  of  enzymes. 

Now,  last  night  on  channel  4 television,  my  first  chance  to  see  TV 
because  I have  been  up  in  Maine,  I saw  a program  on  chronic  lead 
poisoning.  Chronic  lead  poisoning  is  an  important  problem  in  the  city 
of  Washington  and  in  urban  areas  with  deteriorating  buildings. 

It  affects  as  many  as  10  to  25  percent  of  the  very  young,  and  fre- 
quently within  the  black  population.  Something  like  2 to  5 percent 
of  these  individuals  suffer  permanent  nerve  damage. 

In  March  of  this  year  in  the  New  England  Journal  of  Medicine,  a 
new  test  was  announced  which,  by  testing  a change  of  blood  enzyme, 
by  making  a test  of  this  particular  enzyme,  one  can  make  an  early 
detection  of  the  presence  of  chronic  lead  poisoning.  The  important 
thing  is  to  get  early  detection  of  chronic  lead  poisoning  so  you  will 
build  up  a response  to  the  disease. 

I could  go  on  and  on,  and  I have  been  making  my  case  for  blood, 
and  you  may  think  I have  overstated,  but  the  composition  of  a per- 
son’s blood  is  almost  as  characteristic  as  his  fingerprint. 

The  point  I want  to  make  now,  if  a drop  of  blood  still  holds  so  much 
mystery  and  so  much  promise,  how  much  more  is  there  yet  to  know 
about  the  whole  human  body  and  about  the  basic  causes  of  disease? 

I would  like  to  develop  very  briefly  some  points  about  cancer.  This 
is  the  most  dread  and  most  painful  and  most  ugly  disease  that  man 
often  has  to  face.  We  are  all  concerned  with  trying  to  seek  prevention 
of  cancer  as  well  as  the  cause  and  cure. 

I want  to  emphasize  the  importance  of  supporting  basic  science  as 
the  fundament  of  cancer  research.  It  is  the  difference  between  strategy 
and  tactics,  long  range  goals  and  nearby  objectives.  We  have  to  have 
both.  We  need  broadly  based  programs  to  support  research  in  cell  and 
tumor  biology,  research  in  genetics,  virology,  and  immunology,  and 
at  the  same  time  we  have  to  have  large  scale  directed  programs  which 
are  projected  to  try  to  develop  areas  of  special  promise  such  as  cancer 
biology,  epidemiology  of  cancer,  how  it  is  distributed  among  different 
populations  and  different  groups,  methods  for  early  diagnosis,  meth- 
ods for  chemotherapy,  and  environmental  study. 

I want  to  emphasize  what  we  have  to  have  is  new  ultrasensitive 
methods  to  detect  the  presence  of  cancer-causing  chemicals  that  are 
present  perhaps  in  only  one  part  in  a billion  in  a complex  mixture  of 
other  components.  There  are  methods  for  doing  this,  called  gas  chro- 
matography and  mass  spectroscopy,  but  a single  instrument  costs  a 
quarter  of  a million  dollars. 

Eight  now  there  is  a virtual  freeze  on  purchase  of  such  complex  in- 
struments for  basic  research  because  of  the  status  of  the  NIH  budget. 

Another  important  thing  we  have  to  do  is  develop  some  kind  of  new 
way  to  discover  what  kind  of  chemicals  cause  cancer.  To  determine 
whether  any  chemical  causes  cancer,  at  the  present  time,  requires  2 
years  of  research,  the  expenditure  of  about  $10,000  for  study  of  a 
single  chemical,  and  tests  in  at  least  two  kinds  of  animals — for  a single 
chemical. 

Every  year  we  are  adding  10,000  new  kinds  of  chemicals  to  our  en- 
vironment, either  through  industrial  production  or  laboratory  syn- 
thesis or  other  kinds  of  mechanisms.  We  have  no  rationale  or  means 
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of  sorting  out  which  of  these  compounds  might  cause  cancer — 1 in 
10,000,  5 in  10,000,  there  is  no  fast  way  to  do  this  at  the  present  time. 

Some  totally  new  approach  must  be  developed,  and  on  the  horizon 
there  are  approaches  of  this  kind  that  may  be  available,  for  example, 
the  technique  called  cell  transformation,  whereby  certain  types  of  cells 
are  transformed  by  chemicals  and  become  cancerous,  and  those  will  be 
studied  in  animals. 

I want  to  mention  my  own  area  of  cancer  research  to  illustrate  how 
research  in  one  field  contributes  to  another.  Part  of  my  research  deals 
with  a protein  that  is  excreted  in  the  urine  only  by  patients  who  have  a 
type  of  bone  cancer  called  multiple  myeloma  or  some  similar  tumor. 
That  protein  was  discovered  in  1848  by  a British  physician.  Sir  Henry 
Bence  Jones. 

I have  in  front  of  me  some  medical  historical  research.  I have  a 
copy  of  the  death  certificate  of  the  first  patient  known  to  have  died  of 
multiple  myeloma.  He  excreted  in  his  urine  this  special  kind  of  pro- 
tein, and  for  a hundred  years  nobody  knew  what  it  was.  Bence  Jones 
asked  the  classic  question,  “What  is  it?”  and  it  was  named  after  him. 

In  the  last  10  years  with  the  aid  of  funds  for  the  National  Cancer 
Institute,  we  have  learned  that  this  protein  is  the  key  to  the  study  of 
the  structure  of  antibodies,  the  very  molecules  that  prevent  infectious 
diseases.  We  know  that  protein  is  a part  of  gamma  globulin,  which  is 
probably  familiar  to  you. 

I brought  in  my  tie,  which  the  girls  in  my  laboratory  made  for  me. 
I am  sorry  you  can’t  see  it  from  there.  It  is  a model  of  gamma  globulin. 
We  now  know  that  this  stitching  right  here,  the  smaller  stitching,  is 
Bence  Jones  protein.  Bence  Jones  protein  is  a part  of  gamma  globulin. 

If  I had  a big  enough  tie  and  five  of  these  all  hooked  together,  I 
would  have  the  molecule  called  “immune  globulin  M.”  That  is  the  mole- 
cule that  appears  in  significant  amounts  in  patients  that  have  rheuma- 
toid arthritis.  When  that  Bence  Jones  molecule  is  hooked  together,  “im  - 
mune  globulin  E”  is  formed.  And  in  cases  where  there  is  hypersensi- 
tivity, it  is  the  very  cause  of  allergic  reactions. 

What  I am  trying  to  point  out  is  that  by  study  of  protein  excreted 
by  patients  with  a disease  which  perhaps  3,000  people  a year  die  of, 
we  are  learning  at  the  same  time  a great  deal  about  what  is  going  on  in 
rheumatoid  arthritis  and  what  is  going  on  in  allergic  reaction. 

Two  months  ago,  we  and  others  working  together  at  the  National 
Institutes  of  Health  discovered  that  in  patients  who  have  a rare  disease 
called  primary  amyloidosis,  this  very  protein,  Bence  Jones  protein, 
is  excreted  in  the  urine,  but  it  is  also  deposited  in  the  soft  tissues  of 
their  body,  in  their  kidneys  and  elsewhere,  and  this  is  the  primary 
cause  of  their  death. 

So  here  you  see  on  the  one  hand  we  have  a rare  disease,  primary 
amyloidosis,  a fatal  disease  cancer  which  causes  perhaps  1 percent  of 
all  cancers 

Senator  Case.  How  do  you  find  that  out.  Doctor?  Do  you  examine 
the  body  ? 

Dr.  Putnam.  We  found  out  that  a patient  who  died  of  primary 
amyloidosis  4 years  ago — we  obtained  Bence  Jones  prc^tein,  because 
that  is  what  we  were  interested  in,  and  we  determined  its  complete 
structure.  It  has  114  amino  acids.  Workers  in  NIH  interested  in  amy- 
loid diseases  extracted  from  tissues  of  various  patients  who  died,  mate- 
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rial  which  they  then  began  to  find  was  similar  to  the  structure  that  we 
reported  for  Bence  Jones  protein. 

We  got  together  and  got  tissue  material  still  remaining  from  a 
patient  in  New  York,  and  they  extracted  the  material,  together  with 
Dr.  Curry  and  others  at  NIH,  and  we  found  that  the  structure  was 
identical,  that  protein  that  the  patient  was  excreting  in  the  urine 
was  the  protein  deposited  in  the  tissue. 

This  was  discovered  in  the  past  several  months.  I asked  the  pathol- 
ogist 4 months  ago  what  primary  amyloid  is,  and  he  said,  “We  don’t 
know ; this  is  what  I am  trying  to  find  out.” 

There  are  many  ways  of  research  that  must  be  followed.  No  one 
can  chart  the  path  to  the  conquest  of  cancer,  and  that  is  why  we  have 
to  have  basic  research  for  years  to  come. 

Insulin  was  discoveerd  50  years  ago  exactly.  Today,  millions  of 
people  with  diabetes  can  live  normal  lives.  A friend  of  mine  recently 
told  me  the  first  person  ever  known  to  survive  tubercular  meningitis 
was  his  daughter,  who  received  streptomycin  in  1953.  Today,  the  new 
drug,  rifamipicin,  controls  tuberculosis.  Generations  of  children  will 
be  spared  by  antibiotics.  The  members  of  this  committee  from  the 
South  know  pellagra  was  prevalent  in  the  South  at  one  time. 

The  list  is  long  and  the  objective  is  to  lengthen  it  and  to  assure  the 
best  possible  health  for  all  in  the  future. 

Thank  you. 

Senator  Case.  Thank  you  very  much.  Doctor,  for  a very  interesting 
and  informative  statement.  We  will  have  a 7-minute  recess. 

STATEMENT  OF  DR.  JOHN  R.  BROBECK,  UNIVERSITY  OF  PENNSYL- 
VANIA, NIH,  PENNSYLVANIA,  PRESIDENT  OF  THE  PHYSIO- 
LOGICAL SOCIETY 

Senator  Case.  The  hearing  will  resume. 

Dr.  Brobeck? 

PREPARED  STATEMENT 

Dr.  Brobeck.  Mr.  Chairman,  we  are  near  neighbors.  I have  been  at 
the  University  of  Pennsylvania.  I am  here  as  president  of  the  Ameri- 
can Physiological  Society,  a professional  society  of  4,000  members, 
many  of  whom  are  on  faculties  of  medical  schools  and  in  research 
and  teaching,  some  in  Government  laboratories  and  some  in  commer- 
cial laboratories. 

I have  been  involved  in  medical  education  and  research  for  more 
than  35  years,  and  in  thinking  about  what  I might  say  that  would  be 
helpful  to  the  subcommittee,  it  seemed  to  me  that  possibly  I might 
share  with  you  informally  some  of  the  reasons  for  which  we  are 
concerned. 

I don’t  need  to  tell  you  that  the  people  in  this  country  think  we  need 
more  money.  You  know  that  already.  Consequently,  I have  addressed 
my  testimony,  a copy  of  which  you  have,  to  the  question : Why  are  we 
in  trouble?  And  I will  speak  just  briefly  and  try  to  summarize  this, 
and  perhaps  if  you  have  questions  we  can  discuss  it  further. 

(The  prepared  statement  follows :) 
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My  name  is  John  Brobeck.  I am  President  of  the  American  Physiological  Society, 
a professional  society  that  represents  the  teachers  and  investigators  of  one  of  the 
disciplines  that  links  the  sciences  of  chemistry,  physics  and  mathematics  with  the 
practice  of  clinical  medicine.  Our  Society  has  some  4,000  members,  in  medical  school 
departments,  in  veterinary  and  dental  schools,  and  in  university  and  college 
faculties,  as  well  as  in  commercial  and  government  laboratories.  My  own  association 
with  medical  education  and  research  began  when  I graduated  from  college  in  1936. 

Since  that  time  I have  been  a member  of  the  medical  communities  at  Northwestern  in 
Chicago,  at  Yale,  and  now  at  the  University  of  Pennsylvania,  where  I was  Chairman 
of  the  Department  of  Physiology  for  17  years.  For  a number  of  years  I have  taken 
part  in  the  evaluation  of  applications  for  research  grants,  for  research  centers, 
and  for  fellowships,  on  behalf  of  the  National  Institutes  of  Health,  the  National 
Science  Foundation,  the  National  Research  Council  for  the  Surgeon  General  of  the 
Navy,  and  the  National  Association  for  Retarded  Children.  For  nearly  eight  years 
I have  served  as  Chairman  of  the  Editorial  Board  of  PHYSIOLOGICAL  REVIEWS,  a leading 
scientific  journal  in  its  field. 

As  I looked  over  the  names  of  the  Senators  who  are  members  of  this  Committee, 

I discovered  that  I have  perhaps  another  qualification  as  a witness.  I believe  that 
I know  fairly  well  the  strengths  and  weaknesses,  and  the  problems,  of  almost  all 
of  the  medical  schools  in  all  of  the  states  represented  on  this  Committee.  The 
chairmen  of  their  departments  of  physiology  are,  with  only  a few  exceptions,  personal 
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friends  of  mine.  Moreover,  within  the  past  few  years  I have  visited  in  nearly  half 
of  this  total  number  of  schools. 

I have  come  to  state  to  this  Committee  that  the  members  of  the  American 
Physiological  Society  are  troubled  by  the  problems  we  now  experience  in  planning  for 
ongoing  research  in  basic  medical  science.  We  believe  that  the  major  problem  is  the 
actual  and  projected  shortage  of  funds.  Dr.  Robert  K.  Crane,  the  Chairman  of  the 
Public  Affairs  Committee  of  the  American  Physiological  Society,  in  testifying  before 
the  House  Subcommittee  on  Appropriations  for  Labor  and  Welfare  on  June  "9  of  this  year 
made  the  following  point  which  I wish  to  emphasize  in  my  testimony:  Whereas  the 

overall  budget  proposed  by  the  President  for  the  National  Institutes  of  Health  for 
1972  appears  to  represent  an  increase  in  the  funds  to  be  made  available,  the  apparent 
increase  of  117o  is  misleading  because  of  the  addition  of  $100  million  dollars 
designated  for  cancer  research.  Dr.  Crane  noted  that  with  the  loss  created  by 
inflation  of  costs,  the  funds  available  for  study  of  problems  related  to  arthritis 
and  metabolic  diseases  will  actually  decrease  by  9.57c,;  those  related  to  allergies  and 
infectious  diseases,  by  14.57o;  those  concerned  with  neurological  diseases  and  stroke, 
by  16.57o.  He  pointed  out  that  there  is  no  evidence  that  the  problems,  themselves, 
will  show  any  significant  decrease  in  their  severity  nor  in  the  number  of  persons 
affected  by  these  kinds  of  illness. 

Because  most  of  the  witnesses  you  will  hear  will  emphasize  also  the  need  for 
more  nearly  adequate  funding  of  these  research  efforts,  I shall  take  the  remaining 
portion  of  my  own  testimony  to  speak  more  generally  in  an  effort  to  describe  the 
nature  of  our  problems  as  I view  them. 

First,  may  I comment  on  the  precarious  state  of  finances  of  medical  institutions 
in  most  of  the  states  of  this  country.  Many  medical  schools  are  near  or  actually  in 
bankruptcy-- that  is,  what  an  accountant  would  regard  as  bankruptcy.  This  is,  in  fact 
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a long  standing  problem  that  goes  back  at  least  as  far  as  the  period  just  following 
the  Second  World  War.  At  that  time,  too,  there  was  speculation  about  the  financial 
failure  of  a number  of  medical  schools.  Medical  education  is  inherently  expensive, 
because  the  number  of  faculty  persons  required  for  the  education  of  a given  number 
of  medical  students  is  much  greater  than  for  most  other  forms  of  education.  Both 
the  medical  sciences  and  the  clinical  medical  specialties  have  developed  to  the  point 
where  even  the  introductory  courses  cannot  be  given  effectively  by  anyone  other  than 
someone  who  is  devoting  his  life  to  that  discipline.  With  increase  in  the  number  of 
disciplines  to  which  medical  students  must  be  introduced,  the  size  of  the  faculty 
must  also  increase.  Forty  years  ago  most  of  the  medical  teachers  were  paid  little 
or  nothing,  and  gave  only  a fraction  of  their  time  to  teaching  and  almost  none  to 
research.  Since  the  late  1940's,  however,  most  of  the  medical  schools  have  moved 
towards  what  is  known  as  the  university  or  full-time  plan  of  employment  of  clinical 
faculties,  and  the  bill  for  faculty  salaries  has  risen  to  reflect  the  greater  number 
and  the  relatively  higher  salary  levels  of  the  clinicians.  Nevertheless,  in  the 
private  schools  and  in  many  of  the  state  supported  schools  the  funds  available  for 
faculty  salaries  per  se  have  not  increased  in  proportion  to  the  growth  in  expenditure, 
with  a result  that  the  financial  position  of  the  schools  has  steadily  become  worse. 

Although  I am  aware  that  it  is  regarded  as  bad  form  to  state  what  it  was  that 
kept  the  schools  solvent  for  more  than  twenty  years,  I shall  say  flatly  that  it  was 
funds  made  available  through  the  National  Institutes  of  Health  for  research  and 
training  in  medical  science.  No  matter  what  the  official  position  of  any  organization 
or  office  may  be,  the  fact  is  that  the  strong  science  departments  of  the  medical 
schools  of  this  country  until  recently  have  been  supporting  themselves  by  two  dollars 
from  N.I.H.  for  every  dollar  they  had  available  from  the  more  conventional  university 
resources  of  tuition,  endowment  and  gifts.  This  means  that  large  numbers  of 
faculty  and  staff  have  actually  been  receiving  their  support  via  the  research  and 
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training  grant  mechanisms.  It  also  means,  however,  that  these  same  persons  are  not 
appendages  to  the  faculties  of  the  medical  schools;  they  are  not  in  the  category  of 
luxuries  that  a school  can  afford  to  lose.  They  are  the  persons  actually  carrying 
on  the  research,  training  and  teaching  missions  of  the  schools.  The  schools  cannot 
continue  if  these  persons  should  be  discharged;  and  they  have  no  place  to  go  if  their 
faculty  and  staff  positions  should  disappear.  Their  personal  interests,  therefore, 
largely  coincide  with  the  interests  of  the  niedical  schools,  and  their  continued 
support  receives  first  priority  when  funds  become  limited.  Consequently,  we  have 
come  into  a period  where  not  only  are  funds  limited,  but  where  the  limitation  hits 
hardest,  at  young  persons  who  should  be  acquiring  junior  faculty  positions,  who 
should  be  undertaking  their  first  independent  research,  and  who  should  be  receiving 
their  first  financial  support  for  laboratory  investigation.  Because  of  the  severe 
influence  of  the  current  funding  shortage  upon  these  young  persons,  it  is  my  view 
that  the  scientific  community  twenty  years  from  now  will  show  an  obvious  gap--an 
absence  of  the  young  persons  who  should  have  been  recruited  into  science  in  these 
years  and  who  were  turned  away-cut  off--by  the  national  funding  crisis  in  science. 

A second  problem  that  troubles  many  of  us  is  the  current  uncertainty--perhaps 
even  controversy-as  to  whether  the  medical  schools  should  be  supported  by  general 
grants  awarded  via  the  deans'  offices,  or  by  continuation  of  the  present  research  and 
training  grants  mechanisms.  The  members  of  the  American  Physiological  Society  who 
have  an  opinion  on  this  issue  are  united  in  their  opposition  to  the  general  grants. 

I wish,  therefore,  to  try  to  explain  their  argument.  The  awarding  of  research  and 
training  grants  in  the  past  twenty  or  more  years  has  been  based  upon  merit,  as  judged 
by  scientists  and  teachers  experienced  in  the  field  of  each  grant  application.  We 
believe  this  review  mechanism  is  the  strongest  feature  of  the  current  system,  and  I 
have  never  heard  any  responsible  criticism  of  the  way  the  merit  review  is  operated.  To 
make  it  successful,  the  medical  scientific  community  has  given  generously  of  its  time  and 
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effort.  It  is  true,  of  course,  that  whenever  a member  of  a study  section  receives 
the  hundred  or  so  applications  he  is  expected  to  look  over,  and  the  fifteen  or 
twenty  for  which  he  has  primary  responsibility,  he  wishes  that  he  had  said  "no"  when 
asked  to  join  the  study  section.  But  he  also  knows  that  the  job  must  be  done  by 
someone,  and  he  recognizes  a sense  of  achievement  in  sharing  in  this  enterprise. 

By  contrast,  the  scheme  by  which  general  grants  are  awarded  to  schools  is  a great 
leveler.  Unless  it  includes  some  merit-related  criterion,  it  deprives  stronger 
schools  in  order  to  support  scientifically  weaker  ones;  and  it  deprives  strong 
departments  in  a given  school  by  sharing  of  funds  with  less  meritorious  programs. 

The  general  granting  mechanism,  therefore,  removes  both  an  incentive  to  attainment 
of  distinction,  and  also  the  financial  means  by  which  such  distinction  can  be  sought. 

Finally,  may  I say  that  many  of  us  continue  to  be  concerned  over  the  notion  that 
research  and  teaching  are  somehow  in  competition  in  the  faculties  of  our  medical 
schools.  Persons  who  do  not  understand  the  mind  of  a teacher- investigator  have 
assumed  that  orders  can  be  given  for  one  kind  of  activity  or  the  other  on  the  part 
of  a faculty,  and  that  the  two  kinds  of  enterprise  are  necessarily  in  conflict  for 
the  attention  of  a faculty  member.  There  are  a few  persons,  of  course,  for  whom  any 
kind  of  teaching  is  either  painful,  or  a chore  to  be  avoided  if  possible.  But  most 
of  the  persons  who  hold  faculty  appointments  have  a completely  different  view  of 
this  problem,  and  regard  teaching  and  research  as  inseparable  components  of  the  life 
of  a scientist.  Our  feeling  about  this  includes  the  following  conclusions: 

First,  it  is  obvious  that  medical  science  is  required  for  progress  in  delivery 
of  medical  care,  and  that  the  entire  medical  enterprise  rests  upon  science--not  only 
science  of  the  past  and  present,  but  more  importantly  the  science  of  the  future. 
Unless  major  effort  continues  in  both  basic  and  clinical  laboratories,  the  treatment 
of  disease  ten  years  from  now  v/ill  be  no  better  than  it  is  today.  This  being  true, 
every  teacher  who  is  at  all  alert  intellectually  wants  to  share  in  the  excitement 
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of  this  sense  of  progress. 

Second,  to  be  effective  as  a teacher  one  must  be  able  to  interpret  for  students 
the  discoveries  reported  in  scientific  journals  as  they  arrive  in  the  library  day  by 
day.  This  interpretation  to  be  reliable  must  be  drawn  from  the  experience  the 
teacher  has  had  as  an  investigator. 

Third , the  students  in  our  several  classes  are  the  coming  generation  of 
investigators,  responsible  for  progress  in  the  ten  years  after  the  current  ten.  If 
they  are  to  learn  what  research  is,  what  it  can  accomplish,  how  it  is  carried  out, 
its  limitations  and  its  rewards,  they  must  be  well  acquainted  with  persons  actually 
working  in  the  laboratory. 

And  fourth , in  the  competition  between  professions  and  occupations  for  the 
interest  of  students,  in  competition  among  schools  for  the  more  able  students,  and 
even  in  the  competition  among  disciplines  in  medicine  and  medical  science  for  young 
persons  to  replace  the  older  ones  or  to  enlarge  the  horizons  and  strengthen  the 
foundations  of  the  discipline,  what  young  persons  know  about  a given  profession, 
school  or  department  often  depends  significantly  upon  its  scientific  reputation. 
Distinguished,  or  at  least  competent,  research  is  necessary,  therefore,  because  it 
begets  more  research  and  helps  to  guarantee  the  continuation  of  progress  in  under- 
standing how  the  body  functions  and  what  happens  when  something  goes  wrong. 

Please  accept  my  thanks,  Mr.  Chairman,  for  the  privilege  of  testifying  before 
this  Committee.  My  request,  in  a few  words,  is  not  only  that  funding  of  research 
and  training  in  medical  sciences  be  restored  to  adequate  levels,  but  that  the 
mechanisms  through  which  the  funds  are  made  available  be  chosen  so  as  to  strengthen 
and  not  weaken  the  merit  review  system,  with  as  much  flexibility  as  possible,  to  the 
end  that  funds  can  be  assigned  to  the  most  exciting  and  most  promising  research 
programs,  wherever  they  may  turn  up  in  the  national  effort  in  medical  care  and 
investigation. 
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FINANCIAL  DIFFICULTIES  OF  PRIVATE  MEDICAL  SCHOOLS 

Dr.  Brobeck.  The  first  point  I would  like  to  make  is  at  the  bottom 
of  page  2,  that  the  medical  schools,  and  especially  the  private  medical 
schools  of  this  country,  have  always  had  financial  difficulties.  This  is 
not  something  that  has  developed  in  the  last  few  months. 

Perhaps  you  will  recall  that  a few  years  after  the  end  of  World 
War  II,  there  was  talk  and  gossip  in  the  newspapers  and  national 
magazines  about  the  financial  problems  of  the  private  medical  schools, 
and  you  may  know  that  many  of  them  were  very  close  to  bankruptcy  at 
that  time. 

At  that  time,  I was  at  Yale,  and  we  were  told  that  continuation  of 
the  Yale  School  of  Medicine  hung  by  one  vote  in  a meeting  of  the  cor- 
poration of  Yale  University.  This  was  because  the  corporation  thought 
the  medical  school  was  costing  the  university  more  than  it  was  worth. 

Yale  was  not  the  only  private  medical  school  having  that  kind  of 
trouble.  Beginning  from  1950  and  to  the  present  time,  medical  schools 
were  given  a financial  reprieve  by  funding  through  NIH  and  in  lesser 
degree  through  the  National  Science  Foundation. 

Those  of  us  on  medical  faculties  hoped  that  Congress  and  the  ad- 
ministration had  decided  this  was  the  way  in  which  permanently  to 
relieve  the  financial  distress  of  medical  schools.  It  appears  now  we  were 
mistaken  in  this  judgment ; that  this  was  not  regarded  by  the  Congress 
as  a permanent  source  of  funds  but  rather  as  a mission-oriented  kind 
of  grant  mechanism  that  were  via  research  rather  than  to  relieve 
the  financial  problems  of  medical  schools. 

Consequently,  I would  like  to  suggest  that  it  seems  to  me  Congress 
should  consider  not  only  the  question  of  the  funding  of  medical  re- 
search and  question  of  buying  a few  extra  dollars,  but  the  long-term 
problem  of  financing  of  medical  education. 

There  are  diflferent  ways  in  which  this  might  be  done.  One  of  them, 
of  course,  is  continuation  of  the  system  that  we  have  had  in  effect  in 
recent  years,  and  I must  say,  persons  like  myself,  who  are  actually 
doing  teaching  and  research,  very  much  prefer  this  over  general  grant 
mechanisms. 

We  would  like  to  have  this  review  system  based  on  merit  that  NIH 
has  in  preference  to  any  kind  of  general  granting  system.  Very  often 
this  is  interpreted  to  mean  that  the  investigators  don’t  trust  the  deans, 
and  to  a degree  that  may  be  true,  but  I believe  there  is  a more  funda- 
mental reason  than  this  rather  superficial  one  underlying  our  concern 
about  perpetuation  of  the  current  program. 

Under  that  ground  rule,  it  is  possible  for  a strong  department  in  a 
weak  school  to  be  well  funded.  It  is  possible  for  a strong  school  in  a 
university  to  be  well  funded.  I have  never  heard  any  criticism  of  the 
merit  review  system  that  NIH  operates. 

If  grants  are  made  on  another  plan  where  they  are  made  on  some 
kind  of  general  basis  that  is  not  related  to  merit,  this  will  introduce 
a great  leveling  process  into  medical  education  and  medical  research, 
and  no  longer  will  it  be  possible  to  use  funds  from  NIH  for  the  crea- 
tion of  a center  of  excellence  institution. 

I believe  this  is  the  reason  the  investigators  mistrust  the  shifting 
of  funds  out  of  the  grant  program  that  we  now  have  for  grants  based 
on  merit,  into  more  general  grant  categories. 
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Finally,  we  are  also  concerned  about  the  current  confusion  over 
competition  between  research  and  teaching.  I think  this  is  most  un- 
fortunate. Many  people  say  we  have  investigators  out  of  classrooms 
and  into  laboratories.  In  my  testimony  I have  tried  to  explain  this  is 
not  true. 

The  research  process  is  an  inherent  part  of  medical  education.  It  is 
necessary  for  keeping  teachers  alive,  it  is  necessary  for  keeping  them 
competent,  it  is  necessary  for  students  to  miderstand  what  the  research 
process  is,  to  be  able  to  evaluate  evidence  as  well  as  provide  under- 
standing of  the  nature  of  disease  processes. 

I and  many  of  my  friends  would  like  to  speak  against  this  idea 
that  these  two  are  somehow  in  conflict  with  one  another,  because 
a good  teacher  is  interested  in  research  in  the  same  way  he  is  interested 
in  breathing.  It  is  a part  of  his  Ifiea  nd  it  is  something  he  must 
continue. 

In  summary,  the  request  I bring  to  you  is  not  only  that  funding 
for  medical  research  should  be  returned  to  some  more  nearly  adequate 
level,  but  that  the  means  by  which  this  is  done  should  be  as  flexible  as 
possible,  that  we  should  have  the  opportunity  to  gain  grants  on  the 
basis  of  merit  through  pure  review  and  not  through  some  leveling  or 
general  granting  mechanism  that  will  penalize  the  strong  people  and 
strong  departments. 

Senator  Case.  Thank  you  very  much.  Doctor.  I think  your  point 
makes  a lot  of  sense.  How  does  a doctor  keep  up  with  all  of  this 
information  ? 

Dr.  Brobeck.  I nave  been  told  that  the  medical  profession  is  more 
effective  than  other  professions  in  on-going  education  for  people  who 
are  in  it.  I am  not  sure  this  is  true  in  comparison  to  other  professions, 
but  it  is  true  that  medical  schools  and  the  medical  profession  in  gen- 
eral have  been  aware  of  this  problem  for  a long,  long  time. 

And  we  know  that  even  medical  societies  prepare  refresher  courses, 
that  physicians  in  general  practice  and  all  kinds  of  private  practice 
take  time  out  to  attend  special  teaching  sessions. 

These  mechanisms  are  perhaps  not  as  effective  as  they  might  be,  be- 
cause of  the  rapid  progress  of  medical  science,  but  leading  schools  are 
aware  of  this,  and  they  are  experimenting  with  techniques  that  will 
allow  every  physician  to  keep  up  with  what  is  going  on. 

One  avenue  for  doing  this  is  to  bring  people  for  short  periods  of 
time  to  medical  centers,  like  a week  in  the  middle  of  summer  or  winter. 
Another  technique  is  taking  teachers  to  the  local  communities  where 
programs  can  be  presented  sometime  through  the  week.  Of  course,  use 
of  television  is  another  attempt  in  this  direction. 

But  I can  assure  you  this  is  something  in  the  minds  of  medical  edu- 
cators, because  it  is  not  new.  This  has  been  a concern  to  medical  edu- 
cators for  50  years. 

Senator  Case.  I am  sure  it  is  not  new.  I imagine  that  the  problem 
is  much  greater  than  it  used  to  be 

Dr.  Brobeck.  This  is  true. 

Senator  Case  (continuing).  Because  of  the  tremendous  volume  of 
the  discoveries. 

Dr.  Brobeck.  This  is  true.  There  is  concern  about  another  compli- 
cation of  this  problem  that  may  be  a personal  opinion  of  mine,  but  I 
think  it  is  significant.  There  is  a question  whether  the  current  genera- 
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tion  of  medical  students  is  coming  through  as  well  prepared  in  basic 
science  as  students  did  20  years  ago. 

This  is  because  of  the  variety  of  opportunities  available  to  practicing 
physicians,  many  of  them  not  directly  related  to  basic  science,  and  the 
current  interests  of  students  which  are  not  heavily  oriented  toward 
basic  science,  and  there  is  a fear  that  the  fact  that  the  students  weren’t 
actually  prepared  in  basic  science  before  they  finished  medical  school 
will  make  it  more  difficult  for  them  to  keep  up  with  the  progress  of 
science  later  on. 

We  are  hoping  that  the  pendulum  has  swung  as  far  as  it  will  go 
in  the  direction  of  nonscience  foundation  for  physicians  and  that  it 
will  swing  back  the  other  way. 

I must  say  the  kind  of  science  the  students  get  is  far  superior  than 
what  was  available  when  I was  a student.  There  are  many  high 
schools  teaching  science  courses  stronger  than  the  average  college 
offered  a few  years  ago.  Unfortunately,  the  number  of  students  taking 
the  course  is  not  as  great  as  we  would  like  to  see. 

Senator  Case.  We  were  talking  a few  minutes  ago  about  foreign  doc- 
tor's coming  into  this  country.  I wonder  if  you  would  have  any  com- 
ment about  the  problem  of  Americans  who  go  abroad  for  their  medi- 
cal education  because  they  can’t  get  it  here,  and  the  problem  that 
they  have  in  coming  back  ? 

Dr.  Brobeck.  I have  not  had  much  experience  with  this,  although 
my  wife  and  I did  spend  a year  at  a medical  center  in  Taiwan,  so  I 
know  from  firsthand  experience  about  the  level  of  teaching  at  least 
in  that  country. 

I think  the  first  point  to  make  is  that  we  need  more  physicians,  more 
medical  students,  in  this  country.  There  are  students  who  are  quali- 
fied for  medical  training  who  simply  can’t  get  in,  and  the  principal 
reason  for  this,  of  course,  is  lack  of  money. 

I tried  to  explain  in  my  written  statement  here  why  medical  educa- 
tion is  so  expensive.  It  is  not  only  the  capital  investment  that  has  to 
go  into  laboratories  and  teaching  hospitals,  but  it  is  also  the  ongoing 
cost  that  is  associated  first  of  all  with  intense  specialization  of  medical 
]:>ractice  and  the  variety  of  specialists  the  medical  center  has  to  ac- 
cumulate ; and  now,  the  need  to  pay  them  full-time  salaries  as  opposed 
to  previous  system  where  they  were  supported  by  fees  from  patients 
and  gave  their  time  gratis  to  the  teaching  program. 

Medical  education  is  inherently  expensive,  and  consequently,  we 
don’t  have  enough  physicians  and  enough  places  for  students  who 
should  study.  Consequently,  well-qualified  kids  do  go  to  foreign 
medical  schools. 

I don’t  know  enough  about  their  reentry  processes  to  be  able  to 
comment  on  the  difficulty.  My  impression  was  that  if  they  are  well 
trained,  that  they  don’t  have  too  much  trouble  getting  back,  because 
there  is  an  examination  procedure  available  by  which  graduates  from 
any  approved  school  in  a foreign  country  can  take  examinations  and 
then  come  in  and  prepare  for  taking  the  examinations  here. 

But  this  is  something  I haven’t  had  firsthand  experience  with  and  I 
don’t  know. 

I know,  as  you  know,  that  in  many  foreign  schools  the  level  of  in- 
struction is  very  high,  and  this  is  true  even  in  countries  like  Taiwan. 
The  students  in  two  principal  schools  of  Taiwan  get  a first-rate 
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medical  education,  and  I am  sure  this  is  true  in  many  other  countries 
as  well. 

Senator  Case.  Have  you  any  comment  about  the  statement  that  the 
problem  in  this  country  isn’t  going  to  be  solved  just  by  increasing  the 
number  of  doctors,  or  even  that  we  don’t  need  many  more  doctors,  but 
there  is  need  for  more  organization  in  the  utilization  and  in  the  work 
they  do  in  the  medical  areas. 

I am  sure  you  are  aware  of  the  general  philosophy  that  has  been 
expressed  particularly  by  some  of  the  yoimger  doctors. 

Dr.  Brobeck:.  Yes.  I have  had  a personal  interest  from  the  time  I was 
a medical  student.  I hope  you  will  permit  me  to  speak  personally,  and 
not  representing  the  American  Physiological  Society. 

I was  interested  in  the  questions  you  asked  other  witnesses  this 
morning,  because  it  seems  to  me  that  you  have  implied  that  we  per- 
haps need  major  changes  in  the  way  medicine  is  practiced  in  this 
country. 

Senator  Case.  What  I wanted  was  information.  I don’t  have  an^ 
preconception. 

Dr.  Brobeck.  Nobody  knows,  because  plans  aren’t  developed  on  the 
scale  required  to  do  this.  It  seems  to  me  just  from  commonsense  that 
we  can’t  possibly  train  enough  doctors  under  the  present  system  of 
practice  to  produce  an  overflow  of  physicians  that  will  go  by,  that  will 
diffuse  out  into  the  rural  areas  and  diffuse  into  the  ghettos  where  prac- 
ticing medicine  is  not  attractive. 

My  own  feeling  is — ^this  is  personal — that  we  need  something  like 
the  Swedish  system  where  a reasonable  number  of  physicians  are 
actually  employed  by  the  Government  to  provide  medical  care,  pei^haps 
for  a limited  period  of  time,  but  perhaps  on  a long-term  basis,  to  the 
areas  where  physicians  otherwise  won’t  go. 

I think  the  number  of  doctors  we  have  to  have,  to  get  them  out  there 
simply  because  they  can’t  make  an  adequate  living  in  the  suburbs,  is 
so  large  that  we  couldn’t  hope  to  achieve  that  number  of  physicians. 

There  is  also,  of  course,  the  possibility  of  enlargement  of  the  capac- 
ity of  the  physician  by  training  people  for  other  professions.  And  I 
think  the  Congress  is  interested  in  this.  Once  again,  someone  is  going 
to  have  to  provide  funds  to  get  them  out  there.  I grew  up  in  a rural  part 
of  Colorado,  and  there  are  many  little  towns  50  miles  from  any  other 
town  in  Colorado,  where  it  is  hopeless  to  suppose  a physician  can  be 
expected  to  go  and  practice. 

I think  we  need  a system  that  will  provide  a national  corps  of  health 
care  people  for  this  purpose. 

Senator  Case.  Does  the  Emergency  Health  Personnel  Act  accom- 
plish this?  Are  you  familiar  with  the  Emergency  Health  Personnel 
Act  that  Senator  Magnuson  has  sponsored  ? 

Dr.  Broreck.  No;  I am  sorry,  I am  not.  Is  the  word  “emergency” 
in  it  ? 

Senator  Case.  Emergency  Health  Personnel  Act.  I take  it  generally 
your  idea  is  that  this  isn’t  an  emergency ; this  is  a chronic  situation  ? 

Dr.  Brobeck.  In  my  town  where  I have  been  associated  from  the 
time  I was  a high  school  student  working  in  a drugstore,  it  has  been 
obvious  that  the  rural  part  of  the  country  has  become  progressively 
less  attractive  to  physicians  for  practicing  medieine.  The  easy  place  to 
place  is  around  the  ghettos  of  the  cities,  or  the  suburbs,  or  smaller 
cities  that  lie  around  the  big  cities. 
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To  get  the  physicians  we  need  into  the  ghettos  and  rural  areas,  we 
need  a National  Health  Service. 

Senator  Case.  That  is  what  Senator  Magnuson  has  in  mind ; I know 
that  is  the  purpose  of  his  proposal. 

Dr.  Brobeck.  It  seems  to  me  perhaps  the  latest  difficulty  is  that  this 
idea  may  be  rejected  because  it  is  assumed  it  requires  a change  in  eco- 
nouiics  of  all  medical  practice.  I think  this  would  be  unfortunate.  We 
don’t  have  to  change  the  way  most  phj^sicians  practice  medicine  in 
order  to  employ  some  of  them  for  a period  of  time  to  bring  medical 
care  in  these  areas  where  otherwise  they  won’t  go. 

Senator  Case.  I have  no  opinion  about  this,  but  how  much  of  the 
recent  increase  in  capability  of  people  who  pay  for  medical  care  has 
resulted  in  raising  of  doctors’  fees  ? 

Dr.  Brobeck.  I want  to  make  sure  I understand  that  question. 

Senator  Case.  What  does  a doctor  make  now  ? 

Dr.  Brobeck.  This  I don’t  know.  I am  a teacher,  and  I don’t  know 
what  doctors  are  making. 

Senator  Case.  You  did  raise  the  question,  which  was  that  you  would 
not  change  the  basic  economics  and  that  you  won’t  have  to  in  order 
to  provide  for  this  particular  need. 

I wonder  whether  some  of  the  economics  don’t  need  a little  chang- 
ing. I don’t  know  about  that,  but  I think  that  since  we  are  now  talking 
about  a very  large  increase  in  the  amount  of  resources  applied  to  med- 
ical and  health  care,  that  we  can’t  ignore  the  question  of  whether  a 
much  better  system  of  allocating  our  resources  ought  not  to  be  in- 
cluded in  this  big  change. 

Dr.  Brobeck.  You  are  asking  me  for  an  opinion  that  is  not  in  my 
competence  as  a physiologist,  but  I am  pleased  to  say  that  I agree  with 
you. 

Senator  Case.  You  are  interested  in  a change  ? 

Dr.  Brobeck.  I have  been  much  regarded  as  a radical  in  my  views 
on  these  problems  from  the  time  I was  in  medical  school.  What  I was 
saying  before  was,  since  there  is  such  a large  suspicion  in  the  medical 
profession  of  any  overall  change,  that  I believe  it  is  unwise  to  hold  up 
developing  methods  to  provide  care  in  ghettos  and  rural  areas  until  we 
get  all  doctors  to  accept  a change. 

If  we  wait  for  all  doctors  to  agree,  we  will  never  get  what  we  need 
more  quickly. 

Senator  Case.  I appreciate  your  very  interesting  statement  and  I 
think  your  approach  is  going  to  make  progress  step  by  step. 

Doctor,  thank  you  very  much. 

I have  no  further  questions. 

Dr.  Brobeck.  Thank  you  very  much  for  your  interest. 

STATEMENT  OF  DR.  JOHN  J.  BURNS,  VICE  PRESIDENT  FOR  RESEARCH,  HOFF- 
MANN-LA  ROCHE,  INC.,  NUTLET,  N.  J. 

Funds  for  National  Institute  of  General  Medical  Science 

Senator  Case.  Written  testimony  of  Dr.  John  J.  Burns,  vice  presi- 
dent for  research,  Hoffmann-La  Koche,  Inc.,  of  Nutley,  N.J.,  will  be 
included  in  the  record  at  this  point.  Dr.  Burns  expresses  deep  concern 
and  interest  in  the  programs  of  the  National  Institute  of  General  Med- 
ical Science. 

(The  statement  follows :) 
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STATEMENT  OF  DR.  JOHN  J.  BURNS, 

CURRICULUM  VITAE 

John  J.  Bums,  Ph.D,,  Vice  President  for  Research, 

Hoffmann-La  Roche  inc.,  Nutley,  New  Jersey 

Born;  Flushing,  New  York,  October  8,  1920 

Education; 

1942  - B.S.  Degree,  Queens  College,  Flushing,  New  York 
1948  - M.A.  Degree,  Columbia  University,  New  York,  New  York 
1950  - Ph.D.  Degree,  Columbia  University,  New  York,  New  York 

Professional  Experience  and  Appointments; 

1950  - 1960  - Adjunct  Assistant  Professor  of  Medicine  (Biochemistry) 
New  York  University  School  of  Medicine 
1954  - 1960  - Deputy  Chief,  Laboratory  of  Chemical  Pharmacology, 
National  Heart  Institute,  Bethesda,  Maryland 

1960  - 1966  - Director  of  Research,  Wellcome  Research  Laboratories, 
Tuckahoe,  New  York 

1961  - 1968  - Visiting  Professor  of  Pharmacology,  Albert  Einstein 
College  of  Medicine,  Bronx,  New  York 

1968  - Present  - Visiting  Professor  of  Pharmacology,  Cornell  University 
College  of  Medicine,  New  York,  New  York 
1967  - Present  - Vice  President  for  Research,  Hoffmann-La  Roche  Inc, 
Nutley,  New  Jersey 

Societies; 

American  Institute  of  Nutrition 
American  Society  of  Biological  Chemists 

American  Society  for  Pharmacology  and  Experimental  Therapeutics 

A Ph  A Academy  of  Pharmaceutical  Sciences 

European  Society  for  the  Study  of  Drug  Toxicity 

Fellow,  American  Institute  of  Chemists 

Fellow,  American  College  of  Neuropsychopharmacology 

New  York  Academy  of  Sciences 

Society  of  Toxicology 

Offices  and  Extramural  Scientific  Activities: 
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I am  John  J,  Burns,  Vice  President  for  Research,  Hoffmann-La  Roche 
Inc.,  Nutley,  New  Jersey.  It  is  my  pleasure  to  have  the  opportunity  to 
come  before  you  and  testify  in  my  own  behalf  on  the  programs  of  the 
National  Institute  of  General  Medical  Sciences.  In  addition  to  my 
responsibility  for  directing  research  In  the  development  of  new  drugs,  I 
have  carried  out  for  a number  of  years  investigational  studies  on  the 
metabolic  fate  of  drugs  and  other  chemicals  in  the  body.  As  a consultant 
to  the  National  Institute  of  General  Medical  Sciences,  I am  acquainted 
with  the  programs  of  the  Institute,  especially  those  dealing  with  pharmacology- 
toxicology.  I am  Chairman  of  the  Committee  on  Problems  of  Drug  Safety  of 
the  National  Academy  of  Sciences  and  a member  of  the  Drug  Research 
Board.  These  organizations  collaborate  closely  with  the  National  Institute 
of  General  Medical  Sciences  in  many  of  its  drug  research  and  related 
training  programs.  As  a Visiting  Professor  of  Pharmacology  at  Cornell 
University  College  of  Medicine,  I teach  medical  and  graduate  students. 

These  activities  in  pharmacology  make  me  vitally  aware  of  both  the  challenges 
and  the  problems  in  bringing  better  drug  therapy  to  the  American  public. 

I shall  speak  of  pharmacology  In  Its  broadest  sense  — as  the  science 
that  deals  with  the  interaction  of  chemicals  with  living  systems.  Pharmocology 
has  advanced  the  treatment  of  all  categories  of  disease,  for  it  deals  with  all  forms  of  dr 
action,  whether  the  drug  is  used  to  treat  cancer,  arthritis,  or  mental  disease. 

More  than  this,  its  contributions  extend  beyond  drug  therapy;  indeed,  the 
principles  of  pharmacology  apply  not  only  to  drugs  but  also  to  environmental 
chemicals  in  general  — pesticides,  food  additives,  atmospheric  pollutants. 
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and  a host  of  present  and  potential  health  hazards.  To  understand  the 
effect  of  these  chemicals  on  man,  the  pharmacologist  depends  heavily 
for  support  on  all  the  basic  medical  sciences  — physiology,  pathology, 
biochemistry,  genetics,  and  immunology. 

Perhaps  more  than  other  disciplines,  basic  research  in  pharmacology 
has  produced  practical  results.  The  basic  work  of  Nobel  Laureate  Dr. 

Julius  Axelrod  on  the  action  of  trace  dhemicals  in  the  brain  called  cate- 
cholamines, led  to  the  recent  introduction  of  L-Dopa  for  Parkinson's  Disease. 
But  pharmacologic  research  has  contributed  much  more  than  new  drugs.  It 
has  contributed  information  that  allows  physicians  to  use  old  drugs  more 
safely  and  more  effectively.  One  way  it  does  so  is  by  studying  the  way 
liver  enzymes  inactivate  drugs  and  the  way  drugs  act  on  these  enzymes. 

Such  studies  help  explain  the  sometimes  adverse  effect  of  giving  two  drugs 
at  the  same  time.  To  cite  just  one  example;  physicians  often  use  Dicumarol 
to  decrease  blood  clotting  in  such  diseases  as  myocardial  infarction.  Now 
we've  learned  that  a commonly  used  sedative,  phenobarbital , stimulates 
the  inactivation  of  Dicumarol  in  the  liver,  and  so  physicians  can  use  both 
these  valuable  drugs  together  with  greater  safety. 

Recognizing  the  urgent  need  for  jriore  knowledge  about  drug  safety  end 
effectiveness,  and  recognizing  the  increasing  complexity  and  potential 
hostility  of  chemicals  on  man's  ecology,  the  National  Institute  of  General 
Medical  Sciences  established  the  Pharmacology-Toxicology  Program  in  1964. 
It  was  conceived  by  Dr.  James  Shannon,  then  the  NIH  Director,  as  a 
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mulfidisciplinary  program  cutting  across  all  disease  categories.  The  Program 
encompassed  studies  all  the  way  from  the  molecular  level  — that  is,  the 
level  at  which  chemicals  act  on  cellular  components  — to  the  level  of 
application  to  man  of  the  knowledge  derived  from  such  basic  studies.  This 
exciting  work  has  attracted  the  ablest  pharmacologists,  toxicologists,  medicinal 
chemists,  and  other  specialists. 

The  Program  has  supported  a host  of  valuable  endeavors:  university-based 
multidisciplinary  program  and  center  grants  and  project  grants  to  individual 
investigators.  It  has  awarded  contracts  to  nonprofit  institutes  and  to 

industrial  laboratories.  But  one  of  the  most  valuable  features  of  the  Program, 

0 

in  my  opinion,  was  the  creation  of  centers  that  bring  together  first-rate 
scientists  in  clinical  pharmacology  and  the  basic  sciences  to  speed  research 
on  problems  related  to  use  of  drugs  in  man.  These  scientists  are  able  to  investigate 
problems,  such  as  an  unexpected  drug  effect,  in  man  and  animals,  sTmultaneously  — ■ 
a great  advantage  when  information  is  needed  quickly. 

Overall,  the  Pharmacology-Toxicology  Program  has  been  absolutely 
unique  in  its  contribution  to  basic  and  applied  pharmacologic  research.  It  has 
provided  specific  information  on  which  the  Food  and  Drug  Administration  and 
the  drug  industry  decide  questions  of  drug  safety  and  efficacy.  Through  its 
grants  it  has  developed  analytical  and  physiochemical  instrumentation  that 
have  revolutionized  drug  metabolism  research.  Combined  gas-liquid  chromato- 
graphy, mass  spectrometry,  and  computer  systems  are  a few  examples  of 
techniques  adapted  by  Program  grantees,  which  make  possible  the  certain 
identification  of  a drug  or  its  metabolites.  So  sensitive  are  these  techniques 
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fhat  Baylor  University  scientists  have  been  able  to  take  a single  drop  of 
blood  from  a newborn  or  premature  Infant  and  tell  what  drugs  the  mother 
took  before  delivery.  The  metabolic  fate  of  oral  contraceptives  was  essentially 
unknown  until  a few  years  ago  when  studies  were  launched  under  the 
Pharmacology-Toxicology  Program.  Further  studies  may  well  help  to 
explain  the  clinical  problems  reported  in  the  long-term  use  of  these  drugs. 

Clinical  pharmacology  is  that  branch  of  pharmacology  which  is  concerned 
with  the  action  and  metabolic  fate  of  drugs  in  man  and  the  relation  of  findings 
in  experimental  animals  to  the  use  of  drugs  in  patients.  The  Pharmacology- 
Toxicology  Program  has  played  a leading  role  in  the  development  of  the 
field  and  in  the  training  of  new  clinical  pharmacologists.  Because  of  the 
demand  for  development  of  better  ways  to  evaluate  the  safety  and  the  efficacy 
of  drugs,  there  is  a serious  shortage  of  trained  personnel  in  this  field. 

A key  achievement  in  the  clinical  pharmacology  program  has  been  the 
development  of  ways  for  monitoring  adverse  drug  reactions.  The  importance 
of  doing  so  was  pointed  up  by  a recent  survey  showing  that  adverse  drug  reactions 
account  for  about  5%  of  new  hospital  admissions.  An  Institute-supported 
surveillance  system  at  Tufts  University  Medical  School  has,  for  the  first  time, 
accumulated  precise  data  on  drug  effects  for  computer  analysis.  A recent  Inter- 
national Conference  on  Adverse  Reactions  Reporting  Systems  commended  the 
Tufts  system  as  an  ideal  model  which  should  be  extended  to  other  patient 
populations. 

These  achievements  of  the  Pharmacology-Toxicology  Program  have 
already  contributed  so  significantly  to  public  health  that,  in  my  opinion. 
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there  can  be  no  question  that  it  should  be  adequately  supported  despite 
current  budget  limitations.  I shall,  therefore,  recommend  Increased 
funding  to  permit  work  on  existing  programs  to  continue  at  present  levels 
despite  rising  costs  and  to  permit  expansion  in  several  new  areas  of  great 
promise. 

Of  the  new  and  promising  areas  of  research,  I would  like  to  emphasize 
just  three.  These  are  emerging  areas  of  pharmacologic  research  that  merit 
particular  attention  in  view  of  their  great  potential  for  improving  drug  therapy, 

1 . Pharmacogenetics,  Some  years  ago  it  became  apparent  that  all 
persons  do  not  respond  in  the  same  way,  and  that  what  Is 
therapeutic  for  one  patient  may  be  toxic  for  the  next.  This 
realization  has  led  to  the  emergence  of  a new  concept  in  the 
treatment  of  the  sick.  This  concept  is  based  upon  the  "pharmaco- 
logic individuality"  of  the  patient,  and  it  includes  proper 
recognition  of  Individual  differences  In  genetic  characteristics 
or  hereditary  profile.  Genetic  differences  are  responsible,  in 
part,  for  the  unusual  variation  In  the  responses  to  drugs;  they 
determine  whether  a given  drug  will  be  helpful  or  harmful  if 
given  in  the  usual  way,  calculated  according  to  the  needs  of 
the  "average"  patient.  The  research  basis  for  this  new  approach 
is  known  as  pharmacogenetics.  It  is  already  ushering  in  a new 
era  of  therapeutics,  based  not  only  on  a more  precise  under- 
standing of  the  risks  involved  In  the  use  of  medicine,  but  also 
on  the  particular  problems  that  the  individual  genetic  characteristics 
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of  the  paHent  may  presenl-.  In  this  way,  unusual  genetic 
traits  can  be  evaluated  properly  and  the  selection  of  drugs 
and  the  dosage  schedule  are  tailored  to  the  needs  and  the 
special  requirements  of  the  patient.  Three  examples  serve 
to  Illustrate  the  value  of  pharmacogenetic  research. 

An  occasional  patient,  given  a muscle  relaxant 
drug  known  as  succinylchollne  prior  to  an  operation,  suffers 
a prolonged  paralysis  of  the  respiratory  muscles  and  requires 
artificial  respiration  for  an  hour  or  more  In  order  to  be  kept 
alive.  When  this  was  first  noticed.  It  was  called  a drug 
Idiosyncrasy,  which  allowed  the  phenomenon  to  be  classified 
as  an  unexpected  drug  effect,  but  this  did  not  help  to  explain 
the  problem.  There  was  some  evidence  that  this  adverse  drug 
reaction  ran  In  families.  Subsequent  research  showed  that 
patients  who  exhibited  such  reactions  lacked  a blood  enzyme 
which  normally  Is  present  and  destroys  succinylchollne. 

Simple  blood  tests  now  allow  the  physician  to  knov/  whether  a 
patient  has  such  an  Inherited  enzyme  deficiency  and  thus  the 
possibility  of  an  adverse  reaction  to  succinylchollne  Is  prevented. 
Thus,  this  Important  drug  can  now  be  used  safely  and  without 
fear  of  a sudden  unexpected  reaction. 

In  the  1950s  It  was  noted  that  some  patients  developed 
rather  severe  toxic  reactions  to  the  antituberculous  drug, 
Isonlazid,  known  as  INH.  It  was  known  that  a liver  enzyme 
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inact-ivated  INH  and  this  en-^yme  was  either  missing  or  in  low 
concentrations  among  those  sensitive  to  INH.  Studies  of 
selected  families  and  of  identical  and  fraternal  twins 
indicated  that  this  difference  was  due  to  genetic  factors. 

Two  sub-populations  of  persons  were  identified.  One 
inactivating  INH  rapidly  or  "normally"  showed  no  toxicity 
to  the  drug;  the  other  inactivating  the  drug  slowly  accumulated 
INH  to  toxic  concentrations.  This  knowledge  now  makes  it 
possible  to  test  in  advance  the  way  a patient  Inactivates  the 
drug  and  thus  insures  its  safer  and  more  effective  use. 

A third  example  that  illustrates  the  importance  in 
therapeutics  of  pharmacogenetics  can  be  found  in  the  case  of 
Dilantin,  a drug  used  for  many  years  to  treat  epilepsy. 
Occasionally  a patient  develops  toxic  reactions  to  this  drug 
when  given  In  the  recommended  dose.  The  patients  were 
found  to  have  an  impaired  ability  to  destroy  Dilantin  and, 
consequently,  the  drug  accumulated  in  the  brain  after  repeated 
doses.  Thus,  knowledge  of  this  genetic  defect  in  the  drug's 
inactivation  can  alert  the  physician  to  the  possibility  of  a toxic 
reaction  in  certain  patients.  This  can  be  predicted  by  determining 
whether  the  patient  has  an  unusually  high  concentration  of  the  drug 
In  his  blood. 

One  of  the  most  challenging  areas  for  future  development 
in  therapeutics  is  in  the  treatment  of  inherited  disorders  (such  as 
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diabetes,  galactosemia,  phenylketonuria,  cystic  fibrosis,  and 
a number  of  muscular  dystrophies).  Substitute  therapy  (insulin) 
or  dietary  therapy  (low  phenylalanine  diet  for  phenylketonuria) 
represents  the  main  types  of  treatment  now  available.  Genetic 
diseases  need  not  be  Incurable  conditions,  though  there  are  few 
groups  attempting  to  develop  better  methods  of  treatment  at  present. 

There  is  reason,  however,  to  be  optimistic  that  deficient  proteins 
or  therapeutic  agents,  which  can  possibly  repair  the  genetic  mistakes, 
will  be  available  some  day  for  a number  of  hereditary  diseases. 
Pharmacologists  familiar  with  genetic  disorders  and  with  molecular 
genetics,  who  are  interested  in  developing  new  therapeutic  methods,should 
be  In  an  unusually  favorable  position  to  make  Important  contributions 
to  this  new  area  of  investigation. 

The  National  Institute  of  General  Medical  Sciences  is  in 
an  unusually  favorable  position  to  encourage  the  development  of 
pharmacogenetics  in  view  of  Its  strong  programs,  not  only  In 
pharmacology,  but  also  In  genetics.  Dr.  Joshua  Lederberg,  In 
testimony  before  this  Subcommittee  last  year,  pointed  out  the  urgent 
need  for  broad  research  programs  on  the  genetic  basis  of  human 
disease.  Because  I share  his  concern,  I would  recommend  Increased 
support  for  these  programs. 

2.  Immunopharmacology . One  of  the  most  difficult  problems  faced 

by  the  physician  In  treating  his  patient  is  the  sudden  and  unpredictable 
appearance  of  a drug  allergy,  such  as  a severe  skin  reaction  or  a 
life-threatening  blood  toxicity.  Why  allergic  reactions  can  occur 
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with  certain  drugs  is  a major  focus  of  research  In  the  new  discipline  of 
immunopharmacology . The  finding  that  allergic  reactions  to  penicillin 
have  an  immunological  basis  led  to  the  development  of  tests  which  can 
tell  in  advance  whether  a patient  Is  sensitive  to  the  drug.  Chloram- 
phenicol is  a valuable  antibiotic  for  the  therapy  of  serious  infectious 
diseases,  but  Its  use  is  limited  by  the  occurrence  of  a serious  blood 
abnormality  in  an  occasional  individual.  Immunopharmacologists 
search  for  an  explanation  for  this  adverse  effect,  since  such  knowledge 
may  make  It  possible  to  develop  a safer  antibiotic. 

Considerable  progress  has  been  made  In  perfecting  surgical 
techniques  for  transplanting  such  organs  as  kidney  and  heart.  However, 
a serious  problem  still  exists  in  the  rejection  by  the  recipient  patient 
of  the  newly  transplanted  organ.  More  Information  Is  needed cn  drugs 
which  prevent  such  rejection  of  transplanted  organs.  These  are  referred 
to  as  "immunosuppressive  agents"  and  studies  of  their  safety,  effectiveness 
and  mechanism  of  action  is  an  important  area  of  research  In  Immuno- 
pharmacology. 

3.  Developmental  Pharmacology.  Pharmacology  cuts  across  all  age  groups 
since  It  is  concerned  with  the  action  of  drugs  on  the  developing  fetus, 
newborn  Infant,  child,  adult  and  aging  Individual.  This  new  discipline, 
referred  to  as  developmental  pharmacology,  has  attracted  increasing 
attention  from  scientists  in  embryology,  pediatrics  and  geriatrics.  The 
potential  harmful  effects  of  drugs  on  the  fetus  was  pointed  out  by  the 
thalidomide  disaster  and  considerable  pharmacological  research  is  being 
carried  out  to  prevent  such  an  episode  from  occurring  again. 


1843 


Institute-supported  scientists  have  shown  that  the  unusual  sensitivity  of 
the  newborn  to  certain  drugs  appears  to  be  due  to  the  infant's  impaired 
ability  to  inactivate  drugs.  However,  there  Is  still  a general  lack 
of  information  on  drug  action  in  Infants  and  young  children  which 
can  prevent  them  from  receiving  necessary  therapy.  In  fact. 

Dr.  Harry  Shirkey,  a leading  pediatrician,  has  recently  referred 
to  this  age  group  as  "therapeutic  orphans."  There  is  a definite 
need  to  train  pediatric  clinical  pharmacologists  and  to  develop  research 
centers  devoted  to  studying  drug  action  in  infants  and  children. 
Administration  of  drugs  to  patients  in  the  elderly  age  group  also 
has  special  problems.  Many  of  these  individuals  have  chronic  diseases, 
such  as  liver,  kidney  and  cardiovascular  diseases,  which  can  influence 
drug  response.  Further  knowledge  of  the  way  such  diseases  influence 
drug  action  will  help  the  physician  in  treating  the  elderly  patient. 

I have  tried  to  sketch  the  unique  contributions  of  the  Pharmacology-Toxicology 
Centers  to  drug  research.  I believe  that  similar  contributions  can  be  expected  in  the 
future  if  existing  programs  are  adequately  funded.  Also,  I have  tried  to  outline  the 
need  for  support  of  three  emerging  areas  of  pharmacology  — pharmacogenetics, 
immunopharmacology,  and  developmental  pharmacology  — because  of  their  potential 
for  safe  and  effective  drug  use.  To  cover  the  rising  costs  of  existing  programs  and  to 
extend  work  to  the  emerging  areas,  1 strongly  recommend  an  increase  of  $3,000,000 
in  special  grant  funds  for  the  Pharmacology-Toxicology  Centers. 

I further  recommend  an  Increase  of  $1,000,000  for  fifty  special  fellowships 
to  encourage  development  of  the  three  emerging  areas  of  pharmacology.  These 
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fellowships  would  allow  a pharmacologist  to  train  in  a genetics  department  or, 
in  reverse,  a geneticist  to  train  in  a pharmacology  department.  The  fellowships 
would  enable  similar  exchanges  between  immunologists,  developmental 
biologists  and  pharmacologists.  And  finally,  they  would  enoble  medicinal 
chemists  to  work  in  clinical  pharmacology  programs  in  order  to  study  the  new 
analytical  techniques  now  used  in  drug  metabolism  research. 

I have  tried  to  emphasize  the  important  role  played  by  the  National  Institute 
of  General  Medical  Sciences  in  improving  the  health  care  of  the  American  people 
I recommend  an  increase  of  $8,000,000  in  regular  grants  to  support  the  increased 
costs  in  existing  programs  and  to  permit  the  funding  of  approximately  25%  of 
the  meritoriously  approved  but  unfunded  applications.  This  would  permit  the 
Institute  to  continue  promising  work,  not  only  in  pharmacology-toxicology,  but 
also  in  trauma,  radiology,  surgery,  and  other  programs  that  should  contribute 
to  improved  health.  1 also  recommend  an  increase  of  $7,500,000  for  training 
programs.  This  would  support  increased  costs  and  would  fund  approximately  40% 
of  meritoriously  approved  but  unfunded  applications  for  training  in  the  clinical 
sciences,  basic  health  sciences,  bioengineering,  and  pharmacology-toxicology. 

I hope  that  my  remarks  have  adequately  reflected  my  confidence  in  the 
benefits  that  can  be  realized  from  increased  research  in  pharmacology-toxicology 
and  other  basic  medical  sciences.  Listed  below  are  the  areas  in  which  I think 
increases  in  funds  could  be  well  utilized,  totaling  $19,500,000  over  the  Institute' 
1972  budget  request  of  $150,400,000.  I am  grateful  to  the  Subcommittee  for  the 
opportunity  to  tell  you  about  them. 
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Citizens  Budget  for  Fiscal  Year  1972 
National  Institute  of  General  Medical  Sciences 


Fiscal  Year 
1971 

President's 
Budget  - 1972 

Citizens 
Budget  - 1972 

Recommended 

Increase 

Regular  Research  Grants 

74,884,000 

75,409,000 

83,409,000 

8,000,000 

Pharmacology-Toxicology 
Research  Centers 

3,593,000 

3,593,000 

6,593,000 

3,000,000 

Fel  lowships 

18,454,000 

15,142,000 

16,142,000 

1,000,000 

Training  Grants 

38,385,000 

38,385,000 

45,885,000 

7,500,000 
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STATEMENT  OF  DR.  LEWIS  THOMAS,  YALE  UNIVERSITY 

RELATION  OF  BASIC  RESEARCH  TO  MEDICAL  PRACTICE 

Senator  Case.  Dr.  Thomas. 

Dr.  Thomas.  Mr.  Chairman,  thank  yon  for  the  opportunity  to 
present  my  statement. 

I am  Dr.  Lewis  Thomas,  professor  and  chairman  of  the  Depart- 
ment of  Pathology  at  Yale  University  School  of  Medicine.  I have  had 
a long  interest  in  the  contributions  of  basic  science  to  the  understand- 
ing of  human  disease,  and  some  experience  at  firsthand  with  the  prob- 
lems involved.  Before  my  present  position,  I served  as  professor  of 
medicine  at  New  York  University  School  of  Medicine,  and  director 
of  medicine  in  Bellevue  Hospital,  and  as  dean  of  the  New  York  Uni- 
versity School  of  Medicine ; prior  to  that  I w^as  research  professor  of 
pediatrics  at  the  University  of  Minnesota. 

I have  been  a member  of  the  National  Advisory  Health  Council 
of  the  National  Institutes  of  Health,  and  the  National  Advisory  Child 
Health  and  Human  Development  Council.  I was  a member  of  the 
President’s  Scientific  Advisory  Committee  from  1967-1970.  I am  a 
member  of  the  Institute  of  Medicine  of  the  National  Academy  of 
Science. 

I am  here  today  as  a member  of  the  American  Association  of  Im- 
munologists. With  your  permission,  I w^ould  like  to  speak  briefly  about 
the  relation  of  basic  research  to  medical  practice.  I shall  not  confine 
my  remarks  to  the  specific  programs  of  the  NIAID. 

I would  like  to  develop  an  argument  in  support  of  basic  medical 
research  in  terms  of  hard  cash  value.  I begin  with  the  assertion  that 
each  time  we  have  had  a technological  advance  in  medicine  that  has 
provided  us  with  the  capacity  to  cure  or  prevent  a particular  disease, 
the  cost  of  delivering  this  kind  of  medical  care  is  always  much  less 
than  the  economic  cost  to  society  of  the  same  disease  prior  to  the 
availability  of  an  effective  technology. 

Furthermore,  each  time  we  have  gained  this  kind  of  tedmology,  it 
has  come  as  a result  of  an  understanding  of  the  basic  mechanisms  of 
the  disease,  and  this  understanding  has  emerged,  always,  as  the  direct 
or  indirect  result  of  basic  research — sometimes  on  biological  problems 
quite  unrelated  to  the  disease. 

Let  me  mention  a few  examples  to  illustrate  the  point. 

Hemolytic  disease  of  the  newborn  is  a disease  in  which  antibodies 
are  produced  by  the  mother  against  the  red  cells  of  the  fetus.  Until 
recently,  the  only  treatment  consisted  of  exachnge  transfusions,  re- 
placing the  infant’s  blood  with  blood  free  of  the  destructive  anti- 
bodies. 

The  procedure  involves  a complex,  elaborate,  and  sometimes  hazard- 
ous technique,  and  must  be  carried  out  as  soon  as  the  disease  is  rec- 
ognized if  damage  to  the  infant’s  brain  is  to  be  prevented. 

At  its  best,  it  has  worked  fairly  well,  but  it  has  always  been  diffi- 
cult to  see  how  we  would  ever  be  able  to  provide  the  numbers  of 
Specialized  facilities  and  trained  professional  personnel  to  permit  its 
application  to  the  entire  population  at  risk.  It  has  always  had  the 
built-in  disadvantage  of  being  a technique  which  is  only  applicable 
when  the  disease  has  already  begun  to  jeopardize  life;  it  is,  in  short, 
an  after-the-fact  technology. 
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Basic  immunological  research,  on  imrelated  problems,  had  revealed 
that  the  production  of  antibodies  is  subject  to  feed-back  regulation; 
the  presence  of  low  concentrations  of  antibodies  in  the  blood  will 
inhibit  the  production  of  more.  Capitalizing  on  this  information, 
researchers  at  Columbia  began  administering  small  doses  of  anti-Kh 
antibody  to  mothers  whose  babies  were  likely  to  develop  hemolytic 
disease,  and  found  that  these  women  were  subsequently  prevented 
from  producing  antibodies  against  the  red  cells  of  their  infants. 

By  this  simple,  relatively  inexpensive,  completely  nonhazardous 
procedure,  it  is  now  possible  to  prevent  hemohdic  disease  of  the  new- 
born, and  the  need  for  the  elaborate  and  expensive  technology  of  ex- 
change transfusion  is  beginning  to  disappear. 

Poliomyelitis  presents  a more  spectacular  example.  In  the  earlv 
1950's  this  disease  had  become  such  a serious  and  increasingly  ex- 
pensive problem  for  the  public  health  that  there  was  anxiety  that 
we  would  ever  be  able  to  inoimt  the  resources  for  what  seemed  then 
to  be  necessar}\  lYe  had  already  begun  the  development  of  special- 
ized hospitals"  exclusively  for  the  treatment  and  rehabilitation  of 
polio  patients,  at  a staggering  cost  for  each  institution. 

Large  scale  research  programs  had  been  launched,  directed  toward 
the  development  of  complex  electronic  devices  to  substitute  for  para- 
lyzed muscles;  new  types  of  respirators  had  been  invented  and  were 
in  production ; iicav  surgical  procedures  for  partial  restoration  of  mo- 
tion to  weakened  arms  and  legs  were  being  developed.  Xew  types  of 
training  programs  were  being  launched  for  the  specialized  personnel 
needed  to  deliver  the  new  kinds  of  care  (who  remembers  Sister 
Kenny  ? ) 

For  this  single  disease,  something  with  the  proportions  of  a high 
technology  was  beginning  to  evolve,  all  directed  to  tr}ung  to  do 
something  about  a catastrophe  that  had  already  occurred. 

Meanwhile  Jolni  Enders  Avas  studying  the  groAvth  of  A^arious  Aur- 
uses  in  tissue  cidtures,  and  discoA^ered  that  the  polio  Aunis  could  be 
cultiA^ated  in  this  way,  and  the  road  was  open  to  a Anccine  for  the 
complete  prevention  of  the  disease. 

The  Xational  Foundation  has  esthnated  that  the  total  cost  of  the 
basic  research  Avhich  led  to  the  final  preparation  of  a successful  A^ac- 
cine  Avas  about  $41  million.  The  cost  that  society  Avould  haA^e  incurred 
if  the  A^accine  had  not  been  deAnloped.  and  polio  had  continued  to 
occur  each  year  after  1955  at  the  expected  rate,  is  of  course  a A^ery 
much  larger  figure. 

Dr.  Hugh  Fudenberg,  of  the  UnKersity  of  California,  has  calcu- 
lated that  during  the  period  1955-1961  the  Salk  A^accine  prevented 
approximately  154,000  cases  of  paralytic  polio ; estimating  the  total 
cost  of  medical  care  which  Avould  haAx  been  needed,  plus  the  loss  of 
lifetime  income  for  the  patients  AA’ith  permanent  disability  or  death, 
he  suggests  that  something  around  $6  billion  Avas  saved  during  this 
7-year  period. 

Thus,  if  we  had  all  decided,  in  the  early  1950's,  that  basic  re- 
search was  insufficiently  relevant  and  too  expensive,  and  should  be 
cut  back,  and  that  our  resources  should  be  deA’oted  entirely  to  the 
techniques  of  health  care  then  available,  we  Avould  haAn  committed  the 
country  to  an  innnensely  costly  sacrifice  for  this  disease  alone. 
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Something  of  the  same  sort  might  have  happened  for  tuberculosis. 
In  the  early  1950’s  pulmonary  tuberculosis  was  giving  rise  to  a sim- 
ilar concern  because  of  the  great  expense  necessitated  by  the  tecihnology 
then  available.  The  antibiotics,  chiefly  istreptomycin,  were  yielding  dis- 
appointing results  because  of  the  appearance  of  more  and  more  strains 
of  tubercle  bacilli.  Something  else  had  to  be  tried,  and  radical  sur- 
gical treatment  of  the  infected  lungs  looked  like  a partial  answer. 

Some  patients  were  helped  by  resection  of  large  areas  of  lung  tis- 
sue and  more  extensive  and  daring  techniques  for  thoracic  surgery 
were  under  development.  Elaborate  surgical  facilities  were  being  in- 
stalled in  the  numerous  TB  hospitals  across  the  country,  and  more 
hospitals  were  planned  for  wider  application  of  the  new  technology. 

It  was  an  extremely  costly  business,  and  there  were  doubts  that  we 
would  ever  be  able  to  mount  programs  adequate  to  meet  the  needs  of 
the  future. 

Then,  in  1954,  the  combined  therapy  with  streptomycin  and  INH 
became  available,  thanks  to  energetic  basic  research  in  the  years  just 
preceding.  It  has  been  estimated  that  during  the  15 -year  period  be- 
tween 1954  and  1969  something  in  the  order  of  $5  billion  was  saved 
by  the  new  treatment,  of  which  about  $4  billion  represents  the  savings 
due  to  the  reduced  cost  of  medical  and  surgical  care.  Hospitalization 
is  now  needed  for  only  a small  proportion  of  patients  with  TB,  and 
surgical  treatment  has  almost  been  forgotten. 

Measles  provides  another  example  of  the  same  kind  of  economic 
benefit  from  basic  research  in  more  recent  years.  The  great  cost  of 
measles  is  in  the  encephalitis  which  occurs  in  about  one  in  every  1,000 
cases  and  results  in  devastating  damage  to  the  brain. 

It  has  been  estimated  that  the  introduction  of  measles  vaccine  had 
the  following  measurable  effects  during  the  years  1963-68 : 9.7  mil- 
lion cases  of  acute  measles  were  prevented;  3,244  cases  of  mental  re- 
tardation were  prevented;  55,000  hospital  days  were  saved,  as  were 
1.6  million  work  days  and  32  million  school  days;  91,000  years  of 
normal,  economically  productive  life  were  saved.  The  dollar  figure 
for  the  cost  of  hospital  care  alone  for  these  patients  would  have  come 
to  $531  million. 

Deducting  the  cost  of  immunization  of  the  population  during  1963- 
1968,  the  net  saving  made  possible  by  the  vaccine  is  estimated  to  be 
around  $425  million. 

At  the  present  time,  we  are  still  lacking  a clear  understanding  of  the 
basic  mechanisms  which  underlie  some  of  the  most  important  diseases 
of  human  beings  in  this  country.  We  are,  in  a sense,  in  a situation 
analogous  to  our  dilemma  with  polio  and  TB  in  the  1950’s  and,  at  this 
stage  in  the  development  of  knowledge,  we  are  obliged  to  employ  the 
kind  of  elaborate,  expensive  and  often  inconclusive  halfway  technology 
in  our  efforts  to  compensate  for  diseases  that  have  already  done  most 
of  their  damage. 

An  outstanding  example  of  this  is  chronic  nephritis,  the  main  cause 
of  renal  failure.  We  are  just  beginning  to  obtain  insights  into  the 
immunological  basis  for  this  disease,  and  sooner  or  later  we  should 
have  enough  information  to  be  able  to  intervene  in  the  early  stages, 
or  even  to  prevent  it. 

Meanwhile,  however,  we  are  stuck.  The  best  that  we  can  do  is  to 
attempt  to  replace  the  kidneys  when  the  disease  has  run  its  destructive 
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course ; this  can  be  accomplished  by  transplantation  of  new  kidneys,  or 
by  the  use  of  the  artificial  kidney. 

Both  measures  have  been  successful  in  prolonging  the  lives  of 
patients,  but  they  are  seriously  limited  by  such  liigh  complexity  and 
cost  that  it  is  hard  to  see  how  we  will  ever  be  able  to  cope  with  more 
than  a minority  of  afflicted  patients. 

The  situation  for  heart  disease  is  essentially  comparable.  T\T  have 
evolved  what  seems  to  be  a high  teclmolog}'  for  coping  with  the  end- 
results  of  coronary  disease  and  myocardial  failure,  including  complex 
and  expensive  monitoring  devices,  instiuiments  for  resuscitation  after 
cardiac  standstill,  surgical  tecluiiques  for  the  replacement  of  dam- 
aged heart  valves  and  blood  vessels,  and  specialized  kinds  of  hospital 
wards  and  ambulances. 

TVe  will  have  to  try  as  best  we  can  to  extend  this  halfway  teeh- 
nology  so  that  as  many  patients  as  possible  can  receive  its  benefits,  but 
we  should  regard  all  of  tliis  as  a kind  of  therapeutic  stopgap. 

Sooner  or  later,  if  the  research  into  mechanisms  is  continued,  we 
will  learn  how  to  intervene  at  much  earlier  stages  of  heart  disease. 

I am  aware  that  this  sotmds  like  an  article  of  faith,  and  I suppose 
it  is,  but  it  is  based  on  a rational  appraisal  of  the  current  progress  of 
research  in  this  field.  The  point  I really  wish  to  make  is  another  article 
of  faith — that  when  we  do  know  enough  to  be  able  to  intervene  early, 
to  reverse  the  process  of  tissue  damage,  or,  best  of  all,  to  prevent  it, 
that  kind  of  technology"  will  be  a much  simpler  and  less  costly  business 
than  what  we  are  obliged  to  depend  on  today. 

I am,  obviously,  an  optimist.  I believe  that  we  can  look  forward, 
in  the  long  rim,  to  a genuinely  effective,  decisive  technology  for  each 
of  the  major  unsolved  problems  of  human  disease.  This  is  not  a uto- 
pian view,  not  the  pipedream  it  might  have  seemed  10  or  15  years  ago. 

The  biological  revolution  of  recent  years  has  produced  a whole  new 
universe  of  concepts  and  techniques,  and  we  are  only  at  the  beginning 
of  applying  these  to  the  study  of  disease.  I am  not  aware  of  any  human 
disease  that  is  any  longer  regarded  as  an  insoluble  problem  by  the 
clinical  scientists  concerned ; there  is  a new  air  of  optimism  and"  con- 
fidence that  runs  throughout  the  research  community,  and  this  is  really 
a new  iffienomenon  in  medicine. 

A few  short  years  ago.  many  of  us  regarded  chronic  Parkinsonism, 
multiple  sclerosis  and  other  degenerative  diseases  of  the  brain  as  ab- 
solute, unpenetrable  mysteries:  rheumatoid  arthritis  seemed  an  tm- 
approachable  disease;  the  various  disease  caused  by  thrombosis  of 
small  blood  vessels  seemed  beyond  conjecture.  Today,  there  are  flashes 
of  new  light  all  over  the  place. 

Tills  is  a matter  to  be  taken  into  consideration  m today's  debates 
about  the  Xation's  health  care  system  and  what  to  do  about  it.  There 
is  no  question  as  to  the  need  for  more  efficiency,  more  professional 
manpower,  more  productivity,  more  equity  in  the  distribution  of 
health  care. 

But  if  we  move  ahead  with  all  of  this,  and  do  not  at  the  same  time 
proceed  with  the  research  that  can  procluce  total  transformations  of 
the  technology'  that  we  use  for  the  cure  or  prevention  of  disease,  we 
will  surely  bog  down  no  matter  how  efficient  our  delivery  system  is 
made  to  appear. 

TTe  will  not  obtain  the  technology  we  need  by  simply  waiting  for 
it  to  emerge.  It  will  require  a great  and  continuing  effort  in  research. 
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It  will  not  occur  all  at  once,  but  piece  by  piece  as  it  has  in  the  past,  over 
an  indefinite  time  in  the  future. 

Therefore,  we  will  need  to  Avorry  more  than  ever  about  the  contin- 
uing preparation  of  the  next  generation  of  young  scientists;  the  task 
of  training  men  for  the  complex  and  sophisticated  research  of  the  fu- 
ture will  be  even  more  demanding  than  it  has  been  in  the  past. 

For  all  of  these  reasons,  I consider  it  a matter  of  economic  good  sense 
to  continue  Avhatever  investment  is  needed  for  the  steady,  optimal 
growth  of  the  Nation’s  resources  for  basic  biomedical  research.  I 
would  attach  the  highest  priority  to  the  support  of  research  projects 
and  research  training  programs,  applied  for  competitively  and  subject 
to  peer  review  as  in  the  past. 

I am  aware  that  there  is  much  talk  these  days  of  cutting  back  on  the 
training  of  biomedical  scientists  for  the  future,  and  I am  in  flat  dis- 
agreement. There  is  simply  too  much  to  be  done ; if  we  were  only  to  be 
worried  about  the  needs  of  the  new  cancer  program  Ave  Avould  need 
more  scientists  than  Ave  are  likely  to  have  under  today’s  levels  of  sup- 
port for  training,  and  cancer  is  only  a part  of  the  human  disease 
problem. 

I would  hope  that  Ave  could  provide  something  like  12  percent  over 
the  1970-71  levels  for  research  and  training,  in  order  to  permit  some 
groAvth  in  the  face  of  current  inflation.  I would  also  hope  that  some 
Avay  Avill  be  found  to  provide  neAv  funds  for  the  construction  of  research 
facilities. 

I support  the  proposals  to  expand  the  research  effort  on  cancer,  on 
a very  large  scale,  but  I hope  that  this  can  be  accomplished  without 
detaching  the  cancer  problem  from  the  rest  of  the  biomedical  resources 
of  the  NIH,  and  I hope  that  the  basic  research  in  relevant  areas — not' 
ably,  for  example,  in  immunology — can  be  stimulated  by  the  neAV 
program  to  feed  in  new  information  and  concepts  to  the  cancer  re- 
search community. 

I do  not  believe  that  this  is  a good  time  to  put  the  brakes  on  science, 
to  slow  it  up,  to  retrench,  or  to  try  diverting  our  resources  entirely  to 
the  application  of  today’s  knoAvledge. 

If  we  keep  our  Avits,  and  work  hard,  tomorrow  could  be  an  altogether 
different  kind  of  day,  and  any  iiiA^estment  that  Ave  make  iioav  in  biomed- 
ical science  for  the  future  Avill  someday  be  regarded  as  a model  of 
prudence  and  wisdom.  This  is  a biased  view,  to  be  sure,  but  I believe 
it  to  be  an  informed  view  as  all. 

Thank  you  very  much  for  your  time  and  attention. 

Senator  Case.  Thank  you.  Doctor,  A-ery  much.  A couple  of  things 
occur  to  me. 

How  do  you  allocate  funds,  as  the  dean  of  a medical  school,  among 
various  branches  of  research?  For  instance,  I have  been  under  the 
impression  that  very  little  attention  is  given  to  the  most  common 
nuisances  that  human  beings  suffer  from,  such  as  upper  respiratory 
infections.  Do  you  do  anything  about  that  at  Yale? 

Dr.  Thomas.  I am  in  rather  more  than  ardent  agreement  Avith 
that  at  the  present  time. 

Senator  Case.  They  say  you  can't  do  anything  about  postnasal 
drip. 

Dr.  Thomas.  I have  had  a cold  for  2 Aveeks. 

Senator  Case.  Two  Aveeks?  Hoav  about  20  years? 
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Dr.  Thomas.  Some  people  say  that  is  good  for  the  soul.  I don't 
agree  with  that.  But  I do  think  a technology  for  this  kind  of  ail- 
ment regarded  as  so  common  as  to  be  trivial,  lies  not  too  far  on 
the  horizon.  I doubt  it  will  be  vaccination,  but  I would  be  very  much 
surprised  if  sooner  or  later  we  do  not  lay  our  hands  on  chemotherapy. 

Senator  Case.  You  think  there  is  serious  work  being  done  on  this? 

Dr.  Thomas.  Yes;  there  is  work  being  done.  I rather  imagine 
when  that  problem  comes  under  some  kind  of  control,  there  will  be 
a cascade  of  other  similar  problems  where  viruses  are  related  to 
diseases  that  we  are  now  not  sure  of  being  viruses,  for  example, 
chronic  nephritis,  that  I view  as  a candidate.  When  we  get  a hand- 
hold on  any  of  these,  it  will  be  equally  effective. 

Senator  Case.  In  general,  you  don't  have  any  complaint  about 
the  relative  attention  being  given  to  different  possible  areas  of 
research  ? 

Dr.  Thomas.  I would  say  “no.'’  I think  this  is  the  best  of  all 
possible  times.  I have  never  been  as  flabbergasted  by  either  the  evi- 
dence of  immediate  rapid  progress  or  by  the  prospects  for  good 
progress  in  the  future.  I think  the  system  is  working. 

I think  this  is  the  worst  of  all  possible  times  to  begin  trying  to 
cut  back  on  it. 

Senator  Case.  I am  not  urging  that.  I am  interested  in  how  you 
are  doing  it.  In  general,  you  let  people  do  what  they  want  to  do,  or 
do  you  give  a certain  amount  of  your  expertise  to  it? 

Dr.  Thomas.  I find  it  much  better  to  let  them  do  what  they  want 
to  do,  and  occasionally  have  an  argument  with  them,  which  I usually 
lose.  But  in  general,  scientists  turn  out,  because  of  the  peculiar  sys- 
tem in  which  they  are  engaged  in  working,  which  none  of  us  under- 
stand, to  perceive  collectively  where  the  important  and  approach- 
able problems  are,  and  to  move  in  a body  in  those  directions. 

I would  prefer  to  leave  this  to  this  peculiar  organism  of  collective 
intellects  than  to  try  to  fiddle  with  it  too  much  outside. 

Senator  Case.  You  are  optimistic  in  this  regard,  too.  I am  happy 
to  have  you  here  this  morning. 

Dr.  Thomas.  I think  there  is  a certain  amount  of  history  on  my 
side. 

Senator  Case.  I don’t  know  of  anything  better. 

I don’t  think  I have  any  further  questions.  I am  very  much  obliged 
to  have  you  come  in,  sir.  We  are  in  your  debt,  sir. 

STATEMENTS  OF: 

DR.  EDWIN  L.  BIERMAN,  PROFESSOR  OF  MEDICINE,  UNIVER- 
SITY OF  WASHINGTON  SCHOOL  OF  MEDICINE,  HEAD  OF  THE 
DIVISION  OF  GERONTOLOGY,  VETERANS’  ADMINISTRATION 
HOSPITAL,  NIH,  WASHINGTON,  D.C. 

DR.  CARL  EISDORFER,  GERONTOLOGICAL  SOCIETY;  DIRECTOR 
OF  CENTER  FOR  STUDY  OF  AGING  AND  HUMAN  DEVELOP- 
MENT, DUKE  UNIVERSITY,  NIH,  NORTH  CAROLINA 

bioaeedical  reseakch  on  the  aging 

Senator  Case.  Dr.  Dobrzensky  is  the  next  witness  on  our  list.  Is 
Dr.  Dobrzensky  here  ? Apparently,  he  isn’t. 

Dr.  Bierman  and  Dr.  Eisdorfer. 

63-792  O— 71— pt.  3 
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Are  you  together?  How  long  will  you  take  between  you? 

Dr.  Bierman.  Ten  minutes. 

Senator  Case.  Would  you  like  to  proceed  with  that  understanding? 

Dr.  Bierman.  We  could  come  back  after  lunch  if  you  would  like. 

Senator  Case.  As  a matter  of  fact,  they  will  be  the  last  witnesses 
this  morning,  and  at  2 : 30  the  rest  of  the  witnesses  may  appear,  if  they 
will. 

Dr.  Biernian,  I know  our  chairman  is  unhappy  that  he  could  not 
hear  you  this  morning. 

Dr.  Bierman.  Since  I testified  before  this  subcommittee  last  year, 
the  situation  with  regard  to  support  of  biomedical  research  on  aging 
has  gotten  worse.  Before  I go  into  details,  let  me  review  the  back- 
ground about  aging. 

Aging  is  a biological  process  affecting  every  individual.  It  is  a fun- 
damental cause  of  most  of  the  costs  of  medical  care  today.  Yet  this 
aging  process  that  goes  on  during  the  entire  lifespan  is  probably  the 
most  poorly  understood  of  all  biological  processes. 

A healthy  30-year-old  adult  who  becomes  a healthy  60-year-old  adult 
is  still  a changed  man.  All  his  body  systems  have  been  altered  by  aging, 
which  leaves  him  more  susceptible  to  disease — to  the  very  chronic  dis- 
eases upon  which  this  Nation  has  focused  attention  in  an  attempt  to 
abort  or  lessen  their  impact. 

However,  we  know  very  little  about  aging  itself — the  process  that 
leads  to  the  accumulation  of  chronic  degenerative  diseases  in  the 
elderly. 

There  are  many  examples  of  aging  processes  going  on  throughout 
adult  life  which  are  progressive  but  do  not  produce  symptoms  or  obvi- 
ous effects  until  old  age  is  reached.  In  the  cardiovascular  system,  age 
changes  in  the  heart  and  large  arteries,  coupled  with  other  age-linked 
metabolic  risk  factors,  lead  to  arteriosclerosis,  the  hardening  of  the 
arteries,  which  is  progressive  from  early  adulthood  and  culminates  ii; 
heart  attacks,  strokes,  and  loss  of  limbs. 

Bones  become  thinner  throughout  adulthood  in  everyone,  leading  to 
frank  osteoporosis,  collapsed  vertebrae,  and  frequent  fractured  bones 
in  many  of  our  elderly.  Progressive  age  changes  in  the  cartilage 
around  our  joints  underlies  degenerative  arthritis,  a cause  of  great 
suffering  among  the  elderly  and  a prominent  reason  for  the  high 
incidence  of  limitation  of  mobility. 

Age-linked  changes  in  sugar  and  fat  metabolism  produce  a progi’es- 
sive  increase  in  the  incidence  of  diabetes  and  gallstones  as  adulthood 
advances.  Changes  in  our  immunological  defense  mechanisms  related 
to  aging  lead  to  reduced  ability  to  retard  and  reject  cancer  growth, 
and  often  result  in  destruction  of  the  body’s  own  tissues. 

These  are  just  a few  of  the  examples  of  the  close  relation  between 
aging  and  disease,  which  may  be  so  intimate  that  it  is  often  impossible 
to  decide  where  “normal  aging”  ends  and  disease  begins. 

One  major  unsolved  biomedical  mystery  facing  us  today  is  the 
understanding  of  these  aging  processes.  It  is  not  only  an  academic 
problem,  it  is  an  immensely  practical  one. 

For  a variety  of  reasons,  the  challenge  of  the  aging  problem  Inis 
not  spontaneously  attracted  the  attention  of  the  scientific  community 
and  the  public,  so  that  research  in  aging  remains  appallingly  under- 
funded. In  fact,  the  fledgling  effort  begun  just  a few  years  ago  within 
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the  Xational  Institute  of  Child  Health  and  Human  Development  faces 
a drastic  and  harsh  reduction  of  support  in  the  coming  fiscal  year. 

Yet  the  aghig  process  we  are  considering  is  universal.  Solving  its 
mysteries  could  prevent  the  deterioration  that  leads  to  chronic  dis- 
eases and  could  prolong  the  period  of  vigorous  and  productive  life 
without  lengthening  senility. 

If  only  we  could  understand  aging,  then  perhaps  some  interven- 
tion during  adult  life  would  be  possible.  Tliis  mtervention  could  de- 
crease the  prevalence  of.  and  disability  associated  with,  the  age-related 
chronic  diseases  that  are  the  largest  medical  problem  in  the  United 
States  today. 

The  investment  would  be  small,  compared  to  the  cost  of  chronic 
disease — approxmiately  two-thirds  of  total  health  care  expenses  in 
the  United  States  are  accounted  for  by  people  over  65.  However,  only 
a miniscule  portion  of  the  total  biomeclical  research  budget  is  currently 
devoted  to  aging  research.  It  is  gi'ossly  inadequate. 

In  recent  years,  the  total  budget  for  aguig  research  represented 
approximately  10  percent  of  the  research  expenditures  of  XICHD  and 
less  than  1 percent  of  the  total  XIH  budget. 

Xow.  the  XICHD  contemplates  a reduction  of  12  j)ercent  in  this 
year's  budget  for  the  Aging  Branch;  this  represents  a drop  of  $1.35 
million  from  $8.76  million. 

However,  within  this  Institute,  population  research  will  increase 
33  percent  and  child  health  10  percent,  so  that  aging  research,  which 
appears  to  be  a veiw  low  priority  item,  will  sustam  a significant  and 
disproportionate  leduction  in  research  support  from  an  already  mini- 
mal amount. 

Extramural  research  will  be  cut  37  percent,  which  in  plain  terms 
means  that  no  new  research  projects  in  aging  can  be  funded  in  addi- 
tion to  severe  cutbacks  in  current  activities.  These  reductions  threaten 
the  very  existence  of  any  coordinated  research  whatsoever  in  a field  of 
such  vital  importance. 

This  exposes  the  marked  disparity  between  the  large  Federal  ex- 
penditures for  health  care  of  the  elderly  and  the  small  amount  spent 
on  research  on  the  causes  of  aging. 

Increasing  support  for  biomedical  research  in  aging  is  now  particu- 
larly tunely  in  this  year  of  the  TTliite  House  Conference  on  Aging. 
Since  a bill  to  create  a national  institute  of  gerontology  has  not  yet 
reached  the  floor,  an  ax^projDriate  role  for  this  committee,  wliich  has 
been  responsible  for  dramatic  advances  in  biomedical  research  during 
the  past  two  decades,  would  be  to  act  decisively  in  favor  of  an  aggres- 
sive expansion  of  aging  research,  stemming  the  tide  of  drastic  cuthacks. 

This  can  be  accomplished  by  earmarking  as  a line  item  a $12  million 
appropriation  for  research  in  aging  by  any  mechanism  satisfactory  to 
the  coimnittee. 

A possibility  might  be  the  creation  of  a center  for  aging  research 
witlfin  the  Xational  Institute  of  Child  Health  and  Human  Develop- 
ment, smiilar  to  the  existmg  Center  for  Population  Studies.  This  would 
uiclude  support  for  both  intramural  and  extramural  programs.  En- 
couragement should  be  given  to  bring  groups  of  investigator  from 
different  disciplines  together  hi  closer  contact  within  a imiveisity 
setting  to  focus  on  agmg  research. 


1854 


This  interdisciplinary  team  approach  to  research  is  now  eminently 
feasible.  University-based  centers  for  aging  research  throughout  the 
country  should  be  created,  devoted  to  training,  teaching,  and  com- 
munity service  as  well  as  to  research. 

Aging  research  deserves  to  be  an  earmarked  priority  program,  even 
in  the  present  era  of  budget  austerity  and  competing  needs.  We  can- 
not continue  to  focus  attention  only  on  the  end  result  of  aging  proc- 
esses in  man — disorders  of  the  elderly — but  we  should  also  direct  our 
efforts  toward  understanding  the  aging  processes  taking  place  through 
the  adult  life  span. 

The  main  question  for  your  consideration,  then,  is  whether  or  not 
we  should  continue  present  policies  of  focusing  virtually  all  of  our 
attention  on  attempts  to  ease  the  impact  of  chronic  diseases,  for 
example,  hardening  of  the  arteries,  by  creating  more  of  such  things  as 
artificial  organs,  transplants,  and  coronary  care  units. 

If  we  had  been  solely  pursuing  such  policies  during  the  past  sev- 
eral decades,  we  would  still  be  attacking  polio  by  building  more  iron 
lungs. 

Why  focus  such  disproportionate  attention  on  rescuing  the  end 
stages  of  a lifelong  process  when  we  do  not  yet  understand  the  pro'cess 
itself  ? 

Senator  Case.  That  is  a very  interesting  point.  I am  not  quite  sure 
how  that  jibes  with  what  Dr.  Thomas  says,  which  is — I think  the  sub- 
stance was — that  if  you  put  all  of  these  good  people  together  and  give 
them  enough  money,  they  will  allocate  the  resources  where  they  ought 
to  go.  You  have  rather  a different  idea. 

Dr.  Bierman.  The  problem  in  this  field  is  that  it  has  not  attracted 
the  scientific  community  the  way  molecular  biology  has.  It  is  a prob- 
lem of  such  immense  importance,  but  it  needs  a priming,  it  needs  a 
push,  it  needs  direction.  We  have  had  the  experience  in  the  last  decade 
or  so,  it  has  not  attracted  the  funds  that  some  of  us  feel  it  should. 

Senator  Case.  It  isn’t  quite  the  same  as  some  of  these  other  prob- 
lems ; is  it  ? 

Dr.  Bierman.  No. 

Senator  Case.  It  is  more  a combination  of  a lot  of  things  rather  than 
a — well,  it  is  a degenerative  process. 

Dr.  Bierman.  It  is  a process  that  underlies  many  of  the  disease  prob- 
lems that  we  are  attacking. 

Senator  Case.  Is  there  anything  better  than  good  food  and  plenty  of 
exercise  ? 

Dr.  Bierman.  We  don’t  know. 

Senator  Case.  Up  to  now,  you  think  exercise  is  a pretty  good  idea. 

Dr.  Bierman.  I think  we  really  don’t  understand  from  a fundamen- 
tal, basic,  biological  point  of  view  what  age  is  all  about  at  the  cellular 
level,  tissue  level,  and  organ  level.  Is  there  a single  common  process  ? 
Is  there  a multiplicity  of  processes  ? It  is  analogous  to  cancer.  In  fact, 
cancer  might  be  an  alternative  to  aging  in  terms  of  cells. 

Senator  Case.  Dr.  Eisdorfer  ? 

Dr.  Eisdorfer.  I am  Dr.  Carl  Eisdorfer,  director  of  the  center  for 
the  study  of  aging  and  human  development  at  Duke  University.  At 
this  time,  I am  privileged  to  hold  office  as  president-elect  of  the  Geron- 
tological Society,  a group  of  several  thousand  medical,  biological,  be- 
havioral, and  social  scientists  in  the  United  States.  In  addition,  I am 
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chairman  of  the  task  force  on  aging  of  the  American  Psychological 
Association,  a group  of  more  than  25,000  behavioral  scientists. 

I am  here  today  to  discuss  with  you  adequate  funding  of  research 
and  training  programs  in  aging  in  the  context  of  the  National  In- 
stitutes of  Health  as  well  as  the  National  Institutes  of  Mental  Health, 
Health  Services,  and  Mental  Health  Administration. 

Permit  me  to  discuss  the  NIH  programs  first.  As  you  know,  sirs, 
the  adult  development  and  aging  program  of  the  NIH  is  one  of  the 
five  program  areas  in  the  National  Institutes  of  Child  Health  and 
Human  Development.  The  fiscal  1971  budget  for  the  NICHD  was 
aproximately  $91  million,  as  compared  with  the  proposed  budget  for 
fiscal  1972  of  $103  million. 

While  it  might  be  assumed  that  this  $9  million  increase  would  have 
a positive  effect  on  research  and  training  in  aging  within  the  National 
Institutes  of  Health,  particularly  in  this  year  of  the  White  House 
Conference  on  Aging,  I think  it  is  important  that  the  committee 
appreciate  what  is  actually  planned. 

The  current  projection  is  that  not  onh^  will  the  increased  funding 
for  NICHD  go  primarily  into  the  population  control  center  and  in 
maintaining  the  programs  in  the  area  of  child  health,  but,  in  fact, 
there  Avill  be  considerable  cut  in  the  funds  for  the  aging  program  in 
order  to  bring  those  other  programs  up  to  desirable  levels. 

The  budget  for  the  population  control  center  will  require  opera- 
tional funds  in  excess  of  $3  million  more  than  will  be  made  available 
through  the  total  NICHD  budget  increase.  According  to  current  pro- 
jections, this  must  be  picked  up  by  cutting  other  programs  within 
the  Institute. 

Since  the  Institute  priorities  also  include  increasing  the  activity  in 
the  areas  of  child  health  by  approximately  $1  million,  the  remaining 
programs  are  suffering  acutely.  Specifically,  the  adult  development 
and  aging  program  of  the  NICHD,  which  is  the  primary  focus  for  all 
research  in  the  processes  of  aging  within  the  National  Institutes  of 
Health,  will  be  severely  affected. 

In  the  past,  this  program  has  involved  approximately  10  percent 
of  the  NICHD  budget.  It  has  dropped  to  about  9 percent  or  below  in 
the  last  2 years.  For  July  1972,  however,  it  will  have  to  give  up  even 
more  funds. 

Overall,  the  aging  budget  within  the  NICHD  has  been  cut  from 
$8.8  million  in  fiscal  1971  to  $7.2  million  in  fiscal  1972.  This  cut,  which 
puts  the  aging  program  to  a level  below  that  of  fiscal  year  1967,  in- 
volves approximately  $1.31  million  in  research,  and  approximately  a 
quarter  of  a million  dollars  in  training  funds  as  compared  with  the 
current  year. 

Intramural  activities  have  been  given  zero  additional  dollars  over 
fiscal  1971,  thus  not  allowing  for  any  pay  raises  and  allowing  no 
opportunity  to  further  the  NICHD's  own  intramural  research  pro- 
gram in  aging,  despite  much  national  and  international  attention 
given  to  the  formal  opening  of  a fine  new  building  in  Baltimore  more 
than  2 years  ago. 

It  is  my  understanding  that  the  extramural  research  grant  program 
in  aging,  that  is  to  say,  all  funds  that  go  outside,  will  suffer  approxi- 
mately a $1.31  million  cut  projected  for  next  year.  That  is,  from 
its  current  level  of  $3,592  million  to  $2,251  million,  a 371/3  percent  drop. 
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The  meaning  of  this  cut  should  be  made  quite  clear  to  the  com- 
mittee, sirs.  According  to  the  most  recent  information,  that  is  as  of 
less  than  48  hours  ago,  there  can  be  no  new  starts  for  research  in  aging 
in  fiscal  1972. 

It  is  also  important  to  note  that  not  only  will  there  be  no  new 
innovative  investigations  in  aging,  regardless  of  how  meritorious 
that  research  might  be  felt  to  be  by  the  scientific  review  bodies  or  the 
NICHD’s  own  National  Advisory  Council,  but  furthermore,  any  on- 
going research,  regardless  of  its  value,  which  happens  to  expire  in 
fiscal  1972,  cannot  be  given  continuation  funding  if  these  figures  are 
not  altered. 

This  policy  will  necessarily  be  operative  despite  such  projects  be- 
ing reviewed  and  approved  on  a competitive  basis  at  whatever  level. 
Thus,  all  research  in  the  field  of  aging  funded  through  grants  within 
the  NICHD  which  expire  in  fiscal  1972  has  no  chance  of  continuing 
under  the  current  administrative  and  budgetary  setup. 

The  result,  sirs,  is  not  a holding  operation,  it  will  cause  a catastrophic 
reversal  in  the  entire  NIH  research  effort  for  the  study  of  ladults  de- 
velopment and  aging  in  the  United  States,  be  this  biological,  medical, 
behavioral,  or  social. 

The  most  optimistic  comment  I can  make  about  these  projections. 
Senator,  is  that  the  effect  on  health-related  aging  research  in  the 
United  States  during  this  year  of  the  White  House  Conference  on 
Aging,  would  be  to  reverse  the  progress  of  productive  research  in  the 
field  by  a decade  or  more. 

As  you  undoubtedly  know,  once  a project  is  stopped  in  midstream, 
it  may  be  lost.  Ketooling  is  an  enormously  expensive  operation,  and 
in  many  cases,  programs  which  have  been  in  process  for  years  would 
not  be  recoverable,  or  would  take  decades  to  duplicate. 

Senator,  we  would  strongly  urge  that  the  committee  support  a budget 
of  $12  million  for  the  aging  program  of  the  National  Institutes  of 
Child  Health  and  Human  Development.  The  $12  million  considered  a 
“critical  legislative  need”  by  the  Gerontological  Society  is,  according 
to  all  estimates,  a remarkably  conservative  figure,  considering  the 
need  and  opportunities  in  aging,  and  even  at  this  figure,  less  than  half 
of  the  approved  and  recommended  new  research  could  be  funded. 

Through  the  past  few  years  with  your  help  we  have  been  success- 
ful in  building  up  training  programs  which  have  begun  to  produce 
competent  well-trained  scientists  and  professionals  in  the  field  of 
aging.  Having  worked  hard  to  develop  a nucleus  of  talent,  we  now 
find  ourselves  in  the  position  of  giving  them  no  opportunity  to  work 
in  this  critical  area,  and  quite  the  contrary,  we  turn  them  away  after 
providing  them  with  the  highest  caliber  of  training. 

In  addition  to  the  $12  million  amount.  Senators,  it  is  very  im- 
portant that  this  money  be  earmarked  for  research  in  aging  and  adult 
development.  Funds  for  research  and  training  in  aging  within  the  Na- 
tional Institutes  of  Health  have  always  been  vulnerable  to  the  short- 
term priorities  imposed  on  the  NIH  and  the  NICHD. 

In  a report  to  the  Senate  Special  Committee  on  Aging  in  Decem- 
ber of  1967,  it  was  pointed  out  that  aging  programs  within  the  Fed- 
eral Government  involved  a number  and  variet}^  of  agencies,  and  that 
all  treated  such  programs  as  a low  priority  item. 
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It  was  also  suggested  that  if  funds  became  tighter,  those  programs 
involving  aging,  no  matter  what  their  quality  or  potential  payoff, 
would  be  differentially  hurt  and  might  be  entirely  cut  off.  This  is 
precisely  what  happened. 

Mr.  Chairman,  I made  that  prediction.  Occasionally,  as  a scientist 
and  psychiatrist,  I have  been  accused  of  having  visions,  and  I regret 
to  say  that  this  time  the  vision  was  accurate. 

Thus,  my  concern  is  that  funding  be  appropriately  earmarked  for 
the  aging  programs.  I have  spoken  informally  with  Dr.  LaVeck,  Di- 
rector of  the  National  Institute  of  Child  Health  and  Human  Devel- 
opment, and  he  has  informed  me  that  such  designation  of  funds  would 
be  quite  consistent  with  his  own  policy  in  the  regard  and  entirely 
appropriate  from  his  perspective. 

There  is  another  issue  that  is  worth  mentioning.  In  a time  when  we 
are  talking  about  a substantial  increase  in  funding  for  specific  disease- 
related  programs,  such  as  heart  disease  or  cancer,  it  seems  quite  in- 
credible that  no  one  will  pay  attention  to  aging  and  the  adaptation 
of  the  aged,  when  indeed  the  fundamental  purpose  of  disease- oriented 
research  is  to  prolong  life. 

The  effect  of  finding  solutions  for  much  of  cancer  would  add  ap- 
proximately 1Y2  years  to  the  adult  life  span.  Yet,  we  are  still  ignoring 
some  of  the  fundamental  aging  research  while  we  are  looking  for  dis- 
ease specific  solutions.  It  is  really  about  time  that  we  become  concerned 
with  the  processes  and  adaptational  complexities  of  aging. 

I am  sure  you  know,  sir,  that  the  aged  are  among  the  most  rapidly 
growing  segments  of  our  population.  While  the  population  of  the 
United  States  has  increased  approximately  2i/^  times  within  the  last 
six  decades,  the  population  of  people  over  the  age  of  65  has  increased 
sevenfold.  They  also  constitute  a particularly  high  risk  group  for 
chronic  illness  and  disease,  two  or  three  times  that  of  the  adult  popu- 
lation at  large.  It  is  also  clear  that  we  can  project  that  the  current 
level  of  approximately  20  million  Americans  now  aged  over  65  will 
increase  to  virtually  double  that  figure  by  the  turn  of  the  century, 
with  the  older  part  of  the  older  age  population,  that  is  to  say,  those 
over  75  and  who  constitute  the  greatest  health  care  risk,  increasing  at 
a far  more  rapid  rate  than  the  overall  aged  group  in  general  and  much 
more  rapidly  than  the  population  as  a whole. 

Americans  will  live  longer,  even  if  we  do  not  see  the  major  break- 
throughs in  cancer , and  heart  disease.  It  is  clear  that  we  are  already 
having  an  enormously  difficult  time  in  grappling  with  the  problems 
of  having  a sizable  number  and  segment  of  our  population  in  retire- 
ment status  and  with  the  infirmities  and  complexities  of  being  old  in 
the  United  States  today. 

The  most  optimistic  scientists  and  professionals  in  the  field  indicate 
that  the  situation  shows  every  promise  of  getting  more  complicated, 
and  with  the  economic  projections  of  retirement  dropping,  we  will 
find  an  increasingly  greater  proportion  of  our  population  in  a de^ 
pendent  nonproductive  and  medically  high  risk  status. 

Yet,  as  a nation,  we  remain  woefully  shortsighted  in  dealing  with 
this  problem,  and  more  important,  in  finding  ways  of  using  the  re- 
markable talents  of  this  very  sizable  group  of  older  men  and  women 
to  the  benefit  of  the  Nation. 
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My  comments  concerning  the  budget  of  the  Health  Services  and 
Memtal  Health  Administration  will  be  quite  brief.  Ten  million  dollars 
should  be  appropriated  to  the  NIMH  to  organize  a center  for  research 
and  programs  leading  to  improved  services  involving  care  and  preven- 
tion of  mental  illness  in  the  elderly. 

The  total  currently  being  spent  within  the  NIMH  is  only  $3.2  mil- 
lion. You  are  aware,  Senators,  that  in  the  last  decade  there  has  been 
a startling  shift  in  the  pattern  of  State  hospitalization.  During  the 
1960’s,  there  was  a drop  of  more  than  10  percent  in  the  population  of 
State  hospitals  of  persons  over  65. 

Unfortunately,  this  is,  for  the  most  part,  related  to  the  fact  that 
older  persons  are  being  denied  State  hospital  admission  or  given  early 
discharges  and  sent  to  a variety  of  ancillary  full  custodial  care  fa- 
cilities, such  as  nursing  homes.  This  is  no  advance.  Senators.  The  data 
are  quite  clear  in  indicating  that  most  nursing  homes  are  not  geared 
to  deal  with  the  unique  problems  of  the  mentally  ill  aged,  and  that 
older  persons  may  fare  worse  in  the  nursing  home  than  they  would  in 
the  State  hospital. 

This  is  no  particular  fault  of  the  nursing  homes ; they  are  usually 
understaifed,  undertrained,  and  underpaid,  and  give  only  routine  care, 
rarely  designed  to  rehabilitate  the  older  patient. 

It  is  also  the  case  that  despite  the  fact  that  more  than  a quarter  of 
all  State  hospital  admissions  are  geriatric  admissions,  that  only  about 
2 percent  of  outpatient  mental  health  visits  are  geriatric  visits.  It  is 
hard  to  estimate  the  total  number  of  psychiatrically  ill  aged  persons 
in  the  United  States.  Certainly  they  are  in  excess  of  350,000  institution- 
alized aged  mentally  ill,  and  the  figures  probably  range  up  to  500,000. 

Despite  this  fact,  there  has  been  no  really  concerted  effort  to  look  at 
the  basic  issues  of  mental  health  and  illness  in  older  persons  or  the 
more  complicated  problem  of  why  older  persons  are  not  receiving  ade- 
quate primary  prevention  and  early  treatment  in  an  effort  to  prevent 
hospitalization  which  often  leads  to  chronic,  irreversible,  and  very 
costly  problems. 

It  has  also  been  amply  demonstrated  that  where  treatment  programs 
are  brought  into  State  hospitals,  or  any  other  institution,  these  have 
very  positive  effects  on  older  persons.  In  a very  recent  projection,  it 
has  been  estimated  that  using  the  current  rates  of  illness  and  popula- 
tion growth,  by  the  year  1975,  there  will  be  in  excess  of  2,150,000  older 
persons  who  will  be  in  need  of  direct  psychiatric  or  other  professional 
help.  Using  current  expectations,  only  about  334,000  will  actually  be 
getting  any  help,  leaving  a deficit  of  *1,816,000. 
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To  put  it  into  a somewhat  different  perspective,  of  100  older  persons 
who  need  psychiatric  and  mental  health  services,  only  15  will  be 
getting  such  services  and  approximately  85  will  not  get  the  services  for 
one  reason  or  another.  The  need  for  categoric  fimds  within  the  NIMH 
and  Health  Services  and  Mental  Health  Administration  at  this  time 
seems  quite  clear. 

Let  me  close  by  stressing  one  final  fact.  Very  recent  research  has 
demonstrated  that  the  expected  loss  of  certain  abilities  like  intelligence 
and  learning  may  be  slowed  down  by  appropriate  physiologic  medical 
or  educational  processes.  Such  work  offers  great  promise  for  restoring 
talent  now  lost  and  wasted  to  this  comitry. 

Senators,  I feel  that  Avhile  we  must  turn  on  to  youth,  we  can  no 
longer  neglect  the  potential  of  the  aged.  The  “no-deposit,  no-return’' 
bottle  approach  to  our  older  Americans  must  be  reversed.  We  cannot 
afford  that  waste  of  human  resources. 

SUBCOMMITTEE  RECESS 

Senator  Case.  Thank  you.  Doctor,  very  much. 

We  appreciate  the  contribution  you  have  both  made. 

We  will  now  recess  until  2 :30,  when  we  will  resume  the  hearings 
with  Dr.  Eloise  Kailin. 

(Whereupon,  at  1 :15  p.m.,  the  subcommittee  was  recessed,  to  recon- 
vene at2 :30  p.m.) 
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(Atternoon  Session,  2:30  O’Clock,  Thursday,  July  8,  1971) 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  IVELFARE 
Nondepartmental  Witnesses 

STATEMENT  OF  DR.  ELOISE  KAILIN,  AMERICAN  ACADEMY  OF 
ALLERGY,  MARYLAND 

BASIC  AND  CLINICAL  RESEARCH  ON  ALLERGY 

Senator  Fong,  (presiding).  The  subcommittee  will  come  to  order. 

This  afternoon  the  subcommittee  Avill  continue  hearing  testimony 
from  witnesses  on  Labor-HEW  appropriations  for  fiscal  1972. 

The  first  witness  this  afternoon  is  Dr.  Eloise  Kailin. 

You  may  proceed. 

Dr.  Kailin.  Thank  you,  Senator  F ong. 

I am  Dr.  Eloise  Kailin,  a physician  specializing  in  the  private 
practice  of  allergy.  I am  here  today  to  convey  to  you  not  only  my 
own  interest  and  concern,  but  that  of  the  American  Academy  of  Al- 
lergy and  its  president,  Dr.  Paul  P.  Van  Arsdel,  Jr.,  for  adequate 
fmiding  of  both  basic  and  clinical  research  in  the  field  of  allergy. 

The  numbers  of  people  afflicted  with  some  form  of  allergy  have 
been  estimated  conservatively  by  NIAID  at  15  percent  of  the  popu- 
lation or  31  million  persons.  But  this  figure  only  reflects  certain 
selected  types  of  allergies  which  are  recognized  by  ordinary  people 
in  house-to-house  interviews.  I believe  that  the  actual  number  of  people 
affected  will  be  found  to  be  far  more  when  more  careful  examinations 
can  be  made. 

For  instance,  when  a detailed  study  was  made  of  an  entire  grade 
of  public  school  children  in  Denver,  28  percent  of  these  youngsters 
were  found  to  have  common  allergies.  I stress  the  youthfulness  of  this 
group  because  it  eliminates  the  increased  proneness  to  occupational 
allergies  and  drug  allergies  of  the  adult  segment  of  the  population. 

Another  large  uncounted  entity  is  the  incidence  of  chronic  recurrent 
headaches.  Headache  patients  are  seldom  studied  for  a possible  al- 
lergic cause — yet  when  they  are  so  studied,  well  over  half  can  be 
shown  to  have  allergic  causes. 

Another  uncounted  multitude  of  people  suffer  from  skin  rashes  pro- 
duced as  a result  of  sensitization  by  a contactant — the  most  familiar 
example  of  contact  dermatitis  being  poison  ivy.  Dermatitis,  a large 
part  of  which  is  allergic  in  nature,  accounts  for  two-thirds  of  all  oc- 
cupational illness  and  is  the  leading  cause  of  time-off  due  to  sickness 
in  industry. 

I cannot  speak  of  industry,  with  its  high  rate  of  sensitization,  with- 
out also  observing  that  our  homes  are  bearing  an  increasing  burden  of 
industrial-type  exposures.  The  air  in  our  cities  is  polluted  with  engine 
exhaust  and  in  many  areas  with  industrial  effluents  to  boot.  The  waters 
are  heavily  contaminated  with  industrial  and  agricultural  wastes 
and  detergents. 

Our  foods  are  “improved”  with  ever-increasing  additives — not  all 
harmful,  to  be  sure,  but  some,  like  preservatives  and  coloring  agents, 
are  capable  of  causing  allergic  reactions  of  the  difficult-to-diagnose 
type  associated  with  drug  allergies. 
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Our  clothing  contains  sensitizing  finishes  as  well  as  detergents  and 
bacterial  enzyme  sensitzers. 

In  short,  industrial  progress  can  be  expected  to  increase  the  allergic 
problems  of  our  people.  One  of  our  needs  is  further  research  to  help 
identify  and  cope  with  the  many  chemical  instigators  of  allergy  in 
our  environment. 

Numbers  of  people  affected  are  only  part  of  the  story.  You  must 
realize  that  allergies  once  established  tend  to  remain  for  many  years, 
often  for  a lifetime. 

Considering  only  certain  common  allergies,  in  1967  adults  lost  over 
6 million  workdays  and  children  lost  9 million  schooldays.  In  1964, 
the  latest  year  for  which  I have  figures,  asthmatics  used  2,275,000 
days  of  hospital  care.  Think  of  the  cost  of  that  today — and  with  steeply 
rismg  costs — tomorrow. 

In  1967,  due  to  allergy  some  38  million  visits  were  made  to  private 
physicians,  but  probably  two-thirds  of  those  needing  care  didn’t  get 
to  a doctor  or  clinic.  And  all  too  many  of  the  doctors  consulted  shook 
their  heads  and  didn’t  know  how  to  help  their  patients,  because  only 
about  1,500  doctors  in  this  country  are  trained  to  do  more  than  deal 
with  the  symptoms. 

Help  for  these  people  must  come  from  both  research  and  from 
better  training  of  physicians  in  this  field. 

The  NIAID  budget  is,  unfortunately,  much  too  low  to  meet  the  need. 
Of  the  total  NIAID  budget,  I am  told  about  a quarter  of  it  must  cover 
both  allergy  and  basic  immunology.  It  is  estimated  that  it  would  take 
an  additional  $15  million  simply  to  bring  the  Institute  back  to  the 
level  of  performance  it  reached  3 years  ago. 

Kesearch  expenses,  including  ever  more  sophisticated  equipment, 
and  inflation,  have  pushed  costs  up  so  that  the  same  dollars  do  not 
buy  as  much  as  they  used  to.  The  additional  money  would  allow  some 
provision  to  be  made  for  training  grants  so  that  our  hard-pressed 
medical  schools  could  train  teachers  as  well  as  students  in  the  diagnosis 
and  treatment  of  allergic  illness.  Seminars  also  should  be  held  for 
practicing  physicians  other  than  allergists. 

These  steps  are  of  immediate  practical  importance  because  the  dif- 
ference between  chronic  illness  and  health  for  an  individual  may  rest 
on  the  recognition  of  just  a single  substance  as  the  cause.  We  are  find- 
ing that  drugs  are  common  causes  of  allergic  reactions. 

Indeed,  it  can  and  does  happen  that  aspirin  taken  repetitively  may 
induce  the  very  headache  it  is  taken  to  relieve.  In  this  case,  the  cure  is 
easy  and  obvious — stop  using  the  aspirin.  In  the  case  of  allergy  due  to 
house  dust,  cure  often  follows  the  use  of  suitable  allergy  covers  on 
bedding,  combined  with  proper  cleanup  measures — again,  a simple  to- 
the-point  measure. 

Discovering  a specific  food  allergen  can  give  relief  from  any  of  a 
wide  variety  of  symptoms,  even  fever.  But  for  the  physician  to  take 
this  kind  of  action  he  must  be  aware  of  the  varieties  of  allergic  illness 
and  he  must  be  trained  to  identify  and  control  the  source  of  the  trouble. 

So  the  creation  of  more  doctors  with  these  skills  is  of  paramount 
importance.  Present  knowledge  can  and  should  be  immediately  put  to 
use.  The  seven  clinical  research  programs  established  by  the  Insti- 
tute are  examplary  and  deserve  your  continued  full  support  because 
they  provide  basic  research  which  is  on  the  threshold  of  yielding  clini- 
cal dividends. 
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Beyond  this,  however,  other  studies  should  be  launched,  exploring 
new  forms  of  treatment,  particularly  those  which  can  be  applied  by 
physicians  who  have  not  had  special  allergy  training.  Furthermoref 
some  of  our  old  standbys  need  reevaluation,  such  as  Freon  propelled 
antiasthma  medications  which  are  under  suspicion  of  causing  sudden 
deaths  from  irritation  of  the  heart. 

Additionally,  we  need  much  better  statistical  studies  to  define  the 
incidence  of  allegic  diseases,  because  if  we  cannot  count  these  illnesses 
we  cannot  Imow  either  whether  we  are  gaining  or  losing  in  this  field, 
nor  can  we  tell  where  best  to  put  our  efforts  on  prevention. 

Dr.  Van  Arsdel  and  I individually  and  on  behalf  of  the  American 
Academy  of  Allergy  recommend  strongly  an  upward  revision  in  the 
budget  of  NIAID  to  encompass  a more  adequate  coverage  for  clinical 
allergic  illnesses. 

The  need  is  there;  it  can  be  met  with  present  knowledge,  and  it  is 
not  being  met.  On  behalf  of  the  Academy  of  Allergy,  our  patients,  and 
the  many  allergy  sufferers  who  are  without  definitive  assistance,  we 
urge  your  generous  support  for  the  NIAID  program. 

Thank  you  for  your  kind  attention. 

Senator  Fong.  Thank  you.  Doctor,  for  a very  fine  statement.  We 
Avill  look  at  the  budget  and  see  what  we  can  do  for  you. 

Dr.  Kailin.  Thank  you. 

STATEMENT  OF  GEORGE  J.  HECHT,  CHAIRMAN,  THE  AMERICAN 
PARENTS  COMMITTEE,  INC.,  NEW  YORK;  MATERNAL  AND 
CHILD  HEALTH 

INTRODUCTION  OF  ASSOCIATES 

Senator  Fong.  George  Hecht,  American  Parents  Committee. 

Mr.  Hecht.  I have  associated  Avith  me  here  Mrs.  Barbara  McGarry, 
the  executive  director  of  the  American  Parents  Committee.  And  I 
might  mention.  Senator  Fong,  that  a distinguished  citizen  of  Hono- 
lulu is  a member  of  the  national  council  of  our  organization,  Mrs. 
Frederick  Forbes,  of  the  HaAvaii  Commission  on  Children  and  Youth. 

Senator  Fong.  Yes;  she  is  a very  fine  citizen.  She  is  in  the 
State  senate. 

Mr.  Hecht.  As  chairman  of  the  American  Parents  Committee,  Inc., 
and  also  as  publisher  of  Parents’  magazine,  I appreciate  this  oppor- 
tunity to  express  our  committee’s  official  position  on  Federal  programs 
Avhich  vitally  affect  the  health  and  Avelfare  of  our  Nation’s  children. 

PREPARED  STATEMENT 

Might  I ask  that  my  entire  statement  be  printed,  and  I Avill  touch  on 
some  of  the  high  points  of  the  statement? 

Senator  Fong.  Yes ; your  statement  Avill  be  received  in  full. 

(The  statement  folloAvs:) 
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As  Chairman  of  the  American  Parents  Canmittee , Inc.  and  also  as 
Publisher  of  Parents’  Magazine,  I appreciate  this  opportunity 
to  express  our  committee’s  official  position  on  Federal  programs 
which  vitally  affect  the  health  and  welfare  of  our  nation’s 
children.  Since  19^7,  the  American  Parents  Committee  has 
analyzed  and  supported  effective  Federal  programs  of  benefit  to 
American  children.  In  addition,  editorials  and  special  articles 
in  Parents’  Magazine  (which  has  a circulation  of  over  2,000,000) 
have  often  concentrated  on  special  problems  of  child  health  and 
welfare,  and  on  our  government’s  efforts  to  respond  to  those 
needs . 

At  the  1970  VThite  House  Conference  on  Children,  the  following 
deficiencies  in  our  current  child  health  care  services  were 
cited: 

A death  risk  during  the  first  year  of  life  that  is  higlier 

than  that  for  any  age  group  under  65  ; 

An  infant  mortality  rate  that  remains  higher  than  that  of  12 

other  developed  nations , and  that  is  twice  as  high  for 
American  non-whites  as  it  is  for  whites; 

Delivery  of  mental  health  services  to  less  than  half  of  the 

children  who  need  them; 

Health  insurance  that  covers  only  20  percent  of  the  nation’s 

poor  children; 

A system  in  which  21  million  children  under  17  do  not  see  a 

physician  even  once  a year  and  in  which  a million  children 
are  bom  to  mothers  who  fall  to  get  medical  care  during 
pregnancy; 

An  accident  rate  that  has  taken  the  lives  of  more  than 

82 ,000  children  in  the  past  10  years . 
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On  December  17»  1970,  at  the  plenary  session  of  the  same  White  House  Conference, 
unanimous  approval  was  voted  for  the  following  "Resolvrtion  on  Federal  Legislation  for 
Child  Health  and  Welfare"  offered  by  the  American  Parents  Ccsnmittee's  delegate: 

(1)  Expansion  of  the  Public  Health  Services  Act  specifically  to  include  children, 
especially,  those  of  minority  groups  and  migrant  workers*  families; 

(2)  Expansion  of  the  Community  Mental  Health  Centers  Act  specifically  to  include 
services  to  children,  with  special  emphasis  on  the  above  groups; 

(3)  Expansion  of  the  Child  Welfare  provisions  of  the  Social  Security  Act,  as  already 
mandated  by  law  but  never  adequately  funded , all  States  by  1975 ; 

Establishment  of  a National  Institute  for  the  training  and  accreditation  of 
probation  officers  for  our  nation's  Juvenile  courts,  with  grants  to  the  States  for 
alleviating  the  critical  shortage  of  these  Advocates  for  the  Child  as  officially 
designated  by  our  system  of  Juvenile  Justice. 

On  point  (l)  of  our  Resolution,  we  were  gratified  that  authorizing  legislation,  termed 
'The  Emergency  Health  Personnel  Act"  was  subsequently  passed  by  the  Congress  and 
signed  into  law  (P.L.  91-623)  on  December  31,  1970.  This  new  law  extends,  for  the 
first  time,  the  services  of  U.S.  Public  Health  Service  doctors,  hospitals,  and 
clinics,  to  areas  of  rural  poverty  and  urban  slums  where  present  health  services  are 
either  inadequate  or  non-existent.  We  respectfully  urge  your  committee  to  approve 
the  authorized  $20  million  for  fiscal  1972,  to  implement  this  important  advance  in 
the  delivery  of  health  care  services  to  needy  families  not  yet  reached.  The  continu- 
ing debate  on  national  health  insurance  is  essential  for  public  understanding  of  the 
issues  involved;  but  meanwhile  legislation  such  as  the  Emergency  Health  Personnel  Act 
is  urgently  needed  and  indeed,  its  implementation  may  serve  to  illiistrate  the  effec- 
tiveness and  economy  of  a systems-approach  to  health  care,  throijgh  utilization  of  : 
the  8 USPHS  hospitals  aind  30  outreach-clinics  already  in  existence,  without  the  cost 
of  additional  construction.  Clinics  manned  by  the  equivalent  of  medical  corpsmen 
shoxild  be  part  of  this  systematized  health  care,  using  USPHS  hospitals  as  the  sup- 
porting base  for  these  efforts . 

HEW's  MATERNAL  AND  CHILD  HEALTH  (MCH)  PROGRAMS,  as  you  know,  also  provide  health 
services  "in  rural  areas  or  areas  suffering  from  economic  distress."  Yet  the  1972 
Budget  requests  only  a $13  million  total  increase  for  all  MCH  programs,  at  the  same 
time  acknowledging  that  the  request  will  enable  these  programs  to  operate  only  at  the 
same  level  as  before,  without  any  appreciable  expansion.  Also,  there  is  no  increase 
requested  for  MCH  formula-grants,  which  serve  predominantly  rural  constituents. 

The  MCH  programs  for  which  any  increase  is  requested  include  Crippled  Children's 
services  ($1.8  million);  Maternal  and  Infant  Care  centers  ($3  million);  Children  and 
Youth  ($3.6  million);  Dental  Health  of  Children  ($360,000);  professional  training 
($3.8  million,  of  which  $1.5  million  is  for  training  midwives  in  rural  areas); 
pediatric  research  ($300,000);  and  salaries  and  expenses  ($39^,000). 

Particularly  for  Crippled  Children's  services,  we  would  urge  an  increase  of  at  least 
$10  million,  following  reports  from  State  directojrs  of  their  current  difficulties  in 
extending  needed  services  to  remote  rural  areas.  To  extend  services  equally  among 
other  MCH  programs,  we  strongly  advocate  a total  of  $25  million,  instead  of  the 
Budget's  $13  million  additional  if  these  programs  of  proven  value  are  to  achieve  any 
gain  in  reaching  the  6.6  million  children  in  poverty  whose  health  needs  are  still 
unmet.  Only  the  Federal  government  is  in  a position  to  fill  this  gap.  The  financial 
crisis  of  hard-pressed  State  and  local  governments  has  already  been  emphasized  to  the 
Congress,  and  epitomized  in  a landmark  case  (Tate  v.  Pa.  ^1^99,  O/T  1970)  with  petition 
denied  by  the  U.  S.  Supreme  Court  on  May  17,  1971. 
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We  respectfully  urge  members  of  your  committee  to  fund  the  forward-looking  "Emergency 
Health  Personnel  Act",  and  to  permit  needed  expansion  of  the  ongoing  Maternal  and 
Child  Health  programs , with  the  conviction  that  the  health  of  needy  rural  families 
deserves  at  least  as  much  consideration  by  the  Congress  as  any  other  segment  of  oth- 
population. 

MENTAL  HEALTH: 

Wtien  we  consider  mental  health  services  which  are  given  "to  less  than  half  the  chil- 
dren who  need  them"  (in  the  words  of  the  V/hite  House  Conference  indictment),  we  turn 
again  to  the  facts.  In  I968  (the  latest  year  for  which  statistics  are  available), 
682,000  children  under  I8  received  some  kind  of  psychiatric  care,  with  only  about 
5 percent  of  children  needing  psychiatric  treatment  actually  receiving  it.  Statistics 
for  the  same  year  show  that  approximately  10  percent  of  the  50  million  school  children 
had  moderate  to  severe  emotional  problems.  One  out  of  three  poor  children  have 
serious  emotional  problems  that  require  attention. 

According  to  a Child  Mental  Health  Report  to  NIMH  submitted  February  23,  1971, 

"There  is  no  identifiable  specialized  Federal  program  of  support  for  child 
mental  health  services...  particxilarly  lacking  in  the  basic  educational 
experience  of  most  mental  health  professionals  is  specific  training  to 
prepare  them  for  ccnsiiltative  work  with  major  child-serving  agencies  as 
the  schools,  the  courts,  day  care  centers,  and  health  departments." 

As  members  of  your  committee  know,  there  is  authorizing  legislation  to  meet  the  above 
need  in  P.L.  91-211,  the  Community  Mental  Health  Centers  Amendments  of  1970.  This 
law  authorizes  $20  million  in  fiscal  1972  for  Child  Mental  Health,  both  through 
training  of  professionals  and  staffing  of  centers  (see  Title  IV).  Although  P.L.  91- 
211  was  signed  into  law  in  March  1970,  no  line-item  funding  of  this  provision  appears 
in  the  fiscal  1972  Budget.  We  urge  your  favorable  consideration  of  the  full  author- 
ized amount. 

MENTAL  RETARDATION : 

No  consideration  of  mental  health  problems  can  preclude  the  attempt  to  prevent  mental 
retardation,  particularly  in  the  new-born.  Between  100,000  and  200,000  babies  bom 
in  the  U.S.  each  year  are  mentally  retarded.  One-fourth  of  these  cases  can  be  linked 
to  genetic  abnormalities,  infections  such  as  German  measles  (rubella)  during  early 
pregnancy,  birth  accidents,  or  postnatal  infections.  Of  the  6 million  mentally 
retarded  U.S.  citizens  in  1970,  about  2,500,000  were  under  age  20. 

Last  month's  report  of  the  President's  Committee  on  Mental  Retardation  urged  an  in- 
crease in  measles  inoculation.  At  the  same  time,  April  1971  figures  released  by 
USPHS'  National  Center  for  Disease  Control  reported  an  increase  of  65,000  cases  of 
measles  in  the  past  school  year,  despite  the  successful  vaccine  developed  but  not 
widely  enough  lised.  For  other  communicable  diseases,  the  National  Center  reports 
twice  as  many  cases  of  diphtheria  last  year  as  in  1969,  and  a sharp  drop-off  in 
polio-immunizations  since  I966.  For  VD,  the  National  Ccmmission  on  Venereal  Diseases 
has  reported  that  only  half  the  Federal  funding  needed  is  available  to  fight  "the 
worst  epidemic  in  the  U.S.  in  the  last  25  years,"  with  the  increase  in  VD  noted 
particularly  in  the  new-bom  and  in  teenagers.  With  $11.3  million  budgeted  for 
FY'72,  the  conservative  estimate  is  that  a total  of  $23.8  million  is  needed. 

DRUG  ABUSE: 

The  new  Drug  Abuse  Prevention  and  Control  law  (P.L.  91-513)  recognizes  drug  abiose  as 
a symptom  of  emotional  disturbance,  and  for  fiscal  '72  authorizes  $60  million  for 
treatment  of  drug  abusers  through  the  Community  Mental  Health  Centers  yet  there 
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is  no  specific  '72  Budget  request  for  this  aspect  of  mental  health  of  children. 

Dr\ag  ahtise  among  the  youth  of  oxir  nation  has  more  than  doubled  between  the  years 
I96U-68.  At  the  present  time,  20  percent  of  juvenile  arrests  are  for  involvement 
with  illicit  drugs.  As  of  May  1971,  P.L.  91-513  redirects  youthful  drug-offenders 
towards  rehabilitation  throu^  psychiatric  treatment  — if  funds  are  available.  On 
May  7,  the  Director  of  the  National  Institute  of  Mental  Health  (NIMH),  testifying 
before  a Senate  subcommittee,  conceded  that  NIMH's  original  estimate  of  125,000  heroin 
addicts  is  in  error,  and  that  the  number  should  be  doubled.  NIMH's  director  acknowl- 
edged that  many  communities  have  asked  for  federal  help  and  were  turned  away  because 
funds  are  not  available.  He  also  reported  that  a request  for  increased  funds  for 
fighting  drug-abuse  is  under  consideration  by  Budget  officials , particularly  with 
reference  to  the  number  of  young  Vietnam  veterans  returning  to  civilian  life  as  drug- 
addicts.  We  hope  your  committee  will  anticipate  such  a request  by  fully  funding  the 
provisions  of  P.L.  91-513  dealing  with  community  treatment  of  drug  abusers. 

CHILD  WELFARE  PROGRAMS; 

Head  Start:  The  American  Parents  Committee  strongly  supports  the  $16.5  million  in- 

crease budgeted  for  the  Head  Start  program  in  fiscal  1972,  under  the  new  administra- 
tion of  the  Office  of  Child  Development . Of  all  OEO  programs , Head  Start  has  re- 
ceived unqualified  praise  from  the  public  for  its  accomplishments  in  the  health, 
education,  and  welfare  of  underprivileged  pre-school  children. 

Day  Care:  Under  HEW's  Work  Incentive  (WIN)  program,  the  1972  Budget's  request  for 

an  additional  $37.^  million  for  the  day  care  of  children  whose  mothers  are  enrolled 
in  the  WIN  program  would  seem  fully  justified  in  the  light  of  current  developments. 

A preliminary  assessment  of  the  "Opportunities  for  Families"  program,  as  reported  out 
of  the  Ways  and  Means  Committee  on  May  12,  reveals  that  work-enrollment  of  welfare 
mothers  with  children  over  6 is  predicated  on  the  availability  of  day-care  services 
for  those  children.  Even  without  the  anticipated  passage  of  this  proposed  legisla- 
tion, a massive  increase  in  day-care  services  for  such  children  is  indicated.  Cer- 
tainly \;ipon  enactment  of  such  legislation , an  even  greater  effort  will  be  required 
to  have  both  job-training  and  day-care  opportunities  ready  to  meet  the  operative 
deadline  of  1973. 

Finally,  the  1972  Budget  request  for  the  same  amount  in  Child  Welfare  funds  as  in  the 
past  half-dozen  years  is  doubly  difficult  for  us  to  understand.  The  Budget  Appendix 
on  page  U6I  states  that  a steadily  decreasing  Federal  percentage  of  total  Child  Wel- 
fare funds  (7^  in  '70,  6^  in  '71,  in  '72)  is  based  on  the  expectation  of  increased 
State  and  local  funds ; y®t  we  already  know  the  cities  and  states  are  in  financial 
crisis.  Also,  the  Social  Security  Amendments  of  1967  mandate  increased  Federal  fund- 
ing by  steps,  until  the  goal  of  total  coverage  is  reached  by  1975.  On  this  basis, 
we  ask  yovir  committee  to  increase  the  $H6  million  budgeted  to  more  nearly  approximate 
the  $110  million  authorized  for  fiscal  1972. 

For  the  fiscal  year  1971  the  Federal  government  appropriated  $11  million  to  the  Social 
and  Rehabilitation  Service  and  $13  million  to  the  National  Institute  of  Mental  Health 
for  social  work  education  and  students  stipends.  In  the  1972  budget  this  $11  mil- 
lion has  been  reduced  to  $U  million  for  SRSand  the  NIMH  appropriation  has  been 
reduced  by  10^.  The  need  for  trained  social  workers  has  never  been  greater  and  we 
urge  that  the  1972  appropriation  should  be,  at  a very  minimum,  what  was  appropriated 
for  1971. 

IMPOUNDED  FISCAL  1971  FUNDS: 

AlthOTigh  yo\ir  committee  is  presently  considering  Biidget  requests  for  fiscal  1972,  we 
earnestly  hope  you  will  also  consider  the  detrimental  effect  of  executive  impounding 
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(freezing)  of  fiscal  '71  funds  already  appropriated  "by  the  Congress. 

Of  the  more  than  $12  billion  fiscal  '71  appropriations  impounded  (listed  in  Congres- 
sional Record  April  27,  1971,  pp.  3012-13),  those  most  adversely  affecting  children 
within  HEW's  purview  are  the  Regional  Medical  Programs  ($3^  million  impomded) , and 
SRS  Rehabilitation  Services  and  Facilities  ($2  million  impounded).  We  hope  your 
committee  will  take  into  consideration  this  "item-veto”  action,  in  adjusting  Budget 
requests  for  these  programs  for  fiscal  1972. 

Through  adequate  support  of  all  the  above-mentioned  programs,  we  believe  that 
strengthening  such  interrelated  services  for  those  American  children  most  in  need 
will  provide  the  best  guarantee  for  our  nation's  future. 

FAMILY  FLAMING: 

The  Child  Mental  Health  report  of  the  NIMH  submitted  on  February  23,  1971  stresses 
the  role  of  family  planning  in  mental  health  as  follows: 

"Family  planning  can  have  an  important  effect  on  the  mental  health  of  the  child 
and  the  family.  It  reduces  the  number  of  unwanted  children,  who  are  more 
likely  to  be  the  disturbed,  alienated,  and  violent  youths  and  adiilts  of 
tomorrow." 

Last  month's  interim- report  of  the  Commission  on  Population  Growth  stated  that  a 
two-child  family,  with  no  unwanted  children,  is  a highly  desirable  American  goal. 

We  know  from  a 1969  study  conducted  by  Johns  Hopkins  University,  that  babies  of 
teenagers  are  more  likely  to  have  behavior  problems,  to  be  underweight,  short  of 
stature,  and  lower  in  I.Q.  Also,  illegitimacy  is  higher  among  teenagers. 

Recent  emphasis  on  ecology  and  "people-pollution"  has  made  it  imperative  that 
'■  zero-population-growth"  be  considered  a national  goal.  Federal  programs  already 
instituted  by  the  Office  of  Economic  Opportunity,  the  National  Institute  of  Child 
Health  and  Human  Development,  and  HEW's  Maternal  and  Child  Health  programs  need  full 
support,  if  this  goal  is  to  be  realized.  In  addition,  the  new  Family  Planning  leg- 
islation (P.L.  91-572)  requires  the  fullest  possible  Federal  support,  although  only 
$90.9  million  of  the  authorized  $129  million  is  budgeted  for  fiscal  '72. 

Thank  you  for  the  time  and  courtesy  extended  to  the  American  Parents  Committee  in 
permitting  me  to  state  our  views  before  this  disting-uished  committee . 
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SYNOPSIS  OF  TATE  VS.  C0M^40NWEALTH  OF  PENNSYLVANIA,  U.  S.  SUPREME  COURT 
RE:  INDEPENDENT  AND  CO-EQUAL  POWERS  OF  THE  JUDICIARY 


The  effect  of  this  decision  means  that  Courts  of  Record  have  the 
inherent  power  to  mandate  (compel)  the  payment  of  those  sums  of 
money  necessary  and  reasonable  for  the  operation  of  such  Courts. 

Pursuant  to  the  request  of  The  Hon.  Daniel  J.  Flood,  Chairman  of  the  Committee  on  HEW 
Appropriations,  U.S.  House  of  Representatives,  after  hearing  the  testimony  of  the 
American  Parents  Committee,  presented  on  June  15,  1971,  the  following  requested  synop- 
sis was  prepared  for  the  American  Parents  Committee  by  The  Hon.  Everett  L.  West,  Judge 
of  the  Benton  Circuit  Court,  Fowler,  Indiana,  on  June  19,  1971.  Particular  apprecia- 
tion is  hereby  expressed  for  the  assistance  and  courtesy  extended  by  staff  personnel 
of  the  Library  and  the  Office  of  the  Clerk  of  the  U.  S.  Supreme  Court. 

****** 

A recent  case  in  the  Supreme  Court  of  the  United  States  has  held  that  the  Judiciary, 
as  an  independent  and  co-equal  branch  of  the  Government , has  the  inherent  power  to 
detemine  and  compel  payment  of  those  sums  of  money  which  are  reasonable  and  necessary 
to  carry  out  its  powers  and  duties  to  administer  Justice  by  mandamus  against  the  Ad- 
ministrative and  Legislative  Branches.  The  case  is  Tate  et  al  vs . Commonwealth  of 
Pennsylvania,  ex  rel.  Jamieson,  No.  1^+99  0/T  1970,  in  which  certiorari  was  denied  on 
May  17 , 1971.  (No  citation  to date ) . 

This  is  the  case  of  Ccnmionwealth  ex  rel  Carrol  vs.  Tate,  Pa.  27^  A2d  193,  decided 
Feb.  l6,  1971,  rehearing  denied  March  19,  1971.  The  facts  are  as  follows: 

On  Jume  l6 , 1970,  the  President  Judge  of  the  Court  of  Common  Pleas  of  Philadelphia 
filed  an  action  in  mandamus  against  the  Mayor,  Finance  Director,  Treasurer  and  all 
common  Councilmen  of  the  city  of  Philadelphia  to  provide  an  additional  sum  of 
$5,230,817  for  specified  Court  operations  over  and  above  its  appropriations  for  the 
City's  fiscal  year  ending  on  June  30,  1971.  In  addition  the  Plaintiff's  complaint 
demanded  an  unspecified  sum  which  would  give  coxirt  employees  paid  by  the  city  of  Phila- 
delphia the  same  increases  in  pay  that  were  being  negotiated  by  the  City  for  civil 
service  employees  of  the  City. 

In  the  fall  of  I969  as  required  by  Sec.  6-105  of  Philadelphia  Home  Ruile  Charter,  Plain- 
tiff submitted  requests  for  appropriations  totalling  $21,336,015.  On  April  1,  1970, 
the  Mayor,  as  required  by  Sec.  li-lOl  (b)  of  the  Charter,  submitted  his  proposed  annual 
operation  budget  ordinance  for  the  ensuing  1971  fiscal  year.  At  hearings  before  the 
City  Council  on  May  U,  1970,  Plaintiff  presented  a request  for  an  additional  appro- 
priation of  $5,230,817*,  of  this  svm,  $2,012,801  had  not  previously  been  presented  to 
either  the  Department  of  Finance  or  the  Mayor. 

All  of  the  Plaintiff's  requests  were  for  new  programs  or  the  expansion  of  existing 
programs ; with  one  exception  none  of  the  requests  were  for  the  purpose  of  continuing 
previous  programs . 

The  Council  appropriated  the  sum  of  $l6,U88,263  for  the  operation  of  the  Covirt , as 
reccanmended  by  the  Mayor,  but  declined  to  appropriate  the  additional  sum  requested. 

This  was  $2,625,279  above  the  fiscal  appropriation  for  1970  to  the  Court,  amounting  to 
$13,862  ,98U. 

Subsequent  to  the  adoption  of  the  fiscal  1971  budget,  the  City  incxirred  an  additional 
financial  burden  in  the  sum  of  $25,^68,183  (not  including  the  additional  sisn  of 
$5,230,817  as  demanded  by  the  Plaintiff)  as  a result  of  compulsory  arbitration  awards 
to  the  City  police  and  firemen,  additional  pay  increases  and  benefits  for  the  civil 
service  employees  of  the  City,  etc. 

The  Supreme  Court  of  Pennsylvania  designated  specially  Judge  Harry  M.  Montgomery, 
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Judge  West , synopsis  of  Tate  vs . Fa. 


Judge  of  the  Superior  Court  of  Pa.,  to  hear  the  case  as  Judge  of  the  Philadelphia 
Common  Pleas  Court. 

On  September  30,  1970,  Judge  Montgomery  entered  an  order  in  mandamus  against  all  of  the 
Defendants  to  appropriate  the  amount  of  $2,^58,000.  From  this  order  both  parties 
appealed  to  the  Ccmmonwealth  Court  of  Pa.  The  Supreme  Court  (Eastern  Division)  assumed 
Jurisdiction  after  the  petitions  and  briefs  had  been  filed. 

On  February  l6,  1971,  Bell,C.J.  handed  down  an  opinion  which  modified  and  affirmed 
Judge  Montgomery's  order  in  mandamus,  in  which  opinion  Jones,  J.  filed  a concurring 
opinion  in  which  Eagen,  J.  joined;  Pomeroy,  J.  Joined  in  the  opinion  of  the  Court  and 
filed  a concurring  opinion  and  Roberts,  J.  filed  a concurring  and  dissenting  opinion. 

Bell,  C.J.  states  as  follows:  "...the  fundamental  questions  are  (l)  whether  the  Judi- 
cial Branch  of  our  Government  has  the  inherent  power  to  DETERMINE  what  funds  are 
REASONABLY  necessary  for  its  efficient  and  effective  operation;  and  (2)  if  the  Judici- 
ary has  the  power  to  determine  what  funds  are  reasonably  necessary,  does  it  then  have 
the  power  to  compel  the  Executive  and  Legislative  branch  to  provide  such  funds  after 
the  requested  amount  has  been  reduced  in,  or  wholly  or  partially  eliminated  from,  the 
budget  proposed  by  the  Executive  Branch  and  approved  by  the  Legislative  Branch?" 

In  opposition  to  the  writ  of  mandamus,  the  Defendants  claimed  that:  (l)  compliance 
would  deny  the  principle  of  one-man  one-vote  and  deprive  the  citizens  of  the  municipal! 
ty  of  the  effect  of  their  votes  and  their  basic  right  to  elect  legislative  representa- 
tives whose  constitutional  duty  is  to  decide  to  what  extent  said  citizens  should  be 
taxed  and  how  the  tax  moneys  should  be  used,  and  (2)  May  a court  disregard  the  long 

established  Doctrine  of  Separation  of  Powers by  maintaining  an  action  in  mandamus 

against  the  Executive  and  Legislative  branches  of  a municipality  to  compel  additional 
appropriations  where  there  is  no  evidence  that  the  appropriations  already  made  have 
destroyed  or  impaired  the  Judicial  function? 

To  these  questions.  Bell,  C.J.  states:  "It  is  a basic  precept  of  our  Constitutional 
form  of  Republican  Government  that  the  Judiciary  is  an  independent  and  co-equal  Branch 
of  Government,  along  with  the  Executive  and  Legislative  Branches  (citations).  The  line 
of  separation  or  demarcation  between  the  Executive,  the  Legislative  and  the  Judicial, 
and  their  respective  Jurisdiction  and  power,  has  never  been  definitely  and  specifically 
defined,  and  perhaps  no  clear  line  of  distinction  can  ever  be  drawn...  Because  of  the 
basic  functions  and  inherent  powers  of  the  three  co-equal  Branches  of  Government,  the 
co-equal  independent  Judiciary  must  possess  rights  and  powers  co-equsil  with  its  rights 
and  functions  and  duties , including  the  right  and  power  to  protect  itself  against  any 
impairment  thereof  (citations)...  the  Judiciary  f-IUST  POSSESS  the  inherent  power  to 
detennine  and  compel  payment  of  those  sums  of  money  which  are  reasonable  and  necessary 
to  carry  out  its  mandated  responsibilities , and  its  powers  and  duties  to  administer 
Justice,  if  it  is  to  be  in  reality  a co-equal,  independent  Branch  of  our  Government. 

This  principle  has  long  been  recognized,  not  only  in  this  Conmonwealth  but  also  through- 
out our  Nation  (citations) — The  very  genius  of  our  tri -partite  Government  is  based 
upon  the  proper  exercise  of  their  respective  powers  together  with  harmonious  cooi>era- 
tion  between  the  three  independent  Branches  (citation).  However,  if  this  cooperation 
breaks  down,  the  Judiciary  must  exercise  its  inherent  power  to  preserve  the  efficient 
and  expeditious  administration  of  Justice  and  protect  it  from  being  impaired  or 
destroyed."  (citations) 

The  balance  of  the  opinion  discusses  REASONABLE  NECESSITY  and  its  being  the  basis  for 
the  exercise  of  the  inherent  power  of  the  Judiciary  to  compel  (mandate)  the  funds 
required  for  the  functioning  of  the  coxirts.  There  is  emphasized  the  application  of 
the  principle  of  law  involved  to  the  facts  in  any  particular  case. 

The  refusal  of  the  writ  d*  certiorari  by  the  Supreme  Court  on  May  17,  1971,  indicates 
that  Justice  Bell's  opinion  is  the  law  of  the  land. 
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EMERGENCY  HEALTH  PERSONNEL  ACT 

Mr.  Hecht.  We  are  gratified  that  the  authorizing  legislation,  termed 
“The  Emergency  Health  Persomiel  Act,”  was  passed  by  the  Congress 
and  Avas  signed  into  law. 

This  new  laAv  extends,  for  the  first  time,  the  services  of  U.S.  Public 
Health  Service  doctors,  hospitals,  and  clinics  to  areas  of  rural  poverty 
and  urban  slums  where  present  health  services  are  either  inadequate 
or  nonexistent. 

We  respectfully  urge  your  committee  to  approve  the  authorized  $20 
million  for  fiscal  1972,  to  implement  this  important  advance  in  the 
delivery  of  health  care  services  to  needy  families  not  yet  receiving 
them. 

The  continuing  debate  on  national  health  insurance  is  essential  for 
public  understanding  of  the  issues  involved;  but  meanwhile,  legisla- 
tion such  as  the  Emergency  Health  Personnel  Act  is  urgently  needed, 
and  indeed,  its  implementation  Avould  serve  to  illustrate  the  effective- 
ness and  economy  of  a systems  approach  to  health  care,  through  utili- 
zation of  the  eight  USPHS  hospitals  and  30  outreach  clinics  already 
in  existence,  without  the  cost  of  additional  construction. 

Clinics  manned  by  the  equivalent  of  medical  corpsmen  should  be 
part  of  this  systematized  health  care,  using  USPHS  hospitals  as  the 
supporting  base  for  these  efforts. 

Now,  as  to  the  HEW  maternal  and  child  health  programs,  they  also 
provide  health  services  in  the  rural  areas  or  areas  suffering  from 
economic  distress.  Yet  the  1972  budget  requests  only  a $13  million  total 
increase  for  all  MCH  programs,  at  the  same  time  acknowledging  that 
the  present  request  will  enable  these  programs  to  operate  only  at  the 
same  level  as  before,  Avithout  any  appreciable  expansion. 

Also,  there  is  no  increase  requested  for  MCH  formula  grants,  which 
serve  predominantly  rural  constituents. 

The  MCH  programs  for  Avhich  any  increase  is  requested  include 
crippled  children’s  services,  $1.8  million;  maternal  and  infant  care 
centers,  $3  million ; children  and  youth,  $3.6  million ; dental  health  of 
children,  $360,000;  professional  training,  $3.8  million,  of  Avhicli  $1.5 
million  is  for  training  midAviA^es  in  rural  areas;  pediatric  research; 
and  salaries  and  expenses. 

Particularly  for  crippled  children’s  services,  AA^e  urge  an  increase 
of  at  least  $10  million,  folloAving  reports  from  State  directors  of  their 
current  difficulties  in  extending  needed  services  to  remote  rural  areas. 

To  extend  services  equally  among  other  MCH  programs,  Ave  strongly 
advocate  a total  of  $25  million,  instead  of  the  $13  million  addition 
mentioned  in  the  budget,  in  order  that  these  programs  of  proven 
value  can  achieve  any  gain  in  reaching  the  6.6  million  children  in 
poverty  whose  health  needs  are  still  unmet. 

Only  the  Federal  Government  is  in  a position  to  fill  this  gap.  The 
financial  crisis  of  hard-pressed  State  and  local  governments  has  already 
been  emphasized  to  the  Congress,  and  epitomized  in  a landmark  case, 
that  is,  Tate  v.  The  C ommomoealth  of  Pennsylvania. 

Congressman  Flood,  when  I testified  before  him  in  the  House  Ap- 
propriations Committee,  asked  for  a synopsis  of  that  very  important 
landmark  case,  and  I have  had  a very  competent  judge  of  an  inde- 
pendent court  prepare  a synopsis  of  that  case,  and  Congressman  Flood 
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thought  it  very  valuable,  as  did  members  of  the  American  Bar  Associa- 
tion, to  whom  that  was  presented  during  the  last  few  days  at  their 
convention. 

I would  attach  to  my  testimony  on  these  blue  sheets,  and  if  you 
will  permit  it,  I think  it  would  be  valuable  if  that  would  be  printed. 

Senator  Fong.  That  is  part  of  your  full  statement. 

Mr.  Hecht.  It  is  part  of  the  original  statement;  it  has  been  pre- 
pared since  the  original  statement  was  prepared,  but  I think  it  has 
real  significance. 

I respectfully  urge  members  of  your  committee  to  fund  the  Emer- 
gency Health  Personnel  Act  and  to  permit  needed  expansion  of  the 
maternal  and  child  health  programs,  with  the  conviction  that  the 
health  of  needy  rural  families  deserves  at  least  as  much  consideration 
by  the  Congress  as  other  segments  of  our  population. 

On  the  subject  of  mental  health,  when  we  consider  mental  health 
services  which  are  given  to  less  than  half  the  children  who  need  them, 
we  look  at  the  facts : In  1968,  that  is  the  last  year  for  which  statistics 
are  available,  682,000  children  under  18  received  some  kind  of  psy- 
chiatric care,  but  only  about  5 percent  of  the  children  who  needed 
such  psychiatric  treatment  actually  received  it. 

Statistics  for  the  same  year  show  that  approximately  10  percent 
of  the  50  million  schoolchildren  had  moderate  to  severe  emotional 
problems.  One  out  of  three  poor  children  have  serious  emotional 
problems  that  require  attention. 

As  members  of  your  committee  know,  there  is  authorizing  legisla- 
tion to  meet  the  needs  in  Public  Law  91-211,  the  Community  Mental 
Health  Centers  Amendments  of  1970.  This  bill  authorizes  $20  million 
in  fiscal  1972  for  child  mental  health,  both  in  training  of  professionals 
and  staffing  of  centers. 

Although  the  bill  that  I just  referred  to  has  been  signed,  no  line- 
item  funding  of  this  provision  appears  in  the  fiscal  1972  budget.  We 
urge  your  favorable  consideration  of  the  full  authorized  amount. 

On  the  subject  of  drug  abuse,  the  new  drug  abuse  prevention  and 
control  law  recognizes  drug  abuse  as  a symptom  of  emotional  dis- 
turbance, and  for  fiscal  1972  it  authorizes  $60  million  for  treatment  of 
drug  abusers  through  the  community  mental  health  centers.  Yet  no 
specific  1972  request  was  made  for  this  aspect  of  mental  health  of 
children. 

Drug  abouse  among  the  youth  of  our  Nation  has  more  than  doubled 
during  the  years  1964  to  1968.  At  the  present  time,  20  percent  of  juve- 
nile arrests  are  involved  with  illicit  drugs.  As  of  May  1971,  Public 
Law  91-513  redirects  youthful  drug  offenders  toward  rehabilitation 
through  psychiatric  treatment,  if  funds  are  available. 

On  May  7,  the  Director  of  the  National  Institute  of  Mental  Health, 
testifying  before  a Senate  subcommittee,  conceded  that  NIMH’s 
original  estimate  of  125,000  heroin  addicts  is  in  error  and  that  the 
number  should  be  doubled.  NIMH’s  Director  acknowledged  that  many 
communities  have  asked  for  Federal  help  and  were  turned  away  be- 
cause funds  were  not  available. 

He  also  reported  that  a request  for  increased  funds  for  fighting  drug 
abuse  is  under  consideration  by  Budget  officials,  particularly  with 
reference  to  the  number  of  young  Vietnam  veterans  returning  to  civil- 
ian life  as  drug  addicts. 
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We  hope  that  your  committee  will  anticipate  such  a request  by  fully 
funding  the  provisions  of  Public  Law  91—513  dealing  with  community 
treatment  of  drug  abusers. 

There  has  been  a recent  report  saying  that  the  community  mental 
health  centers,  which  are  the  netw^ork  of  local  agencies  which  main- 
tain more  than  420  centers,  have  only  been  partially  funded,  and  of 
these,  105  have  no  money  at  all  for  staff.  Of  the  272  now  in  operation, 
only  four  offer  drug  abuse  services.  Think  of  it — only  four  out  of  272 
centers. 

With  adequate  funds,  both  PHS  facilities  and  more  than  300  com- 
munity mental  health  centers  could  be  serving  addicts  by  the  end  of 
this  year,  and  by  the  middle  or  end  of  1972,  all  422  community  health 
centers  could  be  working  against  drug  abuse  if  the  funds  were  appro- 
priated by  your  committee  for  this  purpose,  as  has  been  authorized 
by  law. 

The  plan  makes  more  sense  than  a program  favored  by  the  admin- 
istration under  which  a complete,  separate  system  of  facilities  should 
be  established.  We  have  asystem,  if  we  only  had  the  money  to  provide 
the  staff  and  the  services  needed. 

We  want  to  record  ourselves  as  urging  a full  funding  of  the  Federal 
Headstart  and  Day  Care  Center  programs  that  have  been  authorized. 
I am  not  going  to  read  that  section  of  this  report,  and  I will  skip  only 
to  tw^o  more  subjects. 

Although  your  committee  is  presently  considering  budget  requests 
for  fiscal  1972,  w^e  hope  that  you  will  also  consider  the  detrimental  effect 
of  executive  impounding  of  more  than  $12  billion  of  fiscal  1971  appro- 
priations. They  have  been  impounded  by  the  President.  These  were 
listed  in  the  Congressional  Kecord  of  April  27,  1971.  Those  most  ad- 
versely affecting  children  within  HEW’s  purview  are  the  Kegional 
Medical  programs,  of  which  $34  million  was  impounded,  and  SKS 
rehabilitation  services  and  facilities,  of  which  $2  million  was  im- 
pounded. 

We  hope  your  committee  will  take  into  consideration  this  item- veto 
action,  in  adjusting  budget  requests  for  these  programs  for  fiscal  1972. 

Through  adequate  support  of  all  the  above-mentioned  programs, 
we  believe  that  strengthening  such  interrelated  services  for  those  chil- 
dren most  in  need  will  provide  the  best  guarantee  for  our  Nation’s 
future. 

FAMILY  PLANNING 

Finally,  I want  to  talk  about  family  planning. 

The  child  mental  health  report  of  NI^MH  submitted  in  February 
1971  stressed  the  role  of  family  planning  in  mental  health  as  follows : 

Family  planning  can  tiave  an  important  effect  on  the  mental  health  of  the 
child  and  the  family.  It  reduces  the  number  of  unwanted  children,  who  are  more 
likely  to  be  the  disturbed,  alienated,  and  violent  youths  and  adults  of  tomorrow. 
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Last  month’s  interim  report  of  the  Commission  on  Population 
Growth  stated  that  a two-child  family,  with  no  unwanted  children,  is 
a highly  desirable  American  goal. 

We  know  from  a 1969  study  conducted  by  Johns  Hopkins  University 
that  babies  of  teenagers  are  more  likely  to  have  behavior  problems,  to 
be  underweight  and  shorter  in  stature,  and  lower  in  IQ.  Also,  illegit- 
imacy is  higher  among  teenagers. 

Recent  emphasis  on  ecology  and  people  pollution  has  made  it  im- 
perative that  zero  population  growth  be  considered  a national  goal. 
Federal  programs  already  instituted  by  the  Office  of  Econoanic  Oppor- 
tunity, the  National  Institute  of  Child  Health  and  Human  Develop- 
ment, and  HEW’s  maternal  and  child  health  programs  need  full 
support  if  this  goal  is  to  be  realized. 

In  addition,  the  new  family  planning  legislation  (Public  Law  91- 
572)  requires  the  fullest  possible  Eederal  support,  which  is  only  $90.9 
million  of  the  authorized  $129  million  as  budgeted  for  fiscal  1972. 

Thank  you  very  much. 

Senator  Fong.  Thank  you,  Mr.  Hecht. 

Do  you  have  a statement,  Mrs.  McGarry  ? 

Mrs.  McGakry.  No  additional  comments.  Senator. 

SUBCOMMITTEE  RECESS 

Senator  Fong.  Thank  you. 

We  will  recess  until  10  a.m.  tomorrow,  when  we  will  resume  hearing 
public  witnesses  on  Labor-Hew  appropriations. 

(Whereupon,  at  3:15  p.m.,  Thursday,  July  9,  the  subcommittee  was 
recessed,  to  reconvene  at  10  a.m.,  Friday,  July  9). 


DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


FRIDAY,  JULY  9,  1971 

U.S.  Senate, 

SuBCOMXITTEE  OF  THE  Co3IMITTEE  OX  ApPROPKLATIOXS, 

ashing ton^  D.G. 

The  subcommittee  met  at  10  a.m.,  in  room  1114,  Xew  Senate  Office 
Building,  Hon.  Hiram  L.  Fong,  presiding. 

Present:  Senator  Fong. 

DEPAETMEXT  OF  HEALTH,  EDUCATIOX,  AXD  WELFAEE 
xoxdepart^iextal  witnesses 


STATEiyEENTS  OF: 

WILLIAM  M.  BUCHER,  EXECUTIVE  VICE  PRESIDENT  AND  DI- 
RECTOR, HOSPITAL  COUNCIL  OF  THE  NATIONAL  CAPITAL 
AREA,  INC. 

FATHER  BYRON  COLLINS,  CHAIRMAN,  TRUSTEE  PLANNING 
COMMITTEE,  DISTRICT  OF  COLUMBIA  HEALTH  CARE  CON- 
STRUCTION BACKLOG 

CONSTRUCTION  AND  PLANNING  UNDER  DISTRICT  OF  C0LU3IBIA  MEDICAL 
FACILITIES  CONSTRUCTION  ACT  OF  19  68 

Senator  Fong.  The  subcommittee  will  please  come  to  order. 

Chairman  Magnuson  could  not  be  here  and  has  asked  that  I preside 
in  his  absence. 

The  subcommittee  will  continue  to  receive  testimony  of  public  wit- 
nesses on  Labor-HEIY  appropriations  for  fiscal  year  1972.  It  is  neces- 
sary to  keep  the  testimony  brief  in  order  that  we  may  hear  all  who 
have  requested  an  opportunity  to  comment  on  the  administration's 
budget  requests. 

This  morning  the  first  witnesses  are  lAilliam  Bucher  and  Father 
Byron  Collins. 

Father  Collins.  Senator  Fong,  it  is  a pleasure  to  appear  here  before 
you.  I am  testifying  concerning  the  ^ledical  Facilities  Construction 
Act  of  the  District  of  Columbia  of  1968. 

I am  T.  Byron  Collins  of  the  Society  of  Jesus,  assistant  to  the  presi- 
dent of  Georgetown  LTiiversity,  and  with  me  is  IVilliam  B.  Bucher,  the 
executive  vice  president  of  the  Hospital  Coimcil  of  the  Xatiomil 
Capital  area,  who  will  assist  me  as  required. 

I request  that  the  documents  be  entered  into  the  records. 

Senator  Fong.  They  will  be  received  in  full  and  entered  in  the  record 
at  the  end  of  your  testimony. 

(1875) 
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Father  Collins.  I have  the  privilege  of  speaking  to  you  and  your 
committee  today  as  the  chairman  of  the  Trustee  Planning  Committee 
of  the  Hospital  Council  and  I will  speak  briefly  on  the  necessity  for 
fiscal  1972  budgetary  funding  of  construction  and  planning  under  the 
District  of  Columbia  Medical  Facilities  Construction  Act  of  1968, 
(Public  Law  90^57). 

With  the  gracious  and  committed  personal  interest  of  this  commit- 
tee, the  District  of  Columbia  will  be  enabled  to  attempt  to  catch  up 
on  a health  care  construction  backlog  in  excess  of  10  years.  The  com- 
mittee has  provided  approximately  $16  million  in  grants  and  $24 
million  in  loans  during  the  first  3 years  of  the  legislative  authority. 
As  a result,  five  hospitals  are  at  various  levels  of  construction  and 
equipping  completion,  and  two  hospital  projects  are  in  the  planning 
phases  and  will  be  subject  to  the  bidding  phase  during  the  fiscal  year. 

Mr.  Bucher,  who  is  our  expert  on  the  legislative  background  will 
present  this  portion  of  the  testimony. 

Mr.  Bucher.  You  will  recall  that  the  rationale  for  separate  legisla- 
tion for  the  District’s  construction  needs  is  the  token  Hill-Burton  con- 
struction allocations  and  that  the  Federal  Government  is  the  predomi- 
nate industrial  base  of  the  District.  The  common  city-county-State 
fund  matching  with  Federal  Hill-Burton  funds  are  not  available  to 
District  of  Columbia  health  care  institutions.  Your  attention  is  called 
to  the  facts  which  show  the  District  of  Columbia  facilities  could  not 
possibly  meet  these  requirements  even  with  the  updated  Hill-Burton 
provisions  allocating  little  more  than  $1  million  annually  under  the 
federally  subsidized  loan  program. 

Congress  has  recognized  this  impossibility  and  the  uniqueness  of  its 
responsibility  to  its  employees  as  an  industry  and  has  provided  the 
financial  assistance  necessary  to  move  these  projects  toward  completion. 

As  is  set  forth  in  the  attached  detail,  the  remainder  fourth  year  fund 
request  of  $24,052,000  of  grants  and  $16,575,000  in  loans  is  being  re- 
quested to  carry  on  the  projects  under  construction  or  in  planning 
phases  at  the  current  time.  The  Children’s  Hospital,  Georgetown  Uni- 
versity Medical  Center,  George  Washington  University  Medical  Cen- 
ter, Kogers  Memorial  Hospital,  and  the  Washington  Hospital  Center 
as  recipients  of  the  largest  portion  of  the  requested  funds  are  well 
into  construction  of  their  projects  or  nearly  completed  as  in  the  case 
of  George  Washington.  The  Cafritz  and  Providence  Hospitals  con- 
struction and  planning  fund  requests  are  urgent  as  integral  parts  of 
priority  criteria  which  as  we  stated  above  are  approximately  10  years 
old.  Thus  the  requested  funds  are  urgently  required  to  continue  the 
phase-by-phase  construction  commitments. 

We  will  be  pleased  to  describe  the  projects  and  their  construction 
progress  phase  in  detail  if  you  so  desire.  If  not,  we  are  most  apprecia- 
tive of  you  and  your  committee’s  time  and  assistance  in  the  past  and 
urgently  request  your  assistance  within  the  fiscal  1972  budgetary 
process. 

Senator  Fong.  Will  you  provide  the  committee  with  the  present 
status  of  these  projects? 
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Mr.  Buchxer.  Yes,  sir,  we  will  be  pleased  to  do  so. 

Senator  Foxg.  What  is  the  full  loan  authorization  ? 

Mr.  Buchxer.  It  comes  to  approximately  $40  million. 

Senator  Foxg.  You  have  already  received  $24  million 

Mr.  Buchxer.  We  have  received  $24,052,000.  Our  testimony  is  based 
on  the  assumption  that  Congress  does  and  has  already  provided  the 
entire  amount  in  loans. 

Senator  Foxg.  What  about  the  authorization  grants  ? 

Mr.  Buchxer.  The  legislative  authorization  comes  up  to  $40,052,000 
and  the  balance  of  that  not  received  is  in  our  request  this  year.  So  we 
would  ask  that  the  balance  figure  in  our  request  this  year  he  adjusted 
in  accordance  with  whatever  the  fundings  are  relative  to  this  million 
and  a half  dollars. 

Senator  Foxg.  So  the  authorization  grants  and  the  authorization 
loans  amount  to  $80  million  ? 

Mr.  Buchxer.  Yes,  sir;  these  are  the  facts  of  the  initial  authoriza- 
tion legislation. 

Senator  Foxg.  Proceed. 

Father  Collixs.  Mr.  Chairman,  and  members  of  this  committee, 
because  of  your  generous  understanding  of  the  imique  and  critical 
status  of  the  private  hospital  problems  in  the  District  of  Columbia, 
we  have  received  year-by-year  partial  funding  of  our  backlog  needs. 

The  hospitals  working  with  the  Department  of  Health,  Education, 
and  Welfare,  and  with  Mr.  Buchner  and  myself,  have  programed  the 
distribution  of  funds  to  get  the  backlog  of  priorities  under  construc- 
tion in  each  of  the  projects. 

The  funds  requested  herein  are  absolutely  necessary  or  we  will  have 
projects  at  Children’s  Hospital,  Washington  Hospital  Center,  and 
Rogers  Memorial  Hospital  with  stark  beams  exposed  up  in  the  air, 
rooms  at  Georgetown  shelled  but  with  no  walls  or  equipment,  and 
rooms  at  George  Washington  with  no  equipment.  These  projects  are 
substantially  underway.  We  donk  have  any  other  source  of  funds 
for  these  projects. 

We  desperately  need  your  help  so  our  hospitals  can  continue  to  serve. 

Senator  Foxg.  MTiat  you  are  saying  here  is  that  these  projects  have 
been  started  and  if  we  do  not  fund  you  they  will  be  left  in  abeyance 
and  you  will  not  be  able  to  use  the  facilities  ? 

Father  Collixs.  That  is  exactly  right;  we  will  have  them  partially 
done  and  will  t>e  unable  to  use'them  without  these  funds. 

Senator  Foxg.  Thank  you  very  much. 

F ather  Collixs.  Senator,  it  is  a pleasure. 

(The  documents  follow :) 
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Legislative  Resume 


Purpose  of  Legislation 

To  authorize  project  grants  and  loans  for  construction  and  modernization 
of  hospitals  and  other  medical  center  facilities  in  the  District  of  Columbia, 
to  correct  a nine-year  backlog  of  demand  caused  by  Federal  legislative 
inequities  in  the  Federal  Health  Facilities  Acts  as  they  apply  to  the  District 
of  Columbia,  and  to  provide  a program  to  meet  these  needs  in  the  most 
effective,  economical  manner. 


Historic  Background 

This  legislation,  first  drafted  in  1957,  represents  the  accumulation 
of  individual  and  collective  efforts  of  these  health  care  institutions  to 
meet  the  expressed  and  researched  community  needs.  Areawide  regional  planning 
concepts  as  well  as  the  endorsement  of  these  projects  by  the  area  wide 
committees  has  been  accomplished.  The  legislation  requires  that  each  project 
submitted  meet  the  community  facility  priorities  and  those  of  the  Secretary 
of  H.E.W. 


Role  of  Federal  Government  as  a 
City-State-County  Government  for  the  District  of  Columbia 

In  local  city,  county  and  state  jurisdictions  throughout  the  country, 
financial  assistance  to  meet  matching  funds  is  forthcoming  from  the  local 
government  itself  in  addition  to  individual  and  industrial  contributions.  The 
loan  program  is  equivalent  to  the  bond  issues  in  other  jurisdictions.  Because 
of  the  uniqueness  of  the  Nation's  capital,  where  upwards  of  70%  of  the 
population  is  employed  by  the  United  States  Government  or  by  its  supportive 
industries,  no  such  possibility  exists. 


Special  Emphasis  in  Legislation 

The  dynamic  and  critical  approach  to  meeting  community  needs  as  set 
forth  within  this  legislation  emphasizes  the  use  of  low  cost  extended  care 
facilities,  expanding  outpatient,  clinical,  and  clinical  instruction 
capabilities  within  the  existing  hospital  and  medical  center  complexes 
inclusive  of  the  replacement  of  outmoded,  uneconomical  and  inefficient 
facilities.  For  illustration,  the  George  Washington  University  Medical  Center 

acquired  and  renovated  an  existing  apartment  house,  the  Keystone  Building, 
to  enable  it  to  make  comprehensive  health  services  available  in  a most 
immediate  and  economical  manner.  Inducement  to  obtain  the  programs  and 
provide  the  resulting  community  services  includes  adjustments  of  Federal 
matching  fund  ratios  to  50  per  centum  of  modernization  construction  and 
66  2/3  per  centum  for  extended  care  and  diagnostic-treatment  facilities. 

After  a review  of  the  construction  program  needs  of  the  District  of 
Columbia  by  the  various  planning  groups  especially  under  the  aegis  of  the 
Hospital  Council  of  the  National  Capital  Area  and  the  Health  Facilities 
Planning  Council,  seven  projects  of  private  non-profit  hospitals  in  the  District 
of  Columbia  were  sifted  out  and  listed  as  requiring  funds  on  an  emergency 
basis  because  their  projects  were  underway  with  the  expectation  of  funding 
from  P.L.  90-457. 

Several  of  these  projects  were  started  on  borrowed  funds.  The  anticipated 
funding  of  P.L.  90-457  had  been  some  years  prior  to  the  first  increment 
action. 
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PROJECT  EXHIBIT 
on 

District  of  Colunbia  Medical  Facilities  Construction  Act  of  1968 
Public  Law  90-457 


June  14,  19  71 

Summary,  Fiscal  19  72  Budget  Request 

Grants  $24,052,000  Loans  $16,575,000 

The  seven  projects  involved  in  the  priority  program  established  included  the  following 

1.  Children's  Hospital  of  the  District  of  Colxonfcia 

PL  90-457  Funding  to  Date  Fiscal  1972  Funding  Requirements 

Grants  $ 4,679,000  $ 6,337,000 

Loans  7,657,9  75  4,697,000 

Total  $12,336,975  $10,091,025 

The  Children's  Hospital  has  embarked  upon  a $45,000,000  Children's  National  Medical 
Center  construction  program  with  the  approval  and  encouragement  of  all  community  and 
governmental  health  advisory  organizations  including  HEW. 

It  will  leave  its  present  non- con forming  uneconomical  building  complex  for  the  new 
location  on  the  grounds  of  the  Washington  Hospital  Center.  It  will  have  completed  its 
public  utility  relocation  and  foundation  program  by  the  end  of  the  year  and  also  be 
well  into  the  structural  phase.  Bidding  obligations  will  have  been  completed  on  the 
basis  of  phased  obligations  to  the  maximum  funding  availability  in  order  to  hold  firm 
construction  costs.  This  project  has  incorporated  within  its  planning  process  all 
related  pediatric  resource  services  and  as  such  will  be  of  service  to  all  classes  of 
residents  on  the  Nation’s  Capital  as  well  as  the  eastern  United  States. 

2.  Georgetown  University  Medical  Center 

PL  90-457  Funding  to  Date  Fiscal  1972  Funding  Requirements 

Grants  $ 4,723,000  $ 1,466,000 

Loans  8,629,535  2,450,465 

Total  $13,352,535  $ 3,916,465 

The  Georgetown  University  Medical  Center  has  completed  the  major  portion  of  its  new 
facilities  which  are  to  provide  essential  outpatient,  clinical  diagnostic  and 
treatment  space.  The  fiscal  1972  funding  requirements  are  necessary  to  complete  new 
facility  equipment  programs  and  to  remodel  existing  space  areas  in  accordance  with 
patient  service  programs. 

3.  George  Washington  University  Medical  Center 

PL  90-457  Funding  to  Date  Fiscal  1972  Funding  Requirements 

Grants  $ 4,064,000  $ -0- 

Loans  4,520,000  456,842 

Total  $ 8,584,000  $ 456,842 
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The  George  Washington  University  Medical  Center  has  all  but  completed  its  new  and 
remodeled  facility.  The  remainder  of  the  loan  funds  are  necessary  to  offset  out- 
standing temporary  construction  loans  not  subject  to  permanent  financing.  Its  new 
emergency  service  area,  diagnostic  and  treatment  center,  heart  station  and  intensive 
care  units  have  provided  crucially  needed  facilities  for  the  community. 

A.  Rogers  Memorial  Hospital 

PL  90-457  Funding  to  Date  Fiscal  1972  Funding  Requirements 

Grants  $ 1,290,000  $ 4,625,000 

Loans  2,480,000  4,625,000 

Total  $ 3,770,000  $ 9,250,000 


The  Rogers  Memorial  Hospital  is  underway  with  an  addition  and  renovation  program 
which  will  modernize  and  enlarge  its  emergency  outpatient  and  supportive  service 
program  areas.  Its  utilization  as  the  family  physician  for  a large  low  income  center- 
city  population  has  placed  a serious  drain  on  its  outmoded  and  antiquated  service 
areas.  The  inclusion  of  physiotherapy,  electroencephalography,  coronary  care, 
medical  and  surgical  intensive  care  equipment  and  space  is  of  the  highest  priority. 


5.  Washington  Hospital  Center 
PL  90-457  Funding  to  Date 
Grants  $ 1,129  ,000 

Loans 712,490 

Total  $ 1,841,490 


Fiscal  1972  Funding  Requirements 
$ 6,998,000 
3,658,510 
$10,656,510 


One  of  the  ten  busiest  hospitals  in  the  nation,  the  Washington  Hospital  Center's 
300-bed  extended  care  project  is  already  underway  with  bid  formulation  and  obligation 
authority  programming.  The  required  fiscal  1972  funding  will  result  in  completion 
of  foundation  and  core  structure  prior  to  the  end  of  the  year.  The  completion  and 
acceptance  of  all  bidding  authority  enabled  by  the  fiscal  1972  funding  will  hold  down 
construction  costs  and  therefore  reduce,  if  not  eliminate,  unnecessary  future  cost 
overruns . 


6.  Cafritz  Memorial  Hospital 
PL  90-457  Funding  to  Date 
Grants  $ 115  ,000 

Loans -0- 

Total  $ 115,000 


Fiscal  19  72  Funding  Requirements 
$ 4,126,000 
687,183 
$ 4,813,183 


A general  acute  health  care  facility  located  in  the  far  Congressional  Heights  area 
and  having  struggled  with  and  overcome  a severe  operational  loss  problem,  the  Cafritz 
Memorial  Hospital  is  now  faced  with  demands  for  a comprehensive  outpatient,  diagnostic 
and  treatment  service  facility  by  its  service  area  population.  It  has  proceeded  into 
planning  phase  which  will  be  completed  and  subject  to  bidding  during  the  fiscal  year. 


7.  Providence  Hospital 

PL  90-457  Funding  to  Date  Fiscal  1972  Funding  Requirements 

Grants  $ -0-  $ 500,000 

Loans -0- -0- 

Total  $ -0-  $ 500,000 

A planning  grant  for  this  390  bed  general  acute  hospital  facility  requiring  substantial 
expansion  and  modernization  of  its  ancillary  and  support  facilities  which  have  reached 
a standstill  within  its  schematic  plan  development.  Renovations  programmed  will  permit 
surgical  intensive  care  and  extended  care  units  to  meet  the  backlog  of  needs. 
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DEPAETMENT  OF  LABOE 

STATEMENT  OF  WILLIAM  L.  HEARTWELL,  INTERSTATE  CONFER- 
ENCE OF  EMPLOYMENT  SECURITY  AGENCIES,  RICHMOND,  VA. 

GRANTS  TO  STATES  FOR  UNEMPLOYMENT  INSURANCE 

Senator  Fong.  Mr.  William  Heartwell,  Interstate  Conference  Em- 
ployment Security  Agencies,  Eichmond,  Va. 

You  may  proceed  as  you  desire. 

Mr.  Heartwell.  Mr.  Chairman  and  members  of  the  committee : 

I am  William  L.  Heartwell,  Jr.,  commissioner  of  the  Virginia  Em- 
ployment Commission  and  president  of  the  Interstate  Conference  of 
Employment  Security  Agencies.  I am  here  today  representing  the 
Interstate  Conference  to  discuss  the  contingency  fund  which  is  a part 
of  the  Department  of  Labor  appropriation  request  for  grants  to  States 
for  unemployment  insurance  and  employment  service  administration. 

The  Interstate  Conference  of  Employment  Security  Agencies  is  an 
organization  composed  of  the  officials  of  the  State  employment  secu- 
rity agencies  in  50  States,  the  District  of  Columbia,  Puerto  Eico,  and 
the  Virgin  Islands.  These  agencies  are  responsible  for  the  administra- 
tion of  unemployment  insurance,  employment  service,  and  related 
manpower  programs  in  their  States. 

The  State  agencies  are  deeply  concerned  that  the  Department  of 
Labor's  appropriation  request  for  grants  to  States  for  fiscal  year  1972 
again  proposes  to  change  the  contingency  fund  by  requesting  funds 
for  salary  increases  and  State  law  changes  as  a part  of  the  base  appro- 
priation rather  than  as  a part,  of  the  contingency  fund.  Last  year  Mr. 
George  Vavoulis  of  Minnesota,  then  president  of  the  Interstate  Confer- 
ence, testified  before  your  committee  concerning  a similar  proposal  in 
the  Department's  request  for  fiscal  year  1971.  As  a result,  your  com- 
mittee and  its  counterpart  in  the  House  transferred  $12  million  to  the 
contingency  fund  from  the  base  appropriation  to  cover  unforeseen 
costs  of  State  salaries  and  law  changes.  This  action  was  subsequently 
approved  by  both  Houses  of  Congress.  Notwithstanding  this  action  of 
the  Congress  taken  less  than  a year  ago,  the  Department’s  request  again 
proposes  elimination  of  funds  from  the  contingency  request  for  both 
salary  and  law  change  costs  and  such  funds  are  requested  as  a part  of 
the  base  appropriation  for  fiscal  year  1972.  This  year  the  Department 
has  requested  a corollary  change  in  the  contingency  language,  an  ac- 
tion which  they  did  not  take  in  the  fiscal  year  1971  request. 

As  we  pointed  out  last  year,  the  contingency  fund  has  generally 
worked  well  since  it  was  first  established  in  1952  with  the  assistance 
of  this  committee  as  a means  of  reducing  the  number  of  supplemental 
appropriation  requests.  Obviously,  this  has  been  due  in  large  part  to 
inadequate  requests.  The  congressional  allowance  has  generally 
equalled  or  exceeded  the  request. 

The  poll  which  we  took  last  year  showed  that  46  States  represent- 
ing over  84  percent  of  the  total  covered  workers  in  the  United  States 
and  79  percent  of  the  subject  employers  were  in  favor  of  a continua- 
tion of  the  contingency  fund  to  include  the  financing  of  statewide  sal- 
ary- increases,  law  changes  and  unemployment  insurance  claims  and 
benefit  workload  increases  as  heretofore.  Four  State  agencies  were  op- 
posed to  this  position  and  three  did  not  vote. 
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Since  it  was  a little  more  than  a year  ago  when  we  polled  the  mem- 
ber State  agencies  and  in  view  of  the  continued  support  which  has 
been  voiced  since,  we  have  not  polled  the  States  again  this  year.  I 
feel  certain,  however,  that  the  State  agencies  still  overwhelmingly 
favor  the  position  reflected  by  the  poll. 

No  understandable  reasons  have  been  advanced  for  changing  the 
contingency.  It  still  remains  a fact  that  there  will  be  unforeseen  law 
changes,  salary  increases,  and  unemployment  insurance  workload  in- 
creases and  that  the  costs  associated  with  them  cannot  be  determined 
sufficiently  in  advance  to  include  them  with  any  accuracy  in  the  base 
request.  It  is  also  a fact  that  an  adequate  contingency  fund  is  the  most 
appropriate  and  time  proven  way  to  handle  such  costs. 

On  behalf  of  the  State  agencies,  I urge  the  committee  to  restore  the 
previous  contingency  language  and  to  add  to  the  $16  million  in  the 
request  for  increases  in  unemployment  insurance  claims  and  benefit 
workloads,  the  $2  million  for  increases  in  the  cost  of  State  law  changes, 
and  the  $26  million  for  increases  in  costs  of  salaries  which  we  under- 
stand are  included  in  the  base  appropriation  request. 

We  are  not  asking  for  any  increase  in  the  total  amount  of  the  appro- 
priation funds,  only  for  a shift  in  a small  portion  of  the  funds  so  that 
the  States  may  be  sure  that  such  funds  will  be  available  when  needed 
and  for  the  purposes  intended.  In  view  of  the  economic  situation 
with  which  we  are  faced  today,  and  the  amount  of  new  legislation 
which  seems  to  be  constantly  developing,  it  is  important  to  the  State 
agencies  that  the  full  amount  of  the  request  be  approved  and  we  re- 
spectfully request  your  favorable  consideration. 

In  closing,  Mr.  Chairman,  I want  to  call  to  your  attention  another 
item  with  which  the  State  agencies  are  concerned,  namely  the  request 
to  finance  the  administrative  costs  of  paying  allowances  under  the 
Trade  Adjustment  Act  from  revenue  derived  from  the  Federal  Un- 
employment Tax  Act.  It  is  my  judgment  that  such  an  appropriation 
is  not  authorized  by  either  the  Social  Security  Act  or  the  Federal 
Unemployment  Tax  Act  and  that  such  payments  should  more  appro- 
priately be  made  from  general  revenue. 

Thank  you,  Mr.  Chairman  and  members  of  the  committee,  for  the 
opportunity  to  discuss  these  matters  with  you.  If  you  have  any  ques- 
tions, I or  my  colleague  will  be  happy  to  answer  them. 

Senator  Fong.  Thank  you  very  much.  We  have  no  questions.  Thank 
you  for  coming. 


Labor  Statistics  and  Health  Statistics 
STATEMENT  OF  THE  FEDERAL  STATISTICS  USERS’  CONFERENCE 

Senator  Fong.  The  subcommittee  has  received  written  testimony 
from  the  Federal  Statistics  Users’  Conference  which  will  be  included 
in  the  record  in  full. 

(The  statement  follows:) 
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This  stateisent  is  submitted  on  behalf  of  the  Federal  Statistics  Users* 
Conference  to  express  our  views  on  certain  items  in  the  fiscal  1972  budget  for 
statistical  programs  of  the  Department  of  Labor  and  Department  of  Health,  Educa- 
tion and  Welfare. 

FSUC  is  an  association  comprising  191  organizations  generally  classified  as 
business  firms,  labor  unions,  nonprofit  research  organizations.  State  and  local 
governments  and  trade  associations.  These  members  have  a common  interest  in 
obtaining  adequate,  timely  and  reliable  information  from  Federal  programs  in  the 
light  of  certain  criteria  which  FSUC  has  established,  the  principal  one  being  that 
a statistical  program  should  provide  data  of  optimum  usefvilness  at  minimum  cost. 

The  FSUC  Board  of  Trustees  has  undertaken  a careful  study  and  review  of  the 
proposed  programs  of  the  Bureau  of  Labor  Statistics  and  the  National  Center  for 
Health  Statistics.  Members  of  the  Board  reviewed  the  programs  which  were  outlined 
in  Special  Analysis  F of  the  President's  Budget,  and  examined  detailed  written 
summaries  of  the  programs  provided  by  these  agencies  at  our  request.  Thus,  our 
Board  of  Trustees  has  utilized  every  available  avenue  to  obtain  a thorough  and 
clear  understanding  of  the  content  and  nature  of  the  proposed  programs. 


Bureau  of  Labor  Statistics: 

The  statistical  programs  proposed  in  the  BLS  Budget  will  provide  data  that 
will  fill  a serious  gap  in  our  economic  data  base.  The  information  is  needed  to 
provide  a better  understanding  of  certain  segm.ents  of  the  economy  and  as  a guide 
to  assist  in  the  making  of  important  policy  decisions.  We  respectfully  urge  your 
serious  consideration  and  support  of  these  programs. 

The  details  of  these  statistical  programs  have  been  presented  to  the  Subcom- 
mittee by  representatives  of  BLS.  Hence,  it  is  our  desire  to  stress  the  fact 
that,  in  our  considered  judgement,  these  are  priority  items  of  considerable  merit 
that  deserve  funding. 

A major  new  project  would  improve  information  on  the  construction  industry  — 
work  injuries,  wages,  industrial  relations  and  productivity  — as  part  of  a con- 
certed effort,  endorsed  by  the  President's  Cabinet  Committee  on  Construction,  to 
develop  statistics  needed  to  solve  problems  in  this  sector  of  the  economy. 

With  the  passage  of  the  Construction  Safety  Bill  and  the  Occupational  Health 
and  Safety  Act,  comprehensive  data  will  be  needed  to  measure  the  magnitude  of  the 
work  injury  problem  in  the  construction  indiistry  and  to  indicate  those  areas  where 
safety  programs  should  be  concentrated. 

A major  expansion  of  wage  data  for  the  construction  industry  is  essential  to 
meet  the  requirements  of  government  economic  policy  and  to  provide  vitally  needed 
information  for  the  conduct  of  labor  management  relations  in  the  industry.  Data 
presently  available  are  now  limited  to  union  wage  scales  and  wage  settlements  in 
some  industry  segments.  No  information  is  available  on  wages  or  earnings  of 
workers  employed  by  nonunion  contractors.  Furthermore,  only  contract  minimum 
rates,  rather  than  actual  earnings,  are  available  for  xmion  craftsmen.  Appraisal 
of  wage  levels  and  trends  is  severely  handicapped  by  the  absence  of  data  for  the 
largely  unorganized  residential  building  sectors.  The  proposed  program  on  occu- 
pational wages  will  fill  some  of  these  gaps  in  our  statistical  knowledge. 
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Another  BLS  program  would  provide  essential  industrial  relations  data  and 
analysis  needed  for  collective  bargaining  in  public  policy  making  in  the  construc- 
tion industry.  Information  obtained  through  this  program  will  be  very  helpful  to 
the  Construction  Industry  Collective  Bargaining  Commission,  recently  established 
by  the  President,  and  to  the  Federal  Mediation  and  Conciliation  Service. 

BLS  also  proposes  a program  to  develop  and  compile  a set  of  price  indexes  for 
construction  materials  and  to  develop  a monthly  wholesale  price  index  for  mobile 
homes.  This  program  is  in  line  with  recommendations  of  the  President's  Cabinet 
Committee  on  Construction.  Although  construction  activity  accounts  for  a signifi- 
cant part  of  the  GNP,  a comprehensive  set  of  price  indexes  covering  this  sector  is 
not  now  available.  Without  such  measures,  it  is  impossible  to  measure  changes  in 
construction  activity  and  to  evaluate  the  sources  and  extent  of  inflation  in  the 
cost  of  construction  materials.  An  urgent  need  exists  for  a system  of  construc- 
tion price  measurements  that  would  include  information  on  unit  labor  costs  and 
costs  of  materials  to  estimate  changes  in  the  volume  of  construction  and  to  ana- 
lyze changes  in  prices  of  new  construction. 

Mobile  homes  represent  a rapidly  expanding  source  of  housing.  However,  no 
indexes  are  available  for  the  price  of  mobile  homes  at  either  the  wholesale  or  the 
retail  level.  Such  indexes  are  necessary  to  acquire  a full  understanding  of 
prices  at  which  new  residential  accommodations  are  coming  on  the  market,  of  the 
impact  of  these  prices  on  the  housing  market,  and  of  their  effect  on  the  ability 
of  families  to  purchase  or  rent  adequate  shelter.  Thus,  price  indexes  for  mobile 
homes  should  parallel  those  for  conventional  housing  units. 

BLS  also  proposes  a program  that  would  provide  additional  data  on  labor  and 
material  requirements  per  unit  of  output  for  major  types  of  construction.  A com- 
parison of  labor  requirements  per  unit  of  output,  with  similar  data  from  earlier 
or  later  surveys,  will  provide  measures  of  productivity  change.  The  need  for  this 
more  comprehensive  information  is  underscored  by  the  current  intensified  concern 
about  economic  changes  in  the  construction  industry.  These  data  will  provide  the 
basis  fcr  determining  the  employment  generating  effects  of  specific  construction 
activities  and  of  alternative  government  programs  affecting  construction.  Further 
development  of  this  program  is  widely  recognized  as  the  most  useful  route  to  the 
development  of  reliable  productivity  measures  for  the  many  different  types  of  con- 
struction. 


National  Center  for  Health  Statistics; 

This  agency  has  a clear-cut  and  important  mission  of  providing  data  that 
identifies,  defines,  and  describes  the  state  of  health  of  the  American  people  and 
the  changes  that  are  taking  place.  Although  its  output  of  essential  and  valuable 
information  has  increased  considerably,  users  of  these  important  data  still  have  a 
great  need  for  more  detail,  particularly  for  small  geographic  areas  and  for  more 
elaborate  cross  classifications.  The  solution  to  the  problem  is,  of  course,  diffi- 
cult, due  to  the  fact  that  most  of  the  data  are  based  upon  samples  which  cannot 
provide  the  kind  of  detail  required. 

We  sincerely  urge  the  Subcommittee's  serious  consideration  and  support  of 
the  following  National  Center  for  Health  Statistics'  programs: 
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Continuation  of  the  Health  Examination  Survey  which  has  been  modified  to  in- 
clude the  national  nutrition  surveillance  program. 

A most  serious  problem  of  the  Center,  with  regard  to  its  statistics,  is  their 
lack  of  timeliness.  Additional  funds  are  requested  to  deal  with  this  important 
problem.  As  our  Conference  has  long  recognized,  the  most  widespread  single  com- 
plaint about  Federal  statistics,  in  general,  is  that  much  of  their  usefulness  is 
lost  because  of  the  lack  of  timeliness.  Therefore,  this  is,  indeed,  an  important 
step  aimed  at  improving  the  timely  output  of  data  collected  by  this  important 
statistical  agency. 

Funds  are  also  requested  to  make  operational  a National  Survey  of  Family 
Growth  and  the  Family  Planning  Reporting  System  respectively.  These  programs  will 
provide  necessary  tools  to  interpret  current  trends  in  the  birth  rate  and  to  assist 
in  the  evaluation  of  family  planning  service  programs  by  producing  national  data  on 
couples  who  are  unable  to  control  their  fertility  and  the  extent  to  which  efforts 
to  help  them  are  succeeding.  Expansion  of  the  Family  Planning  Reporting  System 
will  permit  the  Center  to  produce  national  statistics  on  the  number  and  character- 
istics of  persons  receiving  subsidized  family  planning  services,  making  it  possible 
to  measure  the  extent  to  which  the  target  population  of  an  estimated  five  million 
medically  indigent  women  has  been  reached  by  the  services. 

Another  most  important  program  relates  to  the  design  and  implementation  of  a 
cooperative  system  for  producing  comparable  and  uniform  hecilth  information  and 
statistics  at  the  Federal,  State,  and  local  levels.  A major  complaint  of  users  of 
data  for  area  analysis  is  the  lack  of  comparability  and  uniformity  of  data  as 
between  various  collecting  agencies  such  as  Federal, State  and  local  governments. 

The  development  of  this  program  would  be  another  step  forward  in  making  data  from 
various  sources  much  more  useful. 


Conclusion; 

In  our  considered  opinion,  the  programs  proposed  by  these  two  Federal  agencies 
represent  necessary  steps  to  be  taken  to  improve  and  strengthen  the  coverage  and 
quality  of  their  statistical  programs.  These  programs  will  fill  voids  in  our  store 
of  knowledge,  they  will  help  us  in  measuring  and  better  understanding  the  economic 
and  social  well-being  of  our  people  at  a time  when  these  are  matters  of  extra- 
ordinary concern  for  policy  makers  of  all  kinds. 

We  appreciate  this  opportunity  to  present  the  views  of  the  Federal  Statistics 
Users'  Conference  on  the  proposed  programs  of  the  Bureau  of  Labor  Statistics  and 
the  National  Center  for  Health  Statistics. 
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Senator  Fong.  Marjorie  Guthrie,  the  Committee  to  Combat  Hunting- 
ton’s Disease,  New  York. 

DEPARTMENT  OF  HEALTH,  EDUCATION,  AND 
WELFARE 

STATEMENT  OF  MARJORIE  GUTHRIE,  COMMITTEE  TO  COMBAT 
HUNTINGTON’S  DISEASE,  NEW  YORK,  N.Y. 

GENETIC  DISEASE  RESEARCH 

Mrs.  Guthrie.  Mr.  Chairman,  distinguished  members  of  the  com- 
mittee; thank  you  so  very  much  for  letting  me  come  here  tO'  testify 
before  you.  I am  not  a doctor,  I am  a teacher  of  dance,  the  widow  of  a 
wonderful  man,  Woody  Guthrie,  whose  songs  are  sung  all  over  this 
country,  and  the  mother  of  three  busy,  creative  children.  Woody  wasted 
away  over  a period  of  15  years  with  a progressive  neurological  disorder 
inherited  from  his  mother. 

I do  not  know  the  chemistry  or  genetic  subtleties  of  his  tragic  illness, 
but  I do  know  the  pain  of  Avatching  him  slowly  die,  the  fear  of  not 
knowing  what  this  might  do  to  my  family,  the  feeling  of  aloneness 
because  nobody  knew  anything  about  Huntington’s  disease.  A doctor 
at  Bellevue  Hospital  in  Ne\v  York  City  called  me  and  said,  “Mrs. 
Guthrie,  your  husband  is  a very  sick  man  and  we  don’t  know  what  to  do 
about  it”.  That  was  back  in  1952. 

Today,  I am  in  close  touch  with  doctors  and  scientists  who  are  be- 
ginning to  make  progress  in  understanding  not  only  this  disease,  but 
hundreds  of  other  inherited  diseases,  disorders,  and  disabilities.  These 
outstanding  men  assure  me  that  hope  for  answers  to  Huntington’s 
disease  as  well  as  to  the  1,800  or  more  known  human  genetic  diseases 
lies  in  research.  I am  fully  aAvare  of  the  great  number  of  research  pro- 
posals that  have  been  judged  meritorious,  Avorthy  of  funding,  piling- 
up  in  the  offices  of  NIH,  still  Avaiting — still  Avaiting. 

Before  I came  here  today,  I made  some  attempt  to  familiarize  myself 
Avith  the  testimony  of  Dr.  Joshua  Lederberg  last  year,  Avho  spoke  on 
behalf  of  all  people  Avith  genetic  diseases.  Some  of  these  are  very 
common — for  example,  cystic  fibrosis,  sickle  cell  anemia,  PKU,  and 
diabetes.  Even  those  Avhich  are  less  frequently  encountered  such  as 
hemophilia  and  Tay- Sachs  disease  cause  untold  hardship  and  anguish. 

The  genetics  task  force  Avas  one  of  the  great  hopes  for  all  of  us. 
The  $10  million  earmarked  for  genetics  related  research,  I felt,  Avas  a 
Avonderful  beginning.  Yes,  I Avas  a little  disappointed  that  the  ad- 
ministration only  released  $7.75  million  of  this  appropriation,  but  still 
it  Avas  a very  good  start.  I am  told  by  doctors  and  scientists  that  this 
money  is  being  Avell  spent  and  many  excellent  projects  and  programs 
are  underway. 

Dr.  Lederberg  referred  to  studies  suggesting  that,  already,  25  per- 
cent of  hospital  and  institutional  beds  for  the  ill  are  occupied  by  per- 
sons suffering  from  conditions  Avith  genetic  components.  Very  few 
genetic  diseases  are,  at  this  point,  curable ; many  are  untreatable.  Wliat 
a terrible  human  tragedy.  My  advisers  tell  me,  hoAvever,  that  control 
and  cure  lie  Avell  Avithin  the  realm  of  possibility,  for  many  such  dis- 
eases, Avithin  the  next  decade.  The  need  is  for  more  and  still  more  basic 
biochemical  research. 
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There  are  three  Institutes  involved  in  research,  and  training  for 
research,  in  these  diseases  and  these  are  the  repositories  of  hope.  They 
must  be  funded  to  the  full  extent  of  their  capability  to  find  the  answers 
we  all  seek. 

The  Xational  Institute  of  General  Medical  Sciences  serves  as  a 
channel  of  organization  for  the  genetics  task  force.  I am  asking  that 
the  $10  million  level  of  funding  be  maintained  to  support  investiga- 
tions launched  under  the  first  years  budget  and  that  funding  of 
additional  meritorious  approved  grants  be  met  out  of  an  equal  appro- 
priation— for  an  overall  total  of  $20  million. 

The  Xational  Institute  of  Arthritis  and  Metabolic  Diseases  supports 
research  and  training  related  to  the  body's  biochemistry.  Its  concern 
is  with  how  genes  order  the  chemical  processes  of  the  body  and  how 
metabolism  is  controlled.  I understand  the  President  has  asked  for 
$135  million  for  this  Institute.  But,  unless  $18  million  is  added 
vital  research  will  be  lost.  There  is  also  the  extremely  important  mat- 
ter of  training  funds  that  were  transferred  from  the  XIAMD  to  the 
Bureau  of  Health  Manpower  Education  in  fiscal  year  1971.  Mdiile 
this  Bureau,  undoubtedly,  can  put  the  funds  to  good  use,  it  is  unsound 
that  essential  scientific  training  programs  be  sacrificed,  to  other  de- 
mands. Surely  this  Xation  has  the  capacity  to  insure  that  all  genuine 
needs  are  met.  I urge  you,  gentlemen,  to  make  certain  that  the  $3.6 
million  in  training  funds  are  restored  to  XIAMD. 

The  Xational  Institute  of  Xeurological  Diseases  and  Stroke,  which 
is  concerned  with  disorders  of  the  nervous  system  and  brain,  is  another 
Institute  which  investigates  genetic  defects.  I urge  the  committee  to 
consider  a realistic  budget  for  the  XIXDS  of  $114  million  for  fiscal 
year  1972 ; this  budget  would  provide  $85  million  for  needed  research 
grants,  $25  million  for  training  grants,  $5  million  for  fellowships, 
and  $29  million  for  direct  operations.  The  President's  budget  could 
not  possibly  provide  for  these  important  unfunded  grants  in  neurologi- 
cal research  and  training,  including  genetic  diseases  of  the  brain  and 
nervous  system. 

Gentlemen,  I realize  I am  here  not  because  of  any  eloquence  or  spe- 
cial scientific  qualifications  on  my  part,  but  because  I bear  the  name  of 
a man  who  made  a contribution  through  talent  and  love  of  this  country 
of  ours. 

Before  I thank  you  for  listening,  I wanted  to  just  add  I may  not  have 
expertise  on  my  figures,  you  have  people  who  give  you  more  qualified 
figures  and  details.  But  I feel  uniquely  expert  on  my  relationship  to 
sick  people.  I was  in  and  out  of  those  hospitals  during  those  15  years; 
I saw  suffering  people.  They  cannot  speak  for  themselves.  Their  fam- 
ilies would  no  more  dream  of  coming  to  IVashington  than  the  man  in 
the  moon.  For  them,  it  is  a hopeless  case.  I wanted  to  speak  for  those 
who  cannot  speak  for  themselves,  and  I ask  you  to  please  weigh  these 
figures,  get  vour  hope  and  let's  make  health  a priority  in  this  country. 
I think  it  is  time. 

Senator  Foxg.  Thank  you  very  much  for  coming  here,  Mrs.  Guthrie. 
I think  you  are  doing  these  people  a very  fine  and  valid  service  by 
rendering  your  testimony.  We  will  see  what  we  can  do.  Thank  you. 

( The  attachment  to  the  prepared  statement  follows :) 
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Woody  Guthrie  was  born  in  Oklahoma  on  July  14,  1912.  His  short 
brilliant  life  was  overcoated  in  wasting  tragedy  as  he  succumbed 
to  the  progressive  and  insidious  onslaught  of  the  incurable 
genetic  disorder  called  Huntington's  (Chorea)  Disease.  Mrs.  Guthrie 
is  waging  a war  against  this  disease  that  now  threatens  the  lives 
of  the  Guthrie  children.  She  is  the  founder  and  volunteer  Executive 
Secretary  of  the  Committee  to  Combat  Huntington's  Disease,  Inc., 
a non-profit  agency  dedicated  to  understanding  the  cause,  treatment 
and  hopefully  the  control  and  eventual  cure  of  Huntington's  Disease. 
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National  Cancer  Institute 

STATEMENT  OF  DR.  MARVIN  POLLARD,  AMERICAN  CANCER  SOCI- 
ETY, NEW  YORK,  N.Y.,  NATIONAL  CANCER  INSTITUTE 

CANCER  research 

Senator  Fong.  Dr.  Marvin  Pollard  and  Dr.  Sidney  Farber? 

Dr.  Pollard.  Dr.  Sidney  F arber  is  not  able  to  be 'here  today. 

Mr.  Ghairman  and  members  of  the  committee,  I am  Dr.  H.  Marvin 
Pollard,  president  of  the  American  Cancer  Society.  I am  very  pleased 
to  appear  before  tliis  committee  to  present  the  position  of  the  Ameri- 
can Cancer  Society  regarding  the  1972  fiscal  year  budget  of  the  Na- 
tional Cancer  Institute  (NCI).  I am  from  Ami  Arbor,  Mich.,  where 
I serve  as  professor  of  internal  medicine,  and  chief  of  the  gastroen- 
trology  section  of  the  University  of  Michigan  Medical  School.  I am 
a past  president  of  the  American  College  of  Physicians ; chairman  of 
its  cancer  committee,  and  am  currently  serving  as  president  of  the 
American  Grastroenterological  Association,  and  the  World  Organiza- 
tion of  Gastroenterology. 

The  American  Cancer  Society  (ACS),  and  the  National  Cancer 
Institute  have  long  shared  a common  interest  in  the  battle  against 
cancer.  In  fact,  the  ACS  ivas  very  instrumental  in  getting  the  NCI 
started — back  in  1937 — and  has  supported  its  plans  and  programs.  We 
have  testified  amiually,  and  with  conviction  to  the  need  of  the  Fed- 
eral Government  to  make  a greater  investment  in  cancer  research 
through  the  programs  of  the  NCI.  I am  pleased  to  acknowledge  that 
this  committee  has  usually  responded  to  these  entreaties,  and  over  the 
years  funds  available  for  cancer  researcfh  at  the  Federal  level  have 
been  increased.  These  increases,  however,  have  not  kept  pace  with  the 
research  capabilities  and  opportunities,  and,  imfortunately,  the  wast- 
ing away  of  financial  resources  caused  by  inflation.  The  result  thus  far 
has  not  been  all  that  those  suffering  from  cancer,  and  those  who  may 
get  it,  could  have  expected. 

We  believe  that  the  Congress  has  a rare  oppoit unity  this  year  to 
correct  the  chronic  deficiency  in  funding  that  has  characterized  can- 
cer research  support  over  the  past  few  years.  Already,  an  additional 
$100  million  has  been  infused  into  the  cancer  battle  as  a result  of  the 
President’s  cancer  initiatives  program.  As  a result  of  this,  we  are  talk- 
ing about  a 1972  NCI  budget  of  $331  million.  This  is  gratifying,  and 
reassuring.  However,  we  believe  that  in  terms  of  the  opportunities  and 
the  capabilities,  it  is  not  enough. 

Legislation  is  being  considered  in  the  Congress  which  would  imple- 
ment a national,  concentrated  effort  against  cancer.  This  legislation 
is  based  on  the  recommendations  of  the  national  panel  of  consultants 
on  the  conquest  of  cancer.  This  panel  studied  long  and  hard.  Its 
considered  opinion  was  that  in  fiscal  year  1972,  considering  the  oppor- 
tunities and  requirements,  we  should  be  spending  no  less  than  $400 
million  on  cancer  research.  In  this  recommendation,  they  made  no 
reference  to  the  mechanism,  or  the  structure  of  cancer  research.  This 
recommendation  was  based  on  what  could  be  done  next  year,  under 
the  present  system. 

I am  here  today  to  testify  to  the  situation  as  it  currently  exists,  and 
to  recommend  how  the  current  status  of  affairs  might  be  improved  on, 
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based  on  medical  and  research  data  provided  in  the  report  of  the 
panel,  and  on  the  best  thinking  of  the  volunteer  and  staff  leadership 
of  the  American  Cancer  Society. 

We  are  very  pleased  by  the  addition  of  $28  million  to  the  NCI 
budget  for  1971,  together  Avith  the  release  of  the  total  budget  of 
$230  million.  Addition  of  the  $100  million  as  a supplemental  appro- 
priation destined  to  become  available  this  fiscal  year  was  another 
step  forward. 

The  ACS  fully  supports  the  basic  categories  and  allocations  of  these 
fluids  as  determined  by  the  NCI.  That  organization  has  addressed 
itself  vigorously  to  the  task  of  converting  a program  characterized  by 
chronically  inadequate  funding  to  one  suddenly  permitted  to  become 
dynamic  through  a large — more  than  50-percent  increase  in  funding. 
All  major  programs  and  budgetary  categories  are  to  be  expanded  to 
meet  urgent  needs,  and  long  unmet  opportunities. 

Faced  with  the  prospects  of  major  increases  in  funds,  NCI  has 
planned  well.  But  this  is  a point  in  time  when  we  believe  that  we  must 
take  fuller  advantage  of  opportunities. 

The  panel  based  its  recommendation  that  $400  million  be  made 
available  in  1972  on  the  basis  of  a thoughtful  analysis  of  the  state 
of  the  art — where  we  are  in  cancer  at  the  present  time,  and  what  the 
immediate  opportunities  are  to  move  forward  rapidly. 

Funds  to  be  made  available  to  the  NCI  through  its  regular  appro- 
priation and  the  supplemental  $100  million  this  year  will  total  $334 
million.  This  is  only  $66  million  below  the  panel’s  recommended 
figure. 

The  ACS  urges  the  Congress  to  take  the  panel's  full  challenge  for 
the  current  year,  and  meet  its  recommendation  by  adding  $66  million 
to  the  NCI’s  regular  appropriation,  making  a total  of  $400  million 
rather  than  $334  million. 

Further,  we  urge  that  the  additional  $66  million  be  applied  in  four 
areas  that  we  feel  have  been  inadequately  accommodated  in  the 
projected  spread  of  the  supplemental  appropriation:  clinical  cancer 
training  programs;  funding  of  a larger  number  of  research  grants, 
and  program  contracts ; additional  construction  to  sti-engthen  existing 
cancer  centers  and  the  creation  of  neiv  cancer  centers;  and  expand, 
through  grants,  the  opportunity  to  move  further  into  clinical  research, 
in  order  that  we  may  evaluate  the  i*esults  of  research  and  development 
efforts  in  cancer. 

As  there  has  been  practically  no  funds  for  construction  or  renovation 
for  several  years,  great  needs  have  developed  in  established  cancer  re- 
search institutions.  Funds  from  the  supplemental  appropriation  which 
are  planned  for  construction  Avill  be  used  primarily  to  meet  backlog 
needs.  I understand  that  centers  figure  into  NCI  planning,  but  we  be- 
lieve that  the  level  of  funding  for  this  in  inadequate. 

Therefore,  we  urge  the  following  application  of  the  additional  $66 
million : 

Research  grants,  and  unfunded  program  contracts : $10  million ; 

Training  (clinical  cancer,  allied  medical  support  such  as  technicians, 
reestablishment  of  schools  to  train  these  i:>eople;  research  training)  : 
$10  million ; 

Construction  ( strengthening  existing  centers,  new  centers)  : $39 
million ; 
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Clinical  research  evaluation  programs : $7  million. 

In  closing,  I would  like  to  say  another  word  about  the  importance  of 
clinical  training. 

The  cancer  community  considers  the  lack  of  adequate  clinical  train- 
ing programs  to  be  the  biggest  gap  in  the  overall  campaign  against 
cancer  now.  The  cancer  clinical  training  program  used  to  be  in  the 
chronic  disease  division  of  the  bureau  of  State  services  where  it  played 
a vital  part  in  the  battle  against  cancer.  Reorganization  caused  its 
transfer  to  the  regional  medical  programs  where,  for  a while,  it  was 
carried  out  with  equally  good  effect.  In  the  course  of  the  last  2 years, 
however,  it  was  first  reduced,  and  finally  phased  out,  leaving  a gaping 
hole  in  the  cancer  structure.  It  is  recognized  now,  however,  that  it  will 
not  be  possible  to  mount  the  proposed  assault  on  cancer  without  a clini- 
cal training  program.  Discussions  are  underway  in  NIH  to  revive  the 
program,  and  to  put  it  in  the  National  Cancer  Institute  where  it 
logically  belongs.  The  American  Cancer  Society  agrees  with  this  con- 
cept but  it  can  see  no  reason  for  the  delay  of  another  year.  Not  only  is 
there  an  acute  need  for  the  program,  but  there  are  new  funds  available 
to  fund  it.  Indeed,  the  ACS  would  look  on  the  cancer  clinical  training 
program  as  a prime  example  of  the  kind  of  initiative  made  possible  by 
the  additional  $100  million  now  available.  This  is  the  basis  of  our  re- 
quest that  $10  million  be  made  available,  and  devoted  to  a cancer  clini- 
cal training  program  within  the  NCI,  to  be  undertaken  at  once  as  the 
first  step  in  the  conquest  of  cancer. 

Senator  Fong.  Thank  you,  Dr.  Pollard.  The  Senate  just  a few  days 
ago  passed  a bill  in  which  they  authorized  an  appropriation  for  $450 
million  for  the  first  year  for  the  new  authority.  I understand  under  the 
NIH  program  the  authority  is  unlimited.  This  committee  will  take 
what  you  said  into  consideration. 

Thank  you  for  coming. 

STATEMENT  OF  DR.  ROBERT  J.  ANDERSON,  MANAGING  DIRECTOR, 
NATIONAL  TUBERCULOSIS  AND  RESPIRATORY  DISEASE 
ASSOCIATION 

Communicable  Disease  Act 

Senator  Fong.  Dr.  Robert  J.  Anderson,  of  the  National  Tuberculosis 
and  Respiratory  Disease  Association  has  submitted  testimony  for  the 
record  which  will  be  entered  therein  at  this  point. 

(The  statement  follows :) 
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MEMBER  OF  THE  NATIONAL  HEALTH  COUNCIL 


NATIONAL  TUBERCULOSIS  AND  RESPIRATORY  DISEASE  ASSOCIATION 

1740  BROADWAY,  NEW  YORK,  N.Y.  10019  • 2 1 2 C 1 R C L E 5 - 8 0 0 0 . CABLE  NATUBAS 


June  30,  1971 


Honorable  Warren  G.  Magnuson,  Chairman 
Appropriations  Subcommittee  on  Labor-HEW 
United  States  Senate 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 


We  wish  to  bring  to  the  attention  of  your  Subcommittee  two  specific 
concerns  of  our  organization.  One  is  our  fear  that  our  country  will  be  at 
unnecessary  risk  of  many  serious  contagious  diseases  if  the  Communicable 
Disease  Act  does  not  receive  an  adequate  appropriation.  The  other  is  our 
concern  that  the  pulmonary  disease  program  of  the  National  Heart  and  Lung 
Institute  will  be  irreparably  injured  in  its  developmental  stages  by  the  in- 
sufficient budget  being  requested  for  this  Institute. 


Communicable  Disease  Act 


Our  organization  has  the  goal  of  seeing  that  tuberculosis  is  controlled 
to  the  extent  that  medical  knowledge  permits.  Today  that  knowledge  ma  es 
possible  virtual  eradication  in  our  time. 


To  attain  the  goal  of  eradication, 
and  therapeutic  drug  treatments  which  ar 
reduce  the  incidence  of  new  cases  which. 
United  States. 


the  extremely  effective  preventive 
e available  today  must  be  used  to 
in  1970,  numbered  37,  000  in  the 


In  the  recent  past,  modest  Federal  support  through  project  grants 
resulted  in  strides  that  were  hitherto  undreamed  of.  This  Federal  aid  en 
abled  a vast  increase  in  TB  services  delivered  in  outpatient  facilities  at 
modest  cost. 


The  dollar  savings  from  this  program,  backed  by  the  Congress,  are 
clearly  demonstrated;  $430  million  in  hospitalization  expense  was  saved  in 


CHRISTMAS  SEALS  FIGHT  EMPHYSEMA.. 
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. IT'S  A MATTER  OF  LIFE  AND  BREAT 
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a comparatively  brief  span  (see  attached).  This  is  indeed  a noteworthy  fact 
in  these  days  of  staggering  medical  costs.  States  and  localities  were  able  to 
use  these  freed  beds  and  savings  for  other  patients. 

This  recent  progress  presents  the  promise  of  further  reductions  and 
eradication  if  Congress  perseveres  in  promoting  this  program.  However, 
instead  of  the  Administration  pursuing  a demonstrably  successful  program, 
it  has  made  decisions  which  leave  states  and  communities  with  the  prospect 
of  no  special  Federal  TB  effort  for  the  first  time  in  many  years.  The  De- 
partment of  HEW  has  not  requested  funding  the  Communicable  Disease  Act, 
in  full  knowledge  of  the  fact  that  it  has  cut  off  TB  control  programs  from 
314(e)  project  grant  support  under  the  Comprehensive  Health  Program. 

This  leaves  no  source  of  Federal  financing  for  state  and  local  TB 
control  programs  except  the  money  allocated  to  states  under  the  314(d)  for- 
mula program.  This  is  an  unsatisfactory  alternative  because  the  formula 
grant  program  has  not  received  the  degree  of  support  necessary  to  carry 
out  the  ambitious  purposes  of  the  legislation.  In  fact,  the  President  has  not 
even  requested  an  increase  in  314(d)  funds  for  1972. 

Thus,  states  are  hard  put  to  award  adequate  amounts  of  314(d)  for- 
mula funds  to  communicable  disease  programs.  Formula  funds  represent 
the  only  F ederal  money  which  is  available  to  them  for  their  burgeoning 
health  problems. 

A few  other  communicable  disease  programs  still  receive  a limited 
amount  of  314(e)  project  grants.  However,  those  programs  will  be  cut  off 
from  this  source  of  financing,  as  TB  has,  as  the  costs  of  promoting  HEW 
national  priorities  grow  heavier.  This  is  inevitable  unless  there  are  heav- 
ily increased  appropriations  for  the  314(e)  program  which  finances  those 
priorities. 

The  second  disadvantage  of  the  formula  program  for  TB  control,  as 
well  as  for  other  communicable  diseases,  is  that  it  just  does  not  get  the 
money  to  where  the  problem  is.  Since  it  is  weighted  heavily  to  population 
and  gives  no  attention  to  specific  disease  problems,  states  with  large  TB 
problems  may  receive  proportionately  less  money  than  states  of  equal  pop- 
ulation with  lesser  problems.  In  fact,  the  transfer  of  TB  project  funds  to 
the  formula  program  in  1970  resulted  in  such  chaos  in  states  with  heavy 
TB  problems  that  the  Department  was  forced  to  re-allocate  some  project 
grant  funds  to  those  states.  In  fiscal  1971,  this  support  amounted  to  $3.  3 
million. 

It  was  out  of  this  intolerable  situation  that  the  Communicable  Dis- 
ease Act  was  born.  Public  health  authorities  believed  that  such  an  act  would 
fill  the  dangerous  void  left  by  elimination  of  categorical  funding  for  TB  and 
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VD  control  and  the  expiration  of  the  Vaccination  Assistance  Act.  The  logic 
of  supporting  programs  in  communicable  disease  control,  a basic  govern- 
mental responsibility  in  public  health,  obviously  appealed  to  Congress.  It 
adopted  the  legislation  by  virtually  unanimous  vote  in  1970. 

Although  the  President  signed  the  Communicable  Disease  Act,  the 
Administration's  attitude  is  that  this  is  unnecessary  legislation.  The  De- 
partment of  HEW  did  not  release  the  $2  million  appropriated  by  Congress 
for  the  program  for  fiscal  1971  until  close  to  the  end  of  the  fiscal  year. 

When  announcing  to  its  regional  offices  that  all  of  this  money  would  be  al- 
located to  TB  control,  the  Department  of  HEW  stated  that  the  allocation 
represented  phase  out  of  project  grant  support  for  this  specific  disease. 

I would  like  to  point  out  here  that  the  large  increase  in  the  budget 
for  the  Center  for  Disease  Control  does  not  represent  an  increase  in  act- 
ivities in  communicable  disease  control  but  the  transfer  of  several  major 
non-communicable  disease  programs  to  that  agency;  in  fact,  the  CDC  bud- 
get does  not  include  grants  to  state  and  local  areas  for  communicable  dis- 
ease control  programs. 

The  fact  that  the  President  omitted  any  request  for  funding  the  Com- 
municable Disease  Act  in  1972  is  completely  inconsistent  with  the  Admin- 
istration's statements  on  the  need  for  health  programs  which  will  prevent 
disease.  Ironically,  reports  about  the  low  level  of  immunization  among  poor 
children  and  expressions  of  fear  of  outbreaks  of  diseases  by  public  health 
authorities  are  repeated  by  the  Administration  itself,  when  it  finds  it  conven- 
ient to  do  so  for  purposes  of  enlisting  support  for  programs  such  as  health 
maintenance  organizations  which  have  yet  to  demonstrate  that  they  can  be  ef- 
fective in  controlling  communicable  diseases. 

A recent  article  in  Science  (28  May  1971,  "Health  Programs:  Slum 
Children  Suffer  Because  of  Low  Funding")  points  out  the  inconsistency  of  the 
Administration  in  this  respect.  It  cites  the  Communicable  Disease  Act  as 
one  of  three  pieces  of  legislation  whose  authority  is  available  to  the  Admin- 
istration but  for  which  it  has  requested  either  a very  limited  appropriation 
or  none  at  all,  in  spite  of  the  fact  that  these  programs  can  save  lives  now. 

At  the  same  time  the  President  deplores  our  "sickness  system"  of  health 
care. 


Because  it  is  possible  to  control  most  communicable  diseases  due 
to  availability  of  vaccines  and  therapy  specific  for  these  conditions,  society 
must  be  held  accountable  for  failure  to  do  so.  Communicable  diseases  are 
major  public  health  problems  because  they  cause  high  mortality,  morbidity, 
disability,  or  have  epidemic  potential,  and  because  they  are  susceptible  of 
practical  elimination  through  immunization  with  vaccines  or  other  preventive 
agents. 
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I doubt  that  our  organization  has  to  convince  your  committee  of 
the  wisdom  of  continuing  communicable  disease  programs.  The  needs 
are  everywhere  evident,  and  nowhere  are  they  more  urgent  than  among 
the  poor.  TB  services  have  already  been  cut  back  in  many  states  and 
certainly  the  growing  VD  problem  and  inadequate  support  of  its  control 
have  been  repeatedly  documented. 

The  following  statistics  about  the  dimensions  of  unmet  needs  in 
TB  in  areas  which  received  Federal  project  grants  in  1969  present  the 
most  cogent  argument  for  moving  ahead.  Needs  in  these  areas,  which 
represent  almost  80  percent  of  the  TB  problem  in  the  country,  are 
measured  by  three  critical  indices: 

1.  One  fourth  of  the  active  cases  at  home,  the  number  one 
priority  in  TB  control,  are  not  on  chemotherapy. 

2.  More  than  half  of  the  children  under  5 years  of  age  who 
are  known  household  contacts  are  not  being  given  pre- 
ventive treatment.  Children  at  this  young  age  are  at 
high  risk  of  developing  the  disease,  frequently  in  the 
form  of  meningitis,  which  is  fatal  if  not  treated. 

3.  Only  37  percent  of  the  close  contacts  of  active  cases  are 
being  treated,  yet  the  chance  of  disease  developing  among 
those  in  this  group  who  have  recently  been  infected  is  a- 
round  8 percent. 

These  data  should  convince  us  that  we  must  improve  TB  control  rather 
than  lose  ground.  Full  implementation  of  the  Communicable  Disease  Act 
provides  the  only  guarantee  that  this  country  will  continue  to  have  an  ef- 
fective program  to  protect  our  population  against  truly  preventable  dis- 
eases. It  is  up  to  the  Appropriations  Subcommittee  on  Labor-HEW  to 
make  this  possible  through  an  appropriation  for  the  Communicable  Disease 
Act  which  will  assure  adequate  support  for  all  communicable  disease  pro- 
grams. At  least  $10  million  should  be  available  from  such  appropriations 
for  TB  control. 

National  Heart  and  Lung  Institute 

The  budget  being  requested  by  the  President  for  1972  for  the  Na- 
tional Heart  and  Lung  Institute  is  the  same  as  the  Institute's  budget  for 
1971.  This  represents  abandonment  of  the  Administration's  statements 
to  accelerate  activities  in  pulmonary  disease  when  it  added  lung  activity 
responsibilities  to  the  National  Heart  Institute  in  December  1969. 
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A level  budget  at  a time  of  inflation,  and  a special  assignment  for 
enlarged  sickle  cell  anemia  research,  can  only  work  to  reduce  NHLI  act- 
ivities in  cardio-pulmonary  disease.  Those  of  us  who  regarded  the  Insti- 
tute's expanded  pulmonary  program  the  beginning  of  the  first  significant 
effort  by  the  Federal  government  to  focus  on  this  serious  disease  problem 
find  this  hard  to  understand.  Together  with  heart  disease,  chronic  respir- 
atory diseases  are  the  major  cause  of  disability  and  death  in  this  country. 

The  directive  of  the  Administration  to  create  a National  Heart  and 
Lung  Institute  followed  introduction  of  a number  of  bills  in  Congress  calling 
for  a National  Lung  Institute.  The  reason  underlying  these  moves  was  that 
the  NIH  structure  had  not  been  responsive  to  the  great  needs  in  pulmonary 
disease  research  and  training;  the  amount  and  type  of  activities  undertaken 
were  simply  not  commensurate  with  the  toll  which  pulmonary  diseases  were 
wreaking  on  our  population. 

NTRDA  had  continually  pointed  to  the  acute  shortage  of  physicians  to 
handle  the  growing  numbers  of  patients  with  breathing  difficulties  and  to  the 
tremendous  gaps  in  our  knowledge  about  the  causation  of  conditions  such  as 
emphysema,  bronchitis,  and  other  obstructive  lung  diseases.  Within  the 
past  two  decades  these  diseases  have  become  major  killers.  Among  white 
men  they  are  now  the  fifth  disease  cause  of  death. 

Therefore,  the  expansion  of  the  National  Heart  Institute  was  greeted 
by  NTRDA  and  by  authorities  in  the  field  with  enthusiasm.  Developments 
since  that  time  have  confirmed  our  belief  that  Congressional  and  Adminis- 
tration identification  and  support  of  this  area  will  be  productive.  We  have 
been  impressed  that  the  staff  of  the  Institute  desires  to  fulfill  its  new  objec- 
tive of  a major  attack  on  the  pulmonary  problem.  NHLI  now  has  a distin- 
guished scientist.  Dr.  Claude  J.  Lenfant,  to  head  the  pulmonary  disease 
program  and  it  is  obvious  that  plans  are  well  underway. 

Plans  include  a new  program  of  pulmonary  academic  awards,  grants 
which  are  made  directly  to  medical  schools  to  enable  them  to  hire  or  increase 
pulmonary  disease  specialists  and  improve  their  curricula  in  this  field. 

It  is  obvious  that  this  program  must  be  a basic  part  of  any  campaign 
to  increase  our  supply  of  trained  practitioners  and  research  workers.  As 
of  now,  however,  the  Institute  has  made  awards  to  only  4 schools,  obviously 
leaving  a large  number  yet  to  receive  aid.  The  need  which  remains  unful- 
filled is  illustrated  by  the  response  to  a recent  survey  in  which  48  schools 
reported  a total  of  85  unfilled  funded  positions  in  pulmonary  disease. 

Another  extremely  important  step  taken  by  the  Institute  is  study  of 
lung  conditions  in  specialized  research  centers  where  resources,  facilities 
and  manpower  make  possible  the  development  of  top  notch  pulmonary  dis- 
ease research  workers. 
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These  research  centers  are  identifiable  organizational  units  within 
sponsoring  institutions  using  an  active  interdisciplinary  research  approach 
to  the  pulmonary  disease  problem  on  a broad  base.  Since  they  must  have 
long  term  support  in  order  to  be  productive  (awards  can  be  for  a period  up 
to  seven  years),  it  is  obvious  that  any  necessity  for  restricting  the  Institute's 
pulmonary  disease  program  will  seriously  affect  the  ability  of  these  centers 
to  fulfill  their  present  responsibilities  and  will  certainly  cut  off  expansion  of 
their  programs. 

Another  important  area  in  the  Institute's  improved  pulmonary  effort 
is  support  of  collaborative  studies;  these  are  aimed  at  evaluations  of  the 
efficacy  of  treatment  methods  and  studies  of  causative  factors. 

In  addition  to  its  research  and  training  responsibilities,  the  Secretary 
assigned  to  the  National  Heart  and  Lung  Institute  the  responsibility  for  "use- 
ful application  of  research  results,  and  the  collection  and  dissemination  of 
information  on  diseases  in  its  area  of  interest.  " Both  of  these  functions  rep- 
resent tremendous  needs  which  are  not  yet  implemented  because  the  NIH  and 
the  Department  of  HEW  have  not  chosen  to  do  so,  and  so  the  budget  request  is 
void  of  provision  for  them. 

These  very  important  functions  are  not  being  carried  out  by  any  other 
part  of  the  Federal  government.  When  the  Administration  abolished  the 
Chronic  Respiratory  Disease  Program  in  the  PHS,  no  focus  remained  on  com- 
munity respiratory  disease  programs.  Although  there  are  approximately  25 
projects  concerned  with  respiratory  disease  in  various  Regional  Medical  Pro- 
grams, recent  trends  in  that  program  appear  to  jeopardize  expansion  of  such 
categorical  disease  activities.  Functions  of  the  RMP  headquarters  program 
do  not  include  active  national  promotion  of  pulmonary  disease  activities  which 
research  shows  could  be  of  benefit  to  the  public  if  applied  in  commxinity  pro- 
grams. Therefore  if  this  void  in  clinical  application  of  knowledge  in  pulmon- 
ary disease  is  to  be  filled  on  any  meaningful  scale,  it  will  have  to  be  filled  by 
the  National  Heart  and  Lung  Institute. 

Closely  related  is  an  equivalent  need  to  collect  information  about  the 
natural  history  of  the  disease  and  its  incidence  and  prevalence.  Epidemio- 
logical work  in  respiratory  disease  is  also  largely  lacking  in  the  Federal 
government.  This  is  regrettable  because  epidemiology  is  truly  a type  of 
activity  which  must  be  financed  at  the  Federal  level  if  it  is  to  have  adequate 
scope  and  validity.  The  Framingham,  Massachusetts,  demonstrations  are 
an  example  of  such  observations  of  people  and  their  natural  history  which, 
by  receiving  the  necessary  direction  and  support  over  a period  of  years, 
fulfilled  the  purpose  for  which  they  were  created,  leading  to  substantial 
additions  to  our  knowledge  about  the  factors  associated  with  the  develop- 
ment of  heart  disease. 
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Emphysema  and  chronic  bronchitis  are  not  only  life-threatening 
diseases,  they  are  responsible  for  many  man-years  of  disability.  Emphy- 
sema represents  the  second  most  frequent  diagnosis  for  which  disability 
awards  are  made  to  workers  forced  to  retire  prematurely.  Benefits  to 
these  persons  and  their  families  are  estimated  to  be  in  excess  of  $100  mil- 
lion. When  we  add  to  that  amount  the  huge  benefits  being  paid  to  disabled 
coal  miners,  it  is  obvious  that,  in  economic  terms  alone,  the  country  needs 
to  know  more  about  these  conditions,  what  triggers  their  development,  and 
how  people  can  be  treated  effectively  once  the  condition  develops. 

The  Institute  received  a sizable  increase  in  appropriations  in  fiscal 
1971  but  the  pulmonary  program  which  had  been  instituted  in  December  1969 
as  a new  major  activity,  shared  in  only  a part  of  that  increase.  The  Insti- 
tute estimates  that  it  devoted  approximately  $22  million  to  pulmonary  research 
and  training.  The  fact  that  this  represents  only  slightly  more  than  ten  percent 
of  the  total  appropriation  reveals  how  minimal  this  effort  still  is.  It  certainly 
indicates  that  the  expansion  of  NIH  efforts  in  pulmonary  disease  was  long  over- 
due and  that  no  more  time  should  be  lost.  In  view  of  the  President's  budget 
request  for  1972,  we  are  led  to  ask  "Where  is  the  great  push  on  this  disease 
problem  which  the  Administration  promised  a year  and  a half  ago?  " 

We  earnestly  request  the  Subcommittee  to  consider  the  inadequacy 
of  the  1972  budget  for  NHLI  in  terms  of  the  respiratory  disease  problem  and 
the  other  heavy  responsibilities  which  this  Institute  carries.  We  trust  that  it 
will  recommend  an  appropriation  which  will  be  equal  to  those  responsibilities. 
It  is  our  considered  opinion  that  at  least  $15  million  additional  is  needed  for 
pulmonary  activities  in  1972  if  the  Institute's  commitment  to  increased  atten- 
tion to  this  area  is  not  to  deteriorate,  and  that  the  Institute's  appropriation 
should  be  $240  million  in  order  to  meet  those  and  other  obligations. 

Sincerely  yours. 


Robert  J.  Anderson,  M.  D. 
Managing  Director 
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PROGRESS  IN  TB  CONTROL 


Tuberculosis  project  grant  funds  were  used  primarily  to  support 
improved  outpatient  service.  As  a result: 

1.  Beginning  in  1966,  the  rate  of  decrease  of  new  active  tuber- 
culosis cases  began  to  accelerate  each  year.  From  1968  to  1969,  the 
new  cases  decreased  by  8.  9 percent  compared  to  an  average  decrease 
of  about  5 percent  for  the  5-year  period  1961-1965. 


2.  A greater  proportion  of  active  cases  are  now  being  treated 
on  an  outpatient  basis.  In  1969,  only  36  percent  of  patients  with  active 
disease  were  hospitalized  compared  to  over  50  percent  in  1964. 


3.  According  to  data  compiled  by  The  American  Hospital  Assoc- 
iation, the  average  length  of  stay  in  nonfederal  tuberculosis  hospitals  de- 
creased from  202  days  in  1961  to  132  days  in  1969. 


4.  As  a result  of  fewer  patients  being  hospitalized  and  a shorter 
stay  for  those  hospitalized,  approximately  12  million  bed  days  are  not 
needed.  This  saved  the  State  and  local  governments  over  $430  million 
in  TB  hospital  costs  for  the  5-year  period  1965-1970. 

Since  current  Federal  funding  of  tuberculosis  control  under  the 
formula  grant  authority  (314(d)  ) withdraws  funds  from  the  29  States  with 
the  most  severe  tuberculosis  problem,  it  is  to  be  expected  that  recent 
gains  may  not  continue  oj/  even  be  reversed. 


Center  for  Disease  Control 
Department  of  HEW 
June  1,  1971 
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National  Heart  and  Lung  Institute 

STATEMENT  OF  DR.  WALTER  B.  FROMMEYER,  JR.,  AMERICAN 
HEART  ASSOCIATION,  BIRMINGHAM,  ALA. 

PREPARED  STATEMENT 

Senator  Fong.  Dr.  Walter  B.  Frommeyer,  of  the  American  Heart 
Association,  Birmingham,  Ala. 

Your  statement  will  be  included  in  full.  Doctor,  and  you  may  pro- 
ceed as  you  wish,  to  detail  the  highlights  or  to  read  it. 

Dr.  Frommeyer.  I would  like  to  summarize  the  more  important  ele- 
ments of  that  full  statement. 

Senator  Fong.  Your  statement  will  be  received  in  full. 

(The  statement  follows :) 
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The  American  Heart  Association  is  most  grateful  to  you  for  this  opportunity 
to  appear  before  you  to  express  our  views  on  those  portions  of  the  Health  Budget  for 
Fiscal  1972  that  deal  with  the  cardiovascular  and  related  diseases. 

I am  Dr.  Walter  B.  Frommeyer,  Jr.,  of  Birmingham,  past-President  of  the 
American  Heart  Association  and  Professor  of  Medicine  and  Distinguished  Professor, 
University  of  Alabama. 

Accompanying  me  is  Dr.  Samuel  M.  Fox,  III,  Professor  of  Medicine,  Division  of 
Cardiology,  George  Washington  University  Medical  Center,  Washington,  D.C.  and  President- 
Elect  of  the  American  College  of  Cardiology. 

In  proposing  a Fiscal  Year  1972  National  Heart  and  Lung  Institute  budget  at 
the  same  level  as  1971,  the  Office  of  Management  and  Budget  pointed  out  that  the 
Institute  allowance,  in  fact,  included  an  increase  of  $3U  million  over  the  allowance 
for  1970. 

On  the  surface,  this  is  so.  But  let  me  remind  you  that  the  1971  NHLI  budget 
allotted  $17.6  million  — more  than  half  of  that  $3U  million  increase  — to  lung  research, 
a new  function  added  to  the  Heart  Institute's  obligations  for  the  first  time  that  year. 
Thus,  the  real  increase  available  in  Fiscal  1971  for  heart  research  was  $l6,U  million. 
This  increase,  in  turn  was  reduced  to  about  $1  million  after  allowing  for  an  inflationary 
erosion  of  about  8%  — approximately  $l9»5  million. 

Lung  research  is  being  continued,  of  course,  in  FY  1972.  Moreover,  the  Presi- 
dent, in  his  State  of  the  Union  Address,  committed  an  additional  $5  million  from  the 
NHLI  budget  for  unquestionably  worthy  research  in  sickle  cell  anemia.  But  those  new 
studies  further  reduce  funds  available  for  heart  and  blood  vessel  research. 

Funds  remaining  for  the  ongoing  attack  on  the  heart  and  blood  vessel  diseases, 
therefore,  are  actually  $U  million  less  than  in  FY  1971  before  allowing  for  another 
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$l5.5  million  reduction  in  usable  dollars  due  to  continuing  inflation,  before  allowing 
for  the  normal  IO56  growth  of  any  productive  ongoing  research  prograir,  and  before  providing 
for  new  research  projects  from  the  many  hundreds  of  worthy  proposals  submitted  for 
consideration  and  funding. 

After  examining  the  President’s  proposed  budget  for  NHLI  with  these  very  real 
facts  in  mind,  we  find  ourselves  in  thorough  agreement  with  the  many  medical  scientists 
who  have  declared  in  other  forums  that  the  President's  proposed  budget  for  1972  is 
seriously  inadequate. 

In  our  specific  area  of  expertise  we  find,  first,  the  proposed  appropriation 
of  $19U.U  million  for  the  NHLI  to  be  at  least  $60  million  below  the  level  necessary  to 
carry  out  a minimad  program.  The  proposals  of  the  NHLI  have  been  carefully  screened 
and  pruned  to  include  only  those  items  that  reasonably  can  be  expected  in  the  fore- 
seeable future  to  save  hearts  literally  too  good  to  die  — the  hearts  of  many  men  and 
women  under  6^  years  old,  still  in  their  productive  years. 

Second,  in  addition  to  the  research  needs  of  the  NHLI,  we  would  earnestly 
recommend  an  increase  of  $97.6  million  in  the  $52. U million  Request  Budget  for  the 
Regional  Medical  Program  — a program  that  might  well  shift  into  high  gear  this  year 
if  it  were  given  more  support  --  rather  than  the  5C?6  cut  from  FY  '71,  proposed  by  the 
President . 

Third,  we  call  upon  you  also  to  recognize  the  attributes  of  the  program  to 
gain  greater  control  over  stroke.  We  feel  the  President's  proposed  $11  million  cut  to 
$95*5  million  for  the  National  Institute  of  Neurological  Diseases  and  Stroke  to  be 
entirely  unjustified. 

And,  fourth,  to  provide  the  manpower  necessary  to  carry  on  the  programs 
already  mentioned  and,  in  future  years,  to  deliver  better  health  care  to  a large,  de- 
prived segment  of  our  population,  we  heartily  join  with  the  Association  of  American 


1903 


Medical  Colleges  in  recommending  approval  of  health  manpower  legislation  soon  to  come 
before  the  Senate. 

It  is  essential  that  sizeable  increases  in  the  proposed  budget  be  appropriated 
to  save  the  6U  of  our  nation's  102  medical  schools  facing  financial  crisis  and  the  threat 
of  lost  accreditation  as  a result  of  inevitable  cut-backs  in  their  academic  programs. 

Beyond  this,  additional  funds  to  increase  the  total  number  of  graduate 
physicians  is  of  major  importance.  We  are  about  50,000  physicians  short  today  to  meet 
the  demand  for  health  care  in  the  U.S.  Ten  years  from  now  we  unquestionably  will  need 
more.  At  our  present  rate  of  training,  there  is  absolutely  no  expectation  that  we  shall 
have  the  manpower  even  to  begin  to  meet  the  demand. 

I would  like  to  discuss  each  of  the  first  three  of  these  areas  of  funding  in 
some  detail  in  the  order  in  which  I have  mentioned  them. 

Let  us  look  first  at  the  NHLI: 

To  assure  the  launching  of  new  research  that  Institute  leaders  hold  necessary 
in  FYE  1972  requires,  ve  believe,  the  addition  of  a miniimam  of  $10  million  to  the  $19U.U 
million  proposed  by  the  President  for  National  Heart  and  Lung  Institute. 

During  the  past  four  years,  the  National  Heart  and  Lung  Institute,  because  of 
the  diversions  and  increased  costs  I have  already  noted,  has  been  forced  to  turn  down 
hundreds  of  applications  for  research  projects  of  great  promise.  The  result  has  been 
that  the  American  Heart  Association  has  received,  since  196?,  a record  influx  of 
applications  for  research  grants,  hundreds  of  which  we,  too,  have  had  to  reject  reluc- 
tantly. Last  year  we  were  able  to  f\ind  only  of  those  we  deemed  worthy  of  support. 

In  the  coming  year  we  shall  put  more  than  $1^  million  into  research,  but  this  again 
will  activate  only  a portion  --  less  than  half  --  of  the  projects  we  would  like  to  fund. 
One  of  the  reasons  I am  appearing  before  you  today  is  to  help  rectify  this  frustrating 


condition, 
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Beyond  the  proposed  but  \mfunded  NHLI  projects,  there  are  several  important 
existing  studies  that  are  in  danger  of  wasteful  slowdown  or  even  cessation  as  a result 
of  the  austerity  of  the  Request  Budget  submitted  to  you. 

One  of  these  threatened  projects  is  the  Coronary  Drug  Project  which  involves 
approximately  8,300  middle-aged  men  who  have  already  suffered  initial  heart  attacks. 

These  men  are  being  treated  with  new  drugs  to  determine  whether  this  chemotherapy  can 
prevent  new  attacks.  We  must  make  every  effort  to  see  that  these  studies  are  not  cut 
short  — they  are  well  under  way  but  they  could  be  stopped  in  their  tracks  due  to  lack 
of  support  in  the  coming  year.  We  recommend  the  addition  of  $2  million  for  the  contin- 
uation of  this  effort  to  save  first  heart -attack  victims  from  recurrent  attacks. 

Two  other  projects  endangered  by  the  President's  Budget  are  the  Artificial 
Heart  and  Lung  Studies  and  projects  to  improve  the  treatment  of  acute  respiratory  failure 
through  the  application  of  intensive  care  to  patients  with  chronic  lung  disease.  We 
recommend  the  inclusion  of  about  $11  million  for  the  continuation  of  this  work. 

One  of  the  most  constnictlve  advances  made  by  the  NHLI  in  the  past  two  years 
has  been  the  creation  of  3U  centers  in  various  parts  of  the  country  for  specialized 
research  in  atherosclerosis  and  high  blood  pressure  --  two  conditions  which  set  the 
stage  for  heart  attack  — and  in  blood  clotting  and  chronic  limg  disease. 

To  maintain  a regional  balance  for  these  studies  in  sections  of  the  country 
not  yet  involved  in  the  selection  of  patients  for  clinical  stuc^,  at  least  l3  additional 
centers  are  needed.  There  are  now  no  specialized  atherosclerosis  and  high  blood  pressure 
centers  in  Alabama,  Alaska,  Arkansas,  Colorado,  Delaware,  Georgia,  Hawaii,  Idaho,  Illinois 
Kansas,  Kentucky,  Louisiana,  Maine,  Mississippi,  Montana,  Nebraska,  Nevada,  New  Hampshire, 
New  Jersey,  New  Mexico,  North  Dakota,  Ohio,  Oklahoma,  Oregon,  Rhode  Island,  South  Carolina 
South  Dakota,  Utah,  West  Virginia,  Wisconsin  and  Wyoming  --  and  also  Puerto  Rico.  To 
assure  an  adequate  nrmber  of  additional  specialty  centers,  we  recommend  the  addition  of 
about  $l3  million  to  the  Request  Budget. 
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Research  has  convinced  us  in  recent  years  that  the  risks  of  recurrent  heart 
problems  can  be  significantly  reduced  through  the  elimination  of  cigarette  smoking, 
the  reduction  of  elevated  blood  cholesterol  levels,  and  the  use  of  new  drugs  to  con- 
trol high  blood  pressure.  To  firmly  establish  the  role  of  these  factors  in  prevent- 
ing initial  heart  attack,  the  National  Heart  and  Lung  Institute  proposes,  on  a re- 
gional basis  across  the  country,  to  screen  between  100  and  200  thousand  persons  to 
detect  those  who  are  at  increased  risk  of  heart  attack  by  virtue  of  high  blood  fat 
levels.  Patients  so  identified  would  be  treated  through  diet  and  drug  therapy.  It 
is  estimated  that  this  entire  program,  which  would  include  treatment  of  all  patients 
identified  as  being  at  risk,  would  require  approximately  $6  million. 

A similar  program  to  prove  the  relationship  of  high  blood  pressure  to  heart 
attack,  involving  approximately  16,000  people  — men,  women,  young  people,  middle  aged 
people,  blacks  and  whites,  in  all  regions  of  the  nation  --  >ri.ll  cost  about  $2  million. 

¥e  would  propose  an  additional  study  of  8 to  10  thousand  patients  who  have  all 
of  the  elements  we  believe  to  be  conducive  to  heart  attack.  These  patients  would  be 
treated  for  all  of  their  abnormalities  simultaneously  in  an  effort  to  show  that  first 
heart  attacks  can  be  delayed  or  prevented.  An  additional  $U  million  would  be  required 
for  this  project. 

The  past  year  has  seen  great  strides  in  the  improved  treatment  of  blood  clots 
in  the  lung  (pulmonary  embolism)  through  the  use  of  enzymes  which  d'ssolve  the  clots. 

The  application  of  this  technique  for  the  benefit  of  heart  attack  victims,  as  well  as 
those  with  pulmonary  embolism,  must  be  investigated.  It  is  estimated  that  $h  million 
is  needed  for  this  purpose. 

At  this  stage  of  our  advanced  knowledge  of  heart  attack,  we  believe  it  is 
possible  to  assist  scores  of  thousands  of  heart  attack  victims  to  re-establish  them- 
selves as  useful  citizens  and  contributors  to  our  national  economy.  To  accomplish 
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this,  we  must  devise  methods  to  infom  physicians  regarding  activities  that  recovered 
patients  can  safely  perform  and  to  devise  a system  to  encourage  physicians  to  engage 
their  patients  in  such  activities.  It  is  estimated  that  approximately  $2  million  would 
put  this  program  into  motion. 

Since  an  individual  must  take  some  personal  responsibility  for  his  oxm  health, 
we  encourage  the  Naiiional  Heart  and  Lung  Institute  to  greatly  increase  its  program  of 
education  for  the  public  toward  this  end.  Teaching-films  for  school  children,  as  well  as 
television  and  radio  spots,  should  be  used  for  this  purpose.  Approximately  $I|.  million 
will  be  useful. 

Next  xs  the  Regional  Medical  Program,  designed,  as  you  know,  to  demonstrate 
to  physicians  the  newest  knowledge  regarding  the  treatment  of  heart  disease,  cancer, 
stroke  and  related  diseases  — a service  that  is  the  ultimate  justification  of  re- 
search in  that  it  brings  the  benefits  of  new  discoveries  to  the  patients  who  need 
them.  The  President's  Budget  would  critically  jeopardize  this  program. 

The  Directors  of  the  Regional  Medical  Program  have  asked  for  a $l50  million 
appropriation  for  FYE  1972,  as  authorized  in  the  original  law,  instead  of  the  $52.1; 
million  requested  in  the  Presidential  budget.  This  is  an  increase  of  $97.6  million. 

In  the  considered  judgment  of  these  authorities  - a judgment  in  which  the 
American  Heart  Association  concurs  - this  proposed  full -funding  of  the  RMP  for  FY  1972 
is  necessary  for  two  significant  reasons? 

First,  to  make  certain  that  projects  in  which  funds  have  already 
been  invested  be  continued  without  economic  loss  or  wasteful  delay,  and. 
Second,  to  enable  program  directors  to  implement  projects  on  which 
planning  funds  have  been  expended  and  which  are  now  ready  to  move  ahead. 

Let  me  cite  a few  meaningful  examples  to  illustrate  these  statements. 

In  the  State  of  Georgia,  the  RMP  could  expand  its  activities  in  an  exper- 
imental health-delivery  system  in  rural  areas  that  are  either  critically  short  of  or 
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completely  unattended  by  physicians.  In  close  to  20  percent  of  the  total  of  l59  coun- 
ties in  Georgia,  there  are  no  doctors.  In  other  areas  of  the  state,  clusters  of  four 
or  five  rural  counties  with  a total  population  up  to  80,000  have  only  one  or  two  phy- 
sicians available. 

The  Georgia  RIIP  project  represents  a start  toward  rectifying  this  serious 

situation. 

In  the  Washington- Alaska  area,  additonal  funds  would  provide  necessary  ex- 
pansion of  a communications  system,  now  under  way,  which  links  remote  rural  hospitals 
to  urban  medical  centers.  This  linkage  makes  it  possible  to  improve  health  care  des- 
pite the  acute  shortage  of  trained  medical  personnel  and,  at  the  same  time,  to  extend 
the  training  of  local  interns  and  young  residents,  otherwise  isolated,  by  exposing 
them  to  the  expertise  of  medical-center  physicians. 

In  Illinois,  a program  for  equipping  a group  of  nursing  instructors  to 
train  a large  number  of  graduate-nurse  and  nursing -teacher  applicants  will  nave 
to  be  abaridoned  unless  the  Congress  increases  the  HMP  budget.  This  project,  which 
the  Illinois  Nursing  Association  endorses  as  imperative,  has  an  authorization  of 
$l50,000  not  provided  for  in  the  Presidential  Request  Budget. 

The  proposed  cut  in  the  RHP  budget  would  also  have  serious  implications  in 
Washington,  D.C.,  and  five  adjacent  areas  in  Maryland  and  Virginia.  Project  directors 
there  have  been  told  that,  unless  $850,000  in  new  funds  are  made  available,  it  will  be 
necessary  to  phase  out  projects  to  provide  home-based  care  for  patients  with  chronic 
lung  disease,  to  train  physician  assistants,  vitally  needed  mid-wives  in  ghetto  areas, 
and  nurses  specialized  in  maintaining  coronary  care  units  and  hypertension -control  and 
follow-up  programs. 

HMP  project  directors  have  reported  that  similar  cutbacks  in  ongoing  projects, 
approved  for  a total  of  $U5  million  in  practically  every  region  of  the  U.S.,  will  have 
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to  be  abandoned  under  the  budget  proposed  by  the  President,  This  would  be  an  almost 
indefensible  loss  of  effort  and  financial  investment. 

Let  me  describe,  now,  a few  of  the  many  urgent  projects  for  which  planning 
has  been  ccanpleted  and  which  are  awaiting  funding  so  thdt  they  can  be  activated. 

In  Georgia  only  about  one-half  of  the  state  has  operational  RMP  programs. 

With  additional  funds,  RMP  facilities  could  be  extended  to  include  the  entire  state 
and  go  a long  way  toward  providing  services  that  have  been  needed  on  a growing  basis 
for  many  years,  including  coronary  care  units,  kidney  dialysis  programs  and  radiolo- 
gical services. 

In  Iowa,  added  funds  would  make  it  possible  to  implement  a statewide  pro- 
gram to  train  nurses  to  be  pediatric  clinical  associates  who  could  perform  such  tasks 
as  history  taking,  partial  physical  examinations,  cardiovascular  screening  and  other 
services,  thus  relieving  trained  physicians  to  handle  other  medical  problems  requiring 
their  advanced  skills. 

The  State  of  Maine  presently  has  no  medical  school.  With  increased  RMP  funds 
it  is  proposed  to  set  up  a communications  system  to  make  Boston  medical  schools  avail- 
able to  Maine  medical  students.  This  woiild  provide  training  facilities  without  added 
costs  for  new  construction  in  Maine  itself. 

Also  in  Maine,  the  increased  budget  would  make  it  possible  to  develop  a col- 
lege to  train  allied  health  professionals  and  to  establish  a department  of  community 
medicine  at  the  medical  center  in  Portland. 

In  West  Virginia,  launching  of  a newly-approved  project  to  establish  a 
system  of  medical  peer  review  and  self -audit  for  the  improvement  of  the  delivery  of 
health  care  will  have  to  be  abandoned.  This  project,  approved  for  a $lU0,000  appro- 
priation, is  deemed  necessary  by  the  West  Virginia  Medical  Association  on  the  basis  of 
an  objective  study  by  a committee  of  practicing  physicians. 

Now,  the  third  problem  - The  National  Institute  of  Neurological  Diseases 
and  Stroke. 

More  than  600,000  persons  in  the  U.S.  are  victims  of  stroke.  Some  211,000 
die  from  acute  attacks  each  year,  and  an  equal  number  of  victims  who  survive  attacks 
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are  left  handicapped  and  almost  useless  to  society.  The  number  of  Americans  afflicted 
annually  by  this  disease  continues  to  increase.  More  research  in  this  area  is  imper- 
ative, and  medical  scientists  are  prepared  to  take  on  the  task  as  soon  as  funds  become 
available  for  specialized  equipment  to  study  brain  blood-flow  without  invading  the 
brain  itself,  and  to  study  the  frightening  disorders  of  speech  and  understanding  that 
often  follow  an  acute  attack.  The  President  has  recommended  an  $11  million  cut  for 
the  Stroke  Institute.  It  is  our  feeling  that  this  action  should  be  reversed  by  add- 
ing $25  million  to  the  FI  '72  budget  for  The  NINDS. 

To  sum  up: 

We  are  proposing  an  addition  of  $60  million  to  the  proposed  budget  for 
the  NHLI,  $97.6  million  to  the  Regional  Medical  Program,  and  $25  million  to 
the  National  Institute  of  Ne\irological  Diseases  and  Stroke. 

In  so  doing,  let  me  remind  you  gentlemen  that  we  are  appealing  to  you 
in  behalf  of  a category  of  diseases  that  takes  more  than  a million  American 
lives  a year  --  including  200,000  persons  less  than  65-years  of  age.  The 
heart  and  blood  vessel  diseases  thus  take  more  lives  each  year  than  all 
other  causes  of  death  combined.  Additionally,  they  afflict  more  than  27 
million  people  in  this  co\intry  and  cost  the  economy  some  $17.3  billion  a 
year,  by  conservative  estimates.  Also,  let  me  remind  you  that  many  years 
of  diligent  effort  and  the  investment  of  many  millions  of  dollars  are  fi- 
nally beginning  to  yield  encouraging  i s now  placed  in  jeopardy  by 

dubious  economic  proposals, 

I submit  to  you  that  this  is  not  the  time  for  cutbacks.  I sincerely 
hope  you  will  find  it  possible,  instead,  to  provide  the  minimum  increases 
that  we  are  asking  for  today. 

Thank  you  for  the  time  you  have  given  me.  Dr,  Fox  and  I would  be 
pleased  to  atteirpt  to  answer  any  questions  on  the  cardiovascular  diseases. 
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BUDGET  REQUESTS 

Dr.  Frommeyer.  The  American  Heart  Association  is  most  grateful 
to  you  for  this  opportunity  to  appear  before  you  to  express  our  views 
on  those  portions  of  the  health  budget  for  fiscal  1972  that  deal  with  the 
cardiovascular  and  related  diseases. 

1 am  Dr.  Walter  B.  Frommeyer  Jr.,  of  Birmingham,  past-president 
of  the  American  Heart  Association  and  professor  of  medicine  and 
distinguished  professor,  University  of  Alabama. 

Accompanying  me  is  Dr.  Samuel  H.  Fox  III,  professor  of  medi- 
cine, division  of  cardiology,  George  Washington  University  Medical 
Center,  Washington,  D.C.,  and  president-elect  of  the  American  College 
of  Cardiology. 

In  proposing  a fiscal  year  1972  National  Heart  and  Lung  Institute 
budget  at  the  same  level  as  1971,  the  Office  of  Management  and  Budget 
pointed  out  that  the  Institute  allowance,  in  fact,  included  an  increase 
of  $34  million  over  the  allowance  for  1970. 

On  the  surface,  this  is  so.  But  let  me  remind  you  that  the  1971  NHLI 
budget  allotted  $17.6  million — more  than  half  of  that  $34  million  in- 
crease— to  lung  research,  a new  function  added  to  the  Heart  Institute's 
obligations  for  the  first  time  that  year.  Thus,  the  real  increase  avail- 
able in  fiscal  1971  for  heart  research  was  $16.4  million.  This  increase, 
in  turn,  was  reduced  to  about  $1  million  after  allowing  for  an  infla- 
tionary erosion  of  about  8 percent — approximately  $15.5  million. 

Lung  research  is  being  continued,  of  course,  in  fiscal  year  1972. 
Moreover,  the  President,  in  his  state  of  the  Union  address,  committed 
an  additional  $5  million  from  the  NHLI  budget  for  unquestionably 
worthy  research  in  sickle  cell  anemia.  But  those  new  studies  further 
reduce  funds  available  for  heart  and  blood  vessel  research. 

Funds  remaining  for  the  ongoing  attack  on  the  heart  and  blood 
vessel  diseases,  therefore,  are  actually  $4  million  less  than  in  fiscal  year 
1971  before  allowing  for  another  $15.5  million  reduction  in  usable 
dollars  due  to  continuing  inflation,  before  allowing  for  the  normal 
10  percent  growth  of  any  productive  ongoing  research  program  and 
before  providing  for  new  research  projects  from  the  many liundreds 
of  worthy  proposals  submitted  for  consideration  and  funding. 

After  examining  the  Presidents  proposed  budget  for  NHLI  with 
these  very  real  facts  in  mind,  we  find  ourselves  in  thorough  agreement 
with  the  many  medical  scientists  who  have  declared  in  other  forums 
that  the  Presidents  proposed  budget  for  1972  is  seriously  inadequate. 

In  our  specific  area  of  expertise  we  find,  first  the  proposed  appro- 
priation of  $194.4  million  for  the  NHLI  to  be  at  least  $60  million 
below  the  level  necessary  to  carry  out  a minimal  program.  The  pro- 
posals of  the  NHLI  have  been  carefully  screened  and  pruned  to  in- 
clude only  those  items  that  reasonably  can  be  expected  in  the  foresee- 
able future  to  save  hearts  literally  too  good  to  die — the  hearts  of  many 
men  and  women  under  65  years  old,  still  in  their  productive  years. 

Second,  in  addition  to  the  research  needs  of  the  NHLI,  we  would 
earnestly  recommend  an  increase  of  $97.6  million  in  the  $52.4  million 
request  budget  for  the  regional  medical  program — a program  that 
might  well  shift  into  high  gear  this  year  if  it  were  given  more  sup- 

Eort — rather  than  the  50-percent  cut  from  fiscal  year  1971,  proposed 
y the  President. 
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Third,  vre  call  upon  you  also  to  recognize  the  attributes  of  the  pro- 
gram to  gain  greater  control  over  stroke.  '\Ye  feel  the  President's  pro- 
posed $11  million  cut  to  $95.5  million  for  the  Xational  Institute  of 
Xeurological  Diseases  and  Stroke  to  be  entirely  unjustified. 

And,  fouith,  to  provde  the  manpower  necessary  to  carry  on  the  pro- 
grams already  mentioned  and,  in  future  j^ears,  to  deliver  better  health 
care  to  a large,  deprived  segment  of  our  population,  we  heartily  join 
with  the  Association  of  American  Medical  Colleges  in  recommending 
approval  of  health  manpower  legislation  soon  to  come  before  the 
Senate. 

It  is  essential  that  sizable  increases  in  the  proposed  budget  be  ap- 
propriated to  save  the  61  of  our  Nation's  102  medical  schools  facing 
financial  crisis  and  the  threat  of  lost  accreditation  as  a result  of  in- 
evitable cutbacks  in  their  academic  programs. 

Beyond  this,  additional  funds  to  increase  the  total  niunber  of  grad- 
uate physicians  is  of  major  importance.  IVe  are  about  50,000  physi- 
cians short  today  to  meet  the  demand  for  health  care  in  the  United 
States.  Ten  years  from  now  we  unquestionably  will  need  more.  At  our 
present  rate  of  training,  there  is  absolutely  no  exjDectation  that  we 
shall  have  the  manpower  even  to  begin  to  meet  the  demand. 

I would  like  to  discuss  each  of  the  first  three  of  these  areas  of  fund- 
ing in  some  detail  in  the  order  in  which  I have  mentioned  them. 

Let  us  look  first  at  the  NHLI : 

To  assure  the  launching  of  new  research  that  Institute  leaders  hold 
necessary  in  fiscal  year  1972  requires,  we  believe,  the  addition  of  a 
minimum  of  $10  million  to  the  $19I.I  million  proposed  by  the  Presi- 
dent for  National  Heart  and  Lung  Institute. 

Beyond  the  proposed  but  unfunded  NHLI  projects,  there  are  sev- 
eral important  existing  studies  that  are  in  danger  of  wasteful  slow- 
down or  even  cessation  as  a result  of  the  austerity  of  the  request 
budget  submitted  to  you. 

One  of  these  threatened  projects  is  the  coronary  drug  project  wliich 
involves  approximately  8,300  middle-aged  men  who  have  already 
suffered  initial  heart  attacks.  These  men  are  being  treated  with  new 
drugs  to  determine  whether  this  chemotherapy  can  prevent  new  attacks. 
IVe  must  make  every  effort  to  see  that  these  studies  are  not  cut  short — 
they  are  well  underway  but  they  could  be  stopped  in  their  tracks  due  to 
lack  of  support,  in  the  coming  year.  IVe  recommend  the  addition  of  $2 
million  for  the  continuation  of  this  effort  to  save  first  heart  attack  vic- 
tims from  recurrent  attacks. 

Two  other  projects  endangered  by  the  President's  budget  are  the 
artificial  heart  and  lung  studies  and  projects  to  improve  the  treatment 
of  acute  respiratory  failure  through  the  application  of  intensive  care 
to  patients  with  chronic  lung  disease.  IVe  recommend  the  inclusion  of 
about  $11  million  for  the  continuation  of  this  work. 

One  of  the  most  constructive  advances  made  by  the  NHLI  in  the 
past  2 years  has  been  the  creation  of  31  centers  in  various  j^arts  of 
the  coimtry  for  specialized  research  in  atherosclerosis  and  high  blood 
pressure — two  conditions  which  set  the  stage  for  heart  attack — and  in 
blood  clotting  and  chronic  lung  disease. 

Research  has  convinced  us  in  recent  years  that  the  risk  of  recurrent 
heart  problems  can  be  significantly  reduced  through  the  elimination  of 
cigarette  smoking,  the  reduction  of  elevated  blood  cholesterol  levels. 
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and  the  use  of  new  drugs  to  control  high  blood  pressures.  To  firmly 
establish  the  role  of  these  factors  in  preventing  initial  heart  attack,  the 
National  Heart  and  Lung  Institute  proposes,  on  a regional  basis  across 
the  country,  to  screen  between  100,000  and  200,000  persons  to  detect 
those  who  are  at  increased  risk  of  heart  attack  by  virtue  of  high  blood 
fat  levels.  Patients  so  identified  would  be  treated  through  diet  and 
drug  therapy.  It  is  estimated  that  this  entire  program,  which  would 
include  treatment  of  all  patients  identified  as  being  at  risk,  would  re- 
quire approximately  $6  million. 

A similar  program  to  prove  the  relationship  of  high  blood  pressure 
to  heart  attack,  involving  approximately  16,000  people — ^men,  women, 
young  people,  middle-aged  people,  blacks  and  whites,  in  all  regions  of 
the  Nation — will  cost  about  $2  million. 

We  would  propose  an  additional  study  of  8,000  to  10,000  patients 
who  have  all  of  the  elements  we  believe  to  be  conducive  to  heart  at- 
tack. These  patients  would  be  treated  for  all  of  their  abnormalities 
simultaneously  in  an  effort  to  show  that  first  heart  attacks  can  be 
delayed  or  prevented.  An  additional  $4  million  would  be  required  for 
this  project. 

The  past  year  has  seen  great  strides  in  the  improved  treatment  of 
blood  clots  in  the  lung  (pulmonary  embolism)  through  the  use  of  en- 
zymes which  dissolve  the  clots.  The  application  of  this  technique  for 
the  benefit  of  heart  attack  victims,  as  well  as  those  wtih  pulmonary 
embolism,  must  be  investigated.  It  is  estimated  that  $4  million  is  needed 
for  this  purpose. 

Next  is  the  regional  medical  program,  designed,  as  you  know,  to 
demonstrate  to  physicians  the  newest  knowledge  regarding  the  treat- 
ment of  heart  disease,  cancer,  stroke,  and  related  diseases — a service 
that  is  the  ultimate  justification  of  research  in  that  it  brings  the  bene- 
fits of  new  discoveries  to  the  patients  who  need  them.  The  President’s 
budget  would  critically  jeopardize  this  program. 

The  directors  of  the  regional  medical  program  have  asked  for  a $150 
million  appropriation  for  fiscal  year  1972,  as  authorized  in  the  original 
law,  instead  of  the  $52.4  million  requested  in  the  Presidential  budget. 
This  is  an  increase  of  $97.6  million. 

In  the  State  of  George,  the  KMP  could  expand  its  activities  in  an  ex- 
perimental health- delivery  system  in  rural  areas  that  are  either  crit- 
ically short  of  or  completely  unattended  by  physicians.  In  close  to  20 
percent  of  the  total  of  159  counties  in  Georgia,  there  are  no  doctors.  In 
other  areas  of  the  State,  clusters  of  four  or  five  rural  counties  with  a 
total  population  up  to  80,000  have  only  one  or  two  physicians  avail- 
able. 

The  Georgia  KMP  project  represents  a start  toward  rectifying  this 
serious  situation. 

In  the  Washington- Alaska  area,  additional  funds  w'ould  provide 
necessary  expansion  of  a commimications  system,  now  underway, 
which  links  remote  rural  hospitals  to  urban  medical  centers.  This 
linkage  makes  it  possible  to  improve  health  care  despite  the  acute 
shortage  of  trained  medical  personnel  and,  at  the  same  time,  to  extend 
the  training  of  local  interns  and  young  residents,  otherwise  isolated, 
by  exposing  them  to  the  expertise  of  medical-center  physicians. 
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The  proposed  cut  in  the  RMP  budget  would  also  have  serious  im- 
plications in  Washington,  D.C.,  and  five  adjacent  areas  in  Maryland 
and  Virginia.  Project  directors  there  have  been  told  that,  unless  $850,- 
000  in  new  funds  are  made  available,  it  will  be  necessary  to  phase  out 
projects  to  provide  home-based  care  for  patients  with  chronic  lung 
disease,  to  train  physician  assistants,  vitally  needed  midwives  in  ghetto 
areas,  and  nurses  specialized  in  maintaining  coronary  care  units  and 
hypertension-control  and  follow-up  programs. 

To  sum  up : 

We  are  proposing  an  addition  of  $60  million  to  the  proposed  budget 
for  the  NHLI,  $97.6  million  to  the  regional  medical  program,  and  $25 
million  to  the  National  Institute  of  Neurological  Diseases  and  Stroke. 

In  so  doing,  let  me  remind  you  gentlemen  that  we  are  appealing  to 
you  in  behalf  of  a category  of  diseases  that  takes  more  than  a million 
American  lives  a year — including  200,000  persons  less  than  65  years 
of  age.  The  heart  and  blood  vessel  diseases  thus  take  more  lives  each 
year  than  all  other  causes  of  death  combined.  Additionally,  they 
afflict  more  than  27  million  people  in  this  country  and  cost  the  economy 
some  $17.3  billion  a year,  by  conservative  estimates.  Also,  let  me  re- 
mind you  that  many  years  of  diligent  effort  and  the  investment  of 
many  millions  of  dollars  are  finally  beginning  to  yield  encouraging 
results  now  placed  in  jeopardy  by  dubious  economic  proposals. 

I submit  to  you  that  this  is  not  the  time  for  cutbacks.  I sincerely 
hope  you  will  find  it  possible,  instead,  to  provide  the  minimum  in- 
creases that  we  are  asking  for  today. 

Thank  you  for  the  time  you  have  given  me. 

Senator  Fong.  Dr.  Fox,  do  you  have  a statement  ? 

Dr.  Fox.  No;  thank  you.  I very  much  appreciate  this  opportunity 
to  accompany  Dr.  Frommeyer  here. 

Senator  Fong.  Thank  you  very  much  for  the  very  fine  statement  you 
have  given  us.  We  will  give  it  serious  consideration. 

STATEMENT  OF  THE  AMERICAN  OPTOMETRIC  ASSOCIATION 

Health  Education  and  Manpower  Appropriations 

Senator  F ong.  The  American  Optometric  Association  has  submitted 
written  testimony  to  the  subcommittee  for  our  consideration  which  will 
be  accepted  for  the  record. 

(The  statement  follows :) 


1914 


The  American  Optometric  Association  and  the  Association  of  Schools 
and  Colleges  of  Optometry  are  pleased  to  have  this  opportunity  to  present 
their  views  on  appropriations  for  support  of  health  manpower  programs 
generally,  and  with  particular  reference  to  more  adequate  financial  aid 
for  grant  programs  designed  to  assist  optometric  educational  institutions 
under  provisions  of  the  Health  Professions  Educational  Assistance  Act, 
legislation  which  has  been  the  salvation  and  lifeblood  of  the  educational 
system  for  all  the  major  health  professions,  including:  medicine  and 
osteopathy,  dentistry,  optometry,  pharmacy,  podiatry,  and  veterinary 
medicine.  Because  of  the  continuing  shortages  of  practitioners  in  vir- 
tually every  one  of  these  fields,  anything  less  than  the  full  Federal  sup- 
port authorized  for  these  health  education  institutions  would  produce  fi- 
nancial chaos  for  the  institutions,  disastrous  reductions  in  the  numbers 
of  students,  and  further  deterioration  of  overall  health  manpower  at  a 
time  when  the  demands  on  the  health  system  are  greater  than  at  any 
time  in  American  history. 

OPTOMETRY'S  PARTICIPATION  IN  HPEA 

When  the  Health  Professions  Educational  Assistance  Act  was  first 
enacted  in  1963,  schools  and  colleges  of  optometry  were  included  among 
those  health  professions  schools  qualified  for  construction  grants.  At 
the  time,  the  physical  facilities  of  virtually  all  optometric  institutions 
were  woefully  inadequate  to  accommodate  the  rapidly  growing  number  of 
students  recruited  in  an  attempt  to  satisfy  the  burgeoning  need  for  vision 


care  professionals. 
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Congressional  awareness  of  the  urgent  requirement  for  more 
optometric  manpower  was  demonstrated  again  in  1964  when  HPEA  was 
amended  to  include  the  schools  and  colleges  of  optometry  in  the  student 
loan  program  and  in  1965  amendments  which  allowed  optometric  institutions 
to  obtain  Institutional  and  Special  Projects  Grant  programs.  Since  the. 
amendments  became  effective,  a concerted  effort  has  been  made  to 
update,  improve  or  replace  the  physical  facilities  of  schools  and  colleges 
of  optometry.  This  upgrading  was  required  to  facilitate  the  teaching  of 
more  advanced  courses  in  pathology,  pharmacology,  and  related  areas  of 
study  which  were  standardized  as  curriculum  improvements  when  all 
optometric  institutions  had  been  converted  to  the  4-year  professional  program. 

Two  officials  of  the  Public  Health  Service  Division  of  Allied  Health 
Manpower,  Mrs.  Maryland  Pennell  and  Dr.  Merrill  DeLong,  have  docu- 
mented the  tremendous  growth  of  optometry  student  enrollments  over 
the  past  decade.  Their  figures  indicate  that  over  twice  as  many  students 
were  enrolled  in  optometry  schools  for  the  1970-71  academic  year  as  had 
been  enrolled  for  the  1960-61  academic  year.  The  number  of  first-year 
students  more  than  doubled  during  the  same  period,  from  401  in  1960-61 
to  827  in  1970-71.  These  increases  were  miade  possible,  in  large  measure, 
through  financial  assistance  provided  by  appropriations  authorized  by  the 
Health  Professions  Educational  Assistance  Act. 


'!='Dptcmetric  Education  and  Manpower"  submitted  for  publication  in  Journal 
of  the  American  Optometric  Association,  November,  1970. 
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According  to  Mrs,  Pennell  and  Dr.  DeLong,  "About  18,  000  optometrists 
located  in  the  United  States  held  licenses  and  were  active  in  their  pro- 
fession as  of  December  1968,  " The  1971  figure  is  estimated  to  be  just 
over  18,  300,  taking  into  account  the  graduates  of  1969,  1970,  and  1971, 
and  the  attrition  rate  due  to  death  or  retirement. 

With  increased  numbers  of  graduates,  it  is  estimated  that  the  total 
number  of  optometrists  in  practice  will  reach  19,  900  by  1975  and  22,  000 
in  1980. 

A study  conducted  by  Professor  Herbert  G.  Mote  of  the  Ohio  State 
University  College  of  Optometry  reveals  that  a total  of  15,  700  additional 
optometrists  will  be  required  for  1980  based  upon  Census  Bureau 
population  projections, 

SCHOOLS  AND  COLLEGES  OF  OPTOMETRY 

Review  Councils  responsible  for  recommending  priorities  on 
grant  applications  have  consistently  considered  optometry's  needs  on  a 
nationwide  basis  to  be  quite  pressing.  As  a result,  six  of  the  schools 
and  colleges  of  optometry  have  received  construction  grants  for  new 
facilities,  producing  181  additional  first-year  spaces  for  full  time 
students.  Two  new  optometric  teaching  facilities  have  been  added:  the 
University  of  Alabama  at  Birmingham  School  of  Optometry,  which 
opened  in  1969;  and  the  State  University  of  New  York  College  of  Opto- 
metry, which  will  accept  its  first  students  for  the  1971  Fall  term. 

Even  with  this  relatively  rapid  expansion,  the  needs  still  have  not  been 


adequately  met. 
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Seven  of  the  twelve  schools  and  colleges  of  optometry  are  State- 
supported  by  virtue  of  their  university  affiliations.  These  institutions 
account  for  a total  current  enrollment  of  1,  134  students.  The  remaining 
five  schools  are  independent  and  receive  little  or  no  State  support,  making 
them  proportionately  more  dependent  upon  Federal  financial  assistance. 
These  five  schools  and  colleges  had  total  enrollment  of  1,  687  or  5 9.  8% 
of  all  students  enrolled  during  the  1970-71  academic  year. 

FINANCIAL  NEEDS  OF  SCHOOLS  AND  COLLEGES  OF  OPTOMETRY 
Total  financial  needs  of  the  schools  and  colleges  of  optometry  for 
Fiscal  Year  1972  through  Fiscal  Year  1975,  inclusive,  total  $147,  312,  987. 

For  schools  and  colleges  of  optometry  to  continue  and  extend 
their  exceptional  record  of  producing  top  quality  health  professionals 
to  meet  the  vision  care  needs  of  America  in  today's  health  crisis,  sub- 
stantial financial  aid  is  required.  While  tuitions  provide  a great  deal 
of  funds  necessary  for  the  educational  program,  institutional  grants 
are  urgently  needed  to  help  the  schools  and  colleges  of  optometry  to 
meet  their  previous  institutional  commitments  in  which  they  pledged 
enrollment  increases.  Optometry  schools  and  colleges  have  consis- 
tently met  their  commitments  in  this  regard,  and  wish  to  continue  to  do  so. 

This  serious  financial  need  is  not  peculiar  to  schools  and  colleges 
of  optometry.  The  need  is  equally  as  urgent  with  respect  to  schools  and 
colleges  of  veterinary  medicine,  podiatry,  and  pharmacy  - institutions 
which,  along  with  optometry  comprise  some  40%  of  all  health  professions 
schools  and  33%  of  all  students  in  the  nation  under  HPEA. 
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Over  the  last  five  Fiscal  Years,  appropriations  equivalent  to 
approximately  65%  of  Congressionally  authorized  amounts  were  approved 
for  schools  and  colleges  of  optometry,  podiatry,  pharmacy,  and 
veterinary  medicine.  The  reduced  appropriations  level,  combined 
with  the  Administration's  reluctance  to  i-elease  appropriated  funds,  has 
placed  several  of  the  twelve  schools  and  colleges  of  optometry  in  a 
financially  precarious  position. 

HPEA  CONSTRUCTION  GRANT  PROGRAM 

Earlier  this  session,  the  Association  of  Schools  and  Colleges  of 
Optometry,  a voting  member  of  the  Federation  of  Association  of  Schools 
and  Colleges  of  the  Health  Professions,  endorsed  the  contents  of  S.  934 
with  respect  to  Construction  Grants  under  HPEA.  The  sums  set  forth 
in  the  bill  for  the  next  five  fiscal  years  are  consistent  with  the  needs 
estimated  by  schools  of  the  various  disciplines,  and  represent  a needed 
improvement  over  those  appropriations  authorized  for  FY  1971. 

The  construction  needs  of  schools  and  colleges  of  optometry, 
veterinary  medicine,  podiatry  and  pharmacy  (OPPV)  for  Fiscal  Year 
1972  require  Federal  funding  of  at  least  $25-million.  This  amount 
would  permit  partial  funding  of  the  $76,  139,  736  million  in  projects 
already  approved,  in  addition  to  the  construction  grant  applications  now 
being  prepared  for  submission  or  which  are  in  various  stages  of  review. 
An  appropriation  of  $25 -million  for  this  important  group  of  health 
professions'  schools  would  represent  only  slightly  over  10%  of  the 
total  authorized  for  construction  during  Fiscal  Year  1972;  this  in  turn 
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is  approximately  5%  less  than  the  total  share  of  Federal  construction 
fund  authorizations  recommended  to  the  Congress  for  this  group,  by 
the  Federation  of  Schools  and  Colleges  of  the  Health  Professions  in 
testimony  on  extension  of  HPEA.  It  is  a matter  of  urgency  that  adequate 
construction  funding  be  provided  for  all  four  of  these  types  of  health 
professions  schools  for  the  coming  Fiscal  Year, 

A clear  illustration  of  the  danger  of  inadequate  appropriations 
and  funding  is  provided  by  the  University  of  Alabama  at  Birmingham 
College  of  Optometry,  whose  construction  program  is  virtually  stalled. 
Construction  should  have  begun  during  the  first  half  of  calendar  year 
1971  to  enable  the  school  to  be  ready  to  accept  additional  first-year 
students  and  accommodate  the  first  33  students  who  have  now  com- 
pleted their  first  two  years  in  the  existing  temporary  facilities.  The 
Alabama  construction  grant  application  was  for  $1,  998,425,  and  was 
approved  during  Fiscal  Year  1971,  but  funds  were  not  released.  This 
situation  can  seriously  disrupt  the  orderly  growth  of  this  vital  new 
optometric  teaching  facility,  and  hamper  the  school's  ability  to  pro- 
duce its  share  of  the  thousands  of  additional  optometrists  required  to 
meet  America's  vision  care  needs  by  1980. 

A total  of  $64,  605,  607  in  construction  money  will  be  needed  by 
the  12  schools' and  colleges  of  optometry  during  the  period  of  Fiscal 
Year  1972  through  Fiscal  Year  1975.  To  permit  optometry's  construc- 
tion program  to  progress  in  an  orderly  fashion,  it  is  essential  that 
schools  and  colleges  of  optometry  have  the  clear  assurance  which  only 
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the  Appropriations  committees  of  the  Congress  can  provide,  that 
funds  will  be  available  to  allow  planning  and  construction  programs  to 
go  forward  on  schedule,  consistent  with  the  commitments  these  insti- 
tutions have  given  to  increase  their  enrollments  and  numbers  of  gra- 
duates under  terms  of  the  Health  Professions  Educational  Assistance  Act. 
INSTITUTIONAL  GRANTS 

S.  934  now  under  consideration  would  continue  authorization  of 
Institutional  Grants  for  schools  of  medicine,  dentistry,  osteopathy, 
optometry,  pharmacy,  podiatry,  and  veterinary  medicine,  at  levels 
we  believe  are  acceptable.  The  Institutional  Grant  is  without  a doubt 
the  most  important  of  all  the  grant  programs  under  the  Health  Professions 
Educational  Assistance  Act. 

The  projected  Institutional  Grant  needs  for  schools  and  colleges  of 
optometry  for  Fiscal  Year  1972  through  1975,  inclusive,  total  $37,  201,  600. 
There  is  no  question  but  what  the  number  of  students  enrolled  and  the 
number  graduated  will  increase,  because  the  schools  and  the  entire 
profession  recognize  the  need  for  a greater  supply  of  optometric  manpower 
to  meet  anticipated  needs  in  the  years  immediately  ahead. 

SPECIAL  PROJECTS  GRANTS 

Current  estimates  for  Special  Projects  needs  through  Fiscal  Year 
1976  are  $19,  203,  700.  We  support  the  Senate  concept  of  broadening 
authorization  of  funds  for  Special  Projects  Grants  to  include  the  following 
purposes  in  addition  to  those  covered  in  the  present  HPEA  programs: 

increasing  the  supply  of  faculty  members 
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training  of  new  health  professionals 

continuing  education  for  health  professionals 

The  Special  Projects  Grant  section  of  S.  934  makes  adequate 
provision  for  the  above-mentioned  items  as  well  as  the  old  programs 
for  to  improve  curriculum,  educational  research,  assistance  for  insti- 
tutions in  dire  financial  straits,  and  planning  of  experimental  teaching 
facilities  to  increase  the  supply  of  professors. 

Special  Projects  Grants  have  been  exceptionally  valuable  to  the 
schools  and  colleges  of  optometry,  particularly  in  the  area  of  improving 
equipment  and  faculty,  design  and  testing  of  innovative  educational 
approaches,  and  general  curriculum  improvement. 

Modernization  of  curriculum  and  training  has  created  a need  for 
computers  and  other  electronic  equipment  required  to  facilitate  certain 
new  types  of  vision  examination  and  therapy.  The  availability  of  such 
teaching  aids  is  invaluable  in  terms  of  making  each  faculty  miember's  time 
most  effective,  and  can  be  viewed  as  a wise  investment  even  though  it 
takes  the  form  of  equipment  rather  than  personnel. 

Undeniably,  Special  Projects  Grants  have  been  responsible  for 
improving  the  optometric  curriculum  generally,  to  the  extent  that  no 
school  or  college  has  been  subjected  to  loss  of  its  accreditation.  Adequate 
appropriations  for  optometric  teaching  institutions  under  Special  Projects 
Grants,  will  assure  the  continual  process  of  upgrading  which  has 
accounted  for  so  many  optometric  advancements  in  the  past  decade,  in 
addition  to  making  possible  the  graduation  of  more  optometrists. 
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The  unfortunate  aspect  of  the  present  Special  Projects  Grant 
program  is  that  funds  from  this  source  have  been  used  almost  entirely 
to  bail  out  financially  distressed  health  schools  which  are  in  that  con- 
dition because  of  a lack  of  appropriations  for  Institutional  Grants. 

One  interesting  facet  of  the  Special  Projects  Grant  program  as 
presently  constituted  is  the  great  frequency  with  which  grant  awards  are 
translated  into  delivery  of  actual  health  care  services  to  the  needy, 
within  the  parameters  of  a teaching  situation.  An  outstanding  example 
of  this  is  the  $36,  272.  Special  Projects  grant  to  the  University  of 
California  at  Berkeley  School  of  Optometry,  where  a mobile  optometric 
clinic  was  designed,  equipped,  and  put  into  the  field  as  a clinical  teaching 
facility  serving  the  vision  care  needs  of  migrant  farm  workers. 

Other  Special  Projects  grants  which  in  our  view  exemplify  the  types 
of  things  this  program  should  achieve,  include: 

the  low-vision  clinic  established  at  Los  Angeles 

College  of  Optometry  to  serve  the  partially 
sighted  who  might  not  otherwise  be  able  to 
obtain  care. 

and  the  recent  funding  of  a grant  to  the 

University  of  Houston  School  of  Optometry, 
v/hich  will  be  utilized  to  obtain  an  additional 
faculty  member  and  staff  support  for  further 
improvement  of  that  school's  pathology  program. 
Projects  such  as  these  seem  to  us  to  be  more  consistent  with  the  original 
intent  of  the  Congress,  and  it  is  our  hope  that  in  future  years  appropriations 
for  Special  Projects  grants  will  be  adequate  to  allow  for  projects  which 
result  in  beneficial  innovation. 
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STUDENT  LOANS  AND  SCHOLARSHIPS 

Student  loan  and  scholarship  monies  needed  to  assist  optometric 
students  from  now  through  Fiscal  Year  1976  total  $12,  730,  200. 

The  annual  maximium  student  loan  award  under  existing  legislation 
is  $2,  500.  It  is  unfortunate  that  appropriations  to  support  the  program  have 
been  so  low  as  to  provide  only  an  average  of  $770  per  student  for  the  1970-71 
academic  year.  This  is  totally  inadequate. 

The  appropriations  authorization  set  forth  in  S.  934  appears  to  be 
adequate  for  the  student  loan  program,  assuming  that  the  amounts  authorized 
are  actually  made  available  to  students  through  the  appropriations  process. 
SUMMARY 

The  American  Optometric  Association  and  the  Association  of  Schools 
and  Colleges  of  Optometry  support  approval  of  appropriations  which  provide 
adequate  financial  aid  for  schools  and  colleges  of  all  health  professions, 
including  those  of  optometry,  podiatry,  pharmacy  and  veterinary  medicine 
(OPPV).  To  avoid  the  unnecessary  difficulties  which  would  result  from  a 
lack  of  appropriations  within  the  bounds  authorized  by  the  Congress, 
we  respectfully  recommend  that  Fiscal  Year  1972  appropriations  take  into 
account  the  backlog  of  approved  but  unfunded  grant  and  loan  amounts  still  on 
hand  from  previous  fiscal  years,  as  well  as  the  current  needs  of  the  schools 
of  the  OPPV  group. 

The  American  Optometric  Association  and  the  Schools  and  Colleges 
of  Optometry  are  anxious  to  cooperate  with  and  assist  the  Committee  in 
any  way  possible,  to  the  end  that  sufficient  funds  are  made  available  for 
support. of  loan  and  grant  programs  for  the  schools  and  colleges  of 
optomietry  and  other  schools  of  the  health  professions. 
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STATEMENTS  OF: 

VINCENT  F.  GUINEE,  M.D.,  DIRECTOR,  BUREAU  OF  LEAD  POI- 
SONING CONTROL,  DEPARTMENT  OF  HEALTH,  NEW  YORK 
CITY 

ROBERT  GOLDFELD,  DIRECTOR,  BUREAU  OF  ALCOHOLISM 
SERVICES,  DEPARTMENT  OF  MENTAL  HEALTH,  NEW  YORK 
CITY 

PREPARED  STATEMENT 

Senator  Fong.  Dr.  Vincent  Guinee  and  Mr.  Robert  Goldfield.  I 
see  yon  have  a very  long  statement  here,  Dr.  Guinee.  The  whole  state- 
ment will  be  received  as  if  given  in  full.  Will  you  highlight  it  for  us? 
Dr.  Guinee.  Yes ; I would  be  happy  to  do  so. 

( The  statement  follows :) 
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I am  Dr.  Vincent  F.  Guinee,  Director  of  the  New  York  City  Health  Department’s 
Bureau  of  Lead  Poisoning  Control.  I would  like  to  describe  to  the  Corciaittee  the 
problem  of  lead  paint  poisoning  in  Ne^^  York  City  and  the  essential  elements  of 
our  program. 

Lead  exposure  is  one  of  New  York  City’s  major  pediatric  problems.  It  is  es- 
timated that  lipOjOOO  apartment  units  in  New  York  City  are  in  such  a state  of 
disrepair  that  a child  living  in  them  will  be  exposed  to  the  hazard  of  lead  paint 
poisoning.  ■ Currently,  approximately]20,0C0  children  are  Qdving  in  these  dwellings 
and  it  is  estimated  that  six  to  eight  thousand  of  these  children  have  significant 
levels  of  lead  in  their  blood.  Almost  all  areas  of  New  York  City  report  some  lead 
poisoning  cases  because  any  dwelling  'vm.th  lead  painted  interior  surfaces  can 
become  a source  of  toxic  lead.  At  the  present  time,  we  have  high  incidence  areas 
in  the  South  Bronx,  North  Manhattan,  Central  Broolclyn  and  the  Hockaway  section  of 
Queens.  These  areas  represent  once  fine  neighborhoods  where  high  quality  lead  paint 
had  been  used  extensively. 

Health  officials  in  New  York  City  banned  the  use  of  high  content  lead  paint  on 
indoor  surfaces  in  19^9-  However,  dangerous  buildings  containing  toxic  levels  of 
lead  were  generally  built  before  World  War  II.  It  is  in  such  older  buildings  a 
young  child  gains  access  to  paint  which  contair^s  high  levels  of  lead. 

Deaths  reported  due  to  lead  poisoning  have  dropped  sharply  over  the  past  ten 
years  in  New  York  City.  There  were  12  in  1999  and  two  in  1970.  At  the  same 
time,  the  number  of  lead  poisoning  cases  reported  to  the  Health  Department  has 
increased  over  the  last  ten  years  from  171  in  1999  to  727  in  19o9.  In  1970, 

2,61i9  cases  were  discovered.  In  the  first  five  months  of  this  year,  there 
have  been  669  cases.  By  our  current  definition  any  child  with  .06  mg. 
per  cent  of  lead  in  his  blood  is  considered  to  be  a "case."  This  value  is 
accepted  as  a significantly  abnoimal  level  of  lead  in  the  blood.  These  chil- 
dren as  a rule  do  rx)t  have  synptoms,  but  this  level  of  lead  in  the  blood  does 
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indicate  t;-70  things:  first,  that  the  child  has  access  to  lead  in  his  en- 

virorment,  and,  second,  that  the  child  is  taking  the  lead  into  his  system, 
probably  by  eating.  This  level  of  blood  lead,  therefore,  signals  a 
potentially  hariiiful  situation. 

Current  knowledge  on  lead  poisoning  leaves  much  to  be  desired.  The 
1? 

minimal  level  of  chronic  lead  exposure  which  can  cause  damage  to  a child’s 
nervous  system  'is  not  kno:ra.  The  .06  mg.  per  cent  level  represents  a border- 
line beyond  which  danger  may  lie.  VHaen  a child  with  .06  mg.  per  cent  is 
located,  it  is  important  that  he  be  brought  under  medical  supervision  and  his 
surroundings  carefully  examined  for  lead-containing  substances  which  could  on 
further  ingestion  cause  a toxic  level  to  occur. 

LEAD  POISOIENG  COIiTROL  PROGHAI^ 

In  January,  1970,  in  order  to  mount  a more  forceful  and  coordinated 
attack  on  the  lead  poisoning  problem,  the  New  lork  City  Health  Department 
created  a new  bureau,  the  Bureau  of  Lead  Poisoning  Control.  The  Bureau  was 
supported  by  start-up  funds  received  in  March  1970  and  approximately  2.2 
million  dollars  for  FY  '70- '71.  Our  approach  incorporated  several  considera- 
tions. First,  we  recognize  lead  poisoning  to  be  causally  related  to 
deteriorating  housing.  To  the  best  of  our  knowledge  lead  poisoning  does  not 
occur  in  modern  well  kept  housing  units.  The  long  term  solution  will  be  to 
replace  the  deteriorating  housing  of  the  inner  city  >ri.th  decent  housing. 

This  will  take  time  and  in  the  interim  period  we  feel  the  focus  of  our  approach 
should  be  the  child  >iho  is  in  danger  of  lead  poisoning  today,  whose  home  should 
be  first  in  line  for  repair.  This  child  should  be  protected  while  society 
determines  how  best  to  solve  the  housing  crisis. 

In  contrast  to  the  individual  patient  approach  which  tends  to  expend 
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program  energies  on  cases  vbich  are  knoinj  the  Bureau  of  Lead  Poisoning 
Control  has  taken  re^onsibility  for  all  cases  present  in  the  city.  A 
year  or  tuo  ago  ve  in  essence  tjaited  for  a child  to  walk  in  and  declare  ^ 

"I  have  pica."  Ifcw  i;e  actively  seek  out  cases  in  dim-lit  corridors  of 

deteriorating  buildings  and  worry  most  about  those  cases  not  yet  found. 

4 

17e  have  ignored  asking  the  classical  screening  question  "does  your 
child  have  pica't"  and  instead  stressed  the  dangerous  environment.  The  in- 
■^fomation  we  now  seek  is  "do  you  have  a young  child  who  is  e:^osed  to  a 
deteriorating  housing  environment?"  We  accepted  the  fact  that  a history  of 
pica  was  significant  but  we  rejected  the  fact  that  the  absence  of  such  a 
history  was  significant  in  deciding  which  child  should  be  screened. 

We  have  attempted  to  remove  guilt  from  the  mother  of  the  potentially 
lead  poisoned  child.  A child  can  eat  paint  chips  within  minutes,  and  every 
two  ye^  old  child  is  out  of  sight  of  its  mother,  minutes’  at  a time,  many 
times  during  a single  day.  By  keeping  such  reaZLity  in  mind  we  do  not  force  a 
mother  to  put  her  reputation  as  a mother  on  the  line  when  she  brings  her  child 
to  be  tested.  The  last  thing  we  want,  is  for  a mother  to  feel  that  if  her 
child  has  an  elevated  blood  lead  level  she  has  been  proven  "scientifically"  to 
be  a bad  mother. 

By  presenting  the  medical  community  iri.th  large  numbers  of  children  vri.th 
elevated  lead  levels,  the  diagnosis  of  lead  poisoning  can  no  longer  be  charac- 
terized as  a medical  center  curiosity.  It  is  now  recognized  as  a practical 
problem  of  every  day  pediatrics  in  New  York  City.  The  first  step  in  frequent 
diagnosis  is  awareness. 

In  the  long  run  we  hope  that  a blood  test  for  lead  poisoning  will  become 
part  of  a routine  childhood  examination  which  he  receives  at  his  regular 
health  facility.  It  is  e:<pected  that  as  the  prevalence  of  lead  poisoning'  in 
the  community  around  a hospital  is  demonstrated,  each  hospital  in  the  city  will 
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respond  by  incorporating  screening  tests  in  its  available  services. 

Oior  approach  includes: 

(1)  A coanimnity  out-reach  program  to 
encourage  and  facilitate  \ddespread 
community  participation  in  the  screen- 
ing program 

(2)  A health  education  program  aimed  not  only 
at  the  families  of  affected  children  but 
also  at  the  community  at  large  to  bring 
the  lead  poisoning  problem  .to  their 
attention 

(3)  A system  for  data  gathering,  evaluation 
and  management  control 

Tfihen  a child  in  Hew  Tork  City  is  found  to  have  a lead  level  of  .06  mg. 
per  cent  or  greater  in  his  blood,  the  Health  Department  immediately  notifies 
the  agency  or  physician  submitting  the  specimen.  A Healtli  DepartJiient  nurse 
and  sanitarian  visit  the  child’s  home.  The  nurse  discusses  the  situation  ■vdth 
the  family  and  helps  then  plan  for  medical  care.  The  sanitarian  takes  samples 
of  paint  and  plaster  from  the  apartment  to  determine  sources  of  lead  available 
to  the  child.  If  the  laboratory  finds  any  paint  samples  with  more  than  one 
per  cent  lead  content,  the  oxTnsr  is  ordered  by  the  Health  Commissioner  to 
correct  the  condition  -vm-thin  five  days.  At  present  about  one  landlord  in  six 
corrects  the  violations.  If  the  oxmer  fails  to  coirpily,  the  Emergency  Repair 
Program  of  the  City's  Housing  and  Development  Administration  is  requested  to 
send  a repair  team  to  do  the  vrork.  Hhen  the  -vrork  is  done,  the  ovmer  is  billed. 

All  hospitals  in  Hew  York  City  have  been  called  upon  to  screen  young 
children  xiio  may  have  teen  exposed  to  deteriorating  housing.  Ninety-fiv_ 
permanent  facilities  for  testing  are  cun'ently  in  operation,  in  addition  to 
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mobile  units  and  special  door  to  door  neighborhood  programs. 

During  1970  v;e  performed  87^000  blood  tests.  In  contrasty  during  all 
of  1969,  10 j COO  blood  samples  were  examined.  In  1971  ve  are  performing 
approximately  10,000  blood  tests  a month.  This  increase  in  the  nuraber  of 
children  tested  has  resulted  in  many  more  cases  being  uncovered.  For 
exaii^le,  in  August  1969 3 72  cases  of  lead  poisorJ.ng  were  reported  to  the 
New  York  City  Health  Department.  During  the  month  of  August  1970,  1^71 
cases  were  disco-vered.  More  cases  have  been  fovind  in  areas  which  we  knew 
were  high  risk  residential  neighborhoods.  But  >;e  also  foxmd  new  neighbor- 
hoods that  had  not  previously  been  considered  part  of  the  "lead  belt." 

City-wide,  we  have  found  about  three  per  cent  of  children  tested  have 
a level  of  .06  mg.  per  cent  or  higher.*  There  are  some  neighborhoods  which 
have  been  consistently  finding  five  per  cent  of  their  children  to  be  affected, 
such  as  the  Ft.  Greene  section  of  Brooklyn.  In  ore  of  our  neighborhood  out- 
reach programs  in  the  South  Bronx,  10  per  cent  of  the  children  (I'D  of  li39) 
were  found  to  have  significantly  elevated  levels.  These  children  with 
elevated  blood  levels  may  or  may  not  be  admitted  to  a hospital,  depending  on 
the  evaluation  of  the  physician  ^fao  sees  them.  Current  experience  shows  that 
about  28  per  cent  have  been  admitted  to  a hospital  where  they  may  remain  from 
one  to  four  weeks. 

"When  apartments  of  children  with  elevated  blood  lead  levels  are  inspected, 
7 per  cent  are  found  to  be  without  evident  deterioration  - without  apparent 
exposure  sites.  Of  the  remaining  apartments,  where  paint  sanples  are  taken ^ 

81  per  cent  have  had  some  high  lead  content  paint  identified,  b’e  do  know 
that  in  some  instances  ' the  child  is  exposed  in  another  household  >±iere  he  may 
be  with  a relative  or  a baby-sitter  for  part  of  the  day. 

We  hope  that  the  use  of  new  lead  detecting  equipment  which  ve  are  now 
field  testing  will  shed  more  light  on  the  situation. 

*The  accompanying  table  sho’..'s  9 per  cent  of  tests  in  this  range,  since  many 
children  with  an  elevated  lead  level  would  have  a repeat  test  performed. 
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Distribution  of  Blood  I^ead  Levels 
New  York  City,  1969^^  & 1970 


Blood  Level 
Micrograms 

Number 

1969 

of  Specimens 
1970 

% of  Total 

1969  1970 

<10 

125 

m 

0.1 

10 

157 

5,050 

5.9 

6,0 

20 

552 

26,650 

20.8 

31.5 

30 

738 

28,U22 

27.8 

33.6 

uo 

556 

13,582 

21.0 

16.1 

50 

319 

5,619 

12.0 

6.7 

60 

156 

2,757 

5.9 

3.3 

* 70-100 

135 

2,13U 

5.2 

2.5 

110  & over 

35 

15U 

l.U 

0.2 

Total 

2,6U8 

8U,U93 

ICO.O 

100.0 

* Blood  levels  for  coded  laboratory  slips 
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BUREAU  BUDGET 

The  Bureau,  of  Lead  Poisoning  Control  and  the  Emergency  Repair  Program 
have  separate  budgetiS.  The  annual  budget  of  the  Bureau  of  Lead  Poisoning 
Control  is  approximately  $2.2  million.  It  is  based  on  a projection  of 
100,000  children  tested,  2,^00  of  ivhom  are  found  "positive."  It  is  divided 
into  three  distinct  functions. 

It*  Finding  and  testing  children  for  elevated 
levels  of  blood  lead. 

% 

2.  Testing  dwelling  units  for  "leaded"  surfaces 

3.  Cass  follow-up  and  program  administration 

1.  Finding. and  Testing  Children 

a.  Forty-four  commvmity  health  workers  are  respon- 
sible for  locating  individual  children  exposed 
to  lead  poisoning  and  bringing  them  in  for 
testing  - cost  $25’0,7‘50. 

b.  Tvrenty-one  thousand  part-time  clinician  hours 
and  100,000  part-time  clerk  and  aide  hours  are 
provided  for  dra;ang  blood  samples  and  doing 
the  reqvdred  ancillary  vrork  - cost  $61^,300. 

. c.  In  the  Department  of  Health  Laboratories,  33 
employees  analyze  blood  and  paint  sanples  - 
cost  $33it,1^0. 

TOTAL  COST  OF  FINDING  AID  TESTING  CHILDHEN  $ l,2l;0,200 

or  $12.ii0  per  child  tested. 

2.  Testing  Dvrslling  Units  for  "Leaded"  Surfaces 

In  the  inspection  unit,  ^6  individuals,  including  1^  teams,  ' 
composed  of  a sanitary  inspector  and  a community  liaison  trainee,  are 
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responsible  for  investigating  the  home  and  secondary  emdronments  of  all 
cases.  This  nnit  reinspects  apartments  after  the  five  day  period  allowed 
ihe  otmer  to  correct  the  violation,  orders  the  Emergency  Repair  Program  to 
do  the  repairs  if  the  landlord  has  not  complied;  and  perfoms  reinspections . 
checking  the  quality  of  work  in  apartment  where  our.ers  have  complied. 

TOTAL  COST  0?  TESTING  F.'SLLING  UNITS  FOR 

“LEADED"  SURFACES  $ 323,000 

or  $129.00  per  case 

3.  Case  Follow-Up  and  Program  Administration 

Central  administration  and  s-urveillance  of  all  tests  and  cases, 
con5)uterized  record  keeping,  research,  epidemiology,  and  program  direction 
reside  in  a I4I;  man  central  bureau  staff. 

TOTAL  COST  OF  CASE  SURVEILLANCE  AND  AK-IIinSTRATION  $ 691,335 

or  $6.91  per  child  tested 

EMERGEIiCY  REPAIR  PROGRAM  BUDGET 

The  Emergency  Fapair  Program  budget  is  directly  related  to  the  amount 
of  lead  found  in  each  apartment.  ¥e  are  currently  finding  fewer  "leaded" 
surfaces  than  we  believe  are  actually  present  in  the  units  we  inspect.  An 
average  of  30  paint  samples  are  taken  from  each  dwelling  unit.  Tv;enty- three 
per  cent  of  surfaces  tested  are  positive,  i.e.,  contain  greater  than  one  per 
cent  lead.  Of  apartments  tested  in  1970,  68  per  cent  of  apartments  required 
repairs.  However,  our  sampling  techjiiques  have  improved  so  that  lead  is  found 
in  81  per  cent  of  the  apartments  tested  in  1971. 

It  is  now  costing  an  average  of  $E90.00  per  apartment  to  repair  the 
leaded  surfaces  we  find.  In  most  cases  walls  are  covered  with  wallboard 
from  floor  to  ceiling.  The  letter  viiich  is  sent  to  landlords  details  accep- 
table methods  of  coiTection  (attached) . 
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VJe  are  novj  testing  a nevr  x-ray  fluorescence  analyzer  to  detect  load 
in  apartnent  surfaces.  Prelirronary  reports  of  machines  of  this  type  indicate 
that  lt8  of  the  ^1  apartments  tested  had  significant  amounts  of  lead,  on  an 
average  of  V.^o  surfaces  per  room  in  each  apartment.  It  is  expected  that 
repair  costs  ijill  increase  to  $l,2o3  per  apartment  if  the  x-ray  fluorescence 
analyzer  detects  as  much  lead  as  preliminary  reports  would  indicate. 
Anticipatedtcost  of  “deleading"  an  apartment: 
a.  Dlp^ect  Labor  - one  crew  chief  and 

three  repair  aides  per  crevr  - 3 days  $1|7 6/apartment 

"b.  Hateiials  - sheetrock,  tape,  doors, 

trim,  paint  and  hardware  ^31/apartnent 

c.  Other  Sillies  and  Equipment  $ll^/apartment 

d.  Overhead  - Ancillary  and 

supervising  staff  $lll/apartment 

TOTAL  COST  OF  "DSLEADII-IG"  A1>I  AFARE'IE^rr  $ 1,263/apartnent 

Based  on  this  estimate,  a program  which  repairs  2,^00  apartments  a year 
would  cost  in  the  range  of  $3il3>7,500  for  apartment  rehabilitation  to  be  paid 
by  the  landlord  or  government  agency. 
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CONCLUSION 

The  New  York  City  e:cperience  has  been  presented  in  considerable 

detail  to  afford  this  Comittee  an  opportunity  to  see  the  extent  of 

the  lead  poisoning  problem  and  the  magnitude  of  the  effort  in  both 

personnel  nnd  financial  resources  necessary  to  attack  it.  In  1970, 

•i- 

2,6li9  cases  of  lead  poisoning  were  mcovered  in  New  York  City.  Yet, 
it  is  estimated  that  an  additional  ^,000  yo-ung  children  were  not  located 
by  our  program. 

The  solution  to  the  problem  of  lead  poisoning  is  the  eradication  of 
siibstarjdard  housjjig.  Until  such  time  as  the  social  cor.mitment  is  made  to 
prevent  lead  poisoning  by  eliminating  the  source,  screening  programs  to 
seek  out  children  in  danger  from  toxic  lead  are  necessary.  In  this  way 
damage  to  the  child  may  be  prevented  by  treatment,  and  repair  of  his 
environment  vjill  lessen  the  likelihood  that  further  episodes  of  lead 
poisoning  will  occur. 

Effective  ivide-scale  community  lead  poisoning  prevention  programs  can 
only  become  reality  with  major  federal  support.  We  strongly  recommend  that 
the  total  $30  million  authorized  by  the  Lead-Based  Paint  Poisoning  Preven- 
tion Act  of  1970  (P.L.  91-69^)  be  appropriated  in  order  tliat  our  city  and 
otliers  may  protect  children  from  this  very  serious  and  entirely  preventable 
disease. 
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ORDER  # 

THE  CITY  OF  NEW  YORK 
COMMISSIONER  OF  HEALTH 
Box  29 

ORDER  TO  LMDLORD/ AGENT 

t WORTH  STREET 

lEW  YORK  H.  r.  ^ 

TO:  _ • • 

Re:  Address 


Apt.  # Tenant 

WHEREAS,  dt  has  been  found  that  a person  residing  at  the  above  dwelling  unit  has  a 
blood-lead  level  of  0.06  milligrams  % or  higher,  and 

WHEREAS,  as  a result  of  an  inspection  conducted  by  this  Department  of  such  dwelling  ’ 
unit  on  , it  was  found  that  there  was  paint  on  the  following  interior 

Surfaces  of  such  dwelling  unit  which  contained  more  than  of  metallic  lead  based 
paint  dn  the  non-volatile  content  of  the  paint: 


NOW  THEREFORE,  in  accordance  with  the  provisions  of  Section  173.13(d)  of  the  New  York 
City  Health  Code,  you  are  hereby  ordered  and  directed  to  correct  such  conditions  as 
follows : 

1 . All  cracks,  breaks  and  other  openings  in  walls  must  be  plastered  smooth  and 
continuous,  and  the  walls  must  be  free  of  loose,  scaling  or  peeldng  paint. 

2.  The  walls  must  be  covered  with  wallboard  from  the  floor  to  the  ceiling,  or, 

3.  The  walls  must  be  covered  vriLth  wallboard  to  a height  of  four  feet  from  the 
floor,  and  above  the  height  of  four  feet  to  the  ceiling  the  walls  must  be 
covered  with  fabric  such  as  heavy  duty  coated  duck  or  canvas.  The  adhesive 
to  be  used  must  be  resistant  to  water,  mola  and  fungus.  Wallboard  must  be 
coated  with  paint  containing  no  more  than  1 ^ of  metallic  lead. 
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li,.  There  must  be  installed  at  the  junctures  of  the  wall  and  ceiling,  wall 
and  floor  and  wallboard  and  fabric,  new  moldings  properly  installed  to 
protect  against  loosening  of  the  covering  applied  and  to  prevent  insect 
and  rodent  harborage. 

All  cracks,  brealcs  and  other  openings  in  ceilings  must  be  plastered 
smooth  and  continuous,  the  ceilings  must  be  free  of  loose,  scaling  or 
peeling  paint,  and  the  siarface  must  be  coated  with  a paint  or  other 
substance  containing  no  more  t.han  of  metaUic  lead. 

6.  The  window  sills  and  frames,  cabinets,  doors  and  frames,  and  other 
interior  wooden  and  metal  surfaces  must  be  replaced  by  new  material 
or  the  paint  thereon  must  be  removed  to  the  wood  or  metal  by  one  or 
more  of  the  methods  described  below  and  must  be  coated  with  paint 
containing  no  more  than  T % metallic  lead. 


Unless  you  comply  substantially  with  this  Order  within  five  (5)  days  after  service 
hereof,  the  Department  of  Health  shall  request  the  Housing  and  Development  Admini- 
stration - Siiiergency  Repair  Program.  - to  execute  this  Order  pursviant  to  the 
provisions  of  Administrative  Code  Section  56ii-20.0  and  in  order  to  collect  the  cost 
thereof,  to,  among  other  things,  commence  collection  of  rents  directly  from  the 
tenants  and  place  a prior  lien  against  the  property.  In  addition,  failure  to  comply 
with  this  Order  constitutes  a Class  A itd.sdemeanor  punishable  as  prescribed  by  the 
Penal  Lavr. 

NOTE:  If  you  perform  the  work  in  cranpliance  id-th  this  Order,  you  are  eligible 

for  tax  exemption  and  tax  abatement  in  accordance  with  the  provisions 
of  Section  J 51-2.5  of  the  Administrative  Code  of  the  City  of  New  York, 
providing  the  premises  is  a Class  A Multiple  Dwelling.  For  the 
necessary  forms  contact  the  Housing  and  Itevelopment  Administration, 

Room  9173,  Division  of  Tax  Exemption- Tax  Abatement,  Office  of  Rehabili- 
tation Financing,  100  Gold  Street,  New  York,  N.  Y.  ICO36. 


Mary  C.  McLaughlin,  M.D.,  M.P.H. 
Commissioner  of  Health 


Dated; 
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PSmSSIBLS  METHODS  0?  PAW  REM07AL 

“niere  are  three  possible  methods  for  the  removal  of  paint  from 
interior  surfaces : 

a)  Use  of  solvents j 

b)  Bttmiug  or  softening  and  s craping j 

c)  Sanding  or  vire  bmshing. 

us©  of  solvents  within  an  apartment  or  dwelling  is  not  permitted 
unless  the  solvent  is  both  non-flammable  and  its  fxanes  are  non- toxic. 

Burning  or  softening  by  open  flame  wiUiin  a dwelling  are  not  permitted 
by  Fire  Department  regulations. 

Sanding  or  wire  brushing  create  a dispersion  of  finely  divided  lead  dust. 
These  cperstioas  must,  therefore,  be  limited  to  vacant  apartments  with  the 
operator  using  an  effective  respirator. 

Window  sills,  baseboards,  doors,  window  sashes  may  be  removed  to  an  out- 
door location  for  paint  removal. 

NOTICE 

During  the  course  of  the  inspection  on  , the  following 

conditions  were  also  noted  at; 


Peeling  paint  and/or  broken  plaster  was  also  found  at  the  following  locations: 


The  Department  of  Rent  and  Housing  Maintenance  has  been  notified  of  the 
aforementioned  conditions  for  such  action  as  is  deemed  appropriate. 


I^te : 


Mary  C.  McLaughlin,  M.D.,  M.P.H, 
Commissioner  of  Health 
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Emlanation  of  Wall  Nximbej;^, ; 

In  order  to  readily  identify  the  walls  referred  to  in  any 
given  room,  the  follo’.dng  piocednre  is  used: 

Standing  in  the  doorway  facing  into  the  rooa,  or  froja 
the  designated  doorway,  if  there  is  aaore  than  one: 

Wall  No,  1 is  the  wall  at  the  entrance. 

Wall  No,  2 is  the  vail  at  the  left. 

Wall  No,  3 is  the;  wall  opposite  the  entrance. 

Wall  No,  4 is  the  wall  at  the  right. 

For  Ej^aigrole : 


Wall  No.  3 


Note; 

If  yon  have  any  questions,  please  call  566-1747  or  4S 


IMPORTANT 


: 4s  soon  as  this  order  has  been  complied  with, 

he  sent  to:  Hr,  Ralph  Bran  del 

'inspection,  Repair  Servi*^^, 

' 100  Gold  Street,  I-’ew  York,  lU 

566  - 6530  or  566  - 65SS 


notification  dTionId 
to  facilitate  re- 
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Attached  hereto  are  copies  of  the  foUotjing; 

Section  173*13  of  the  Kew  York  City  Health  Code  relating  to 
lead  poisoning. 

A resolution  dated  January  1970  of  the  New  York  City 
Board  of  Health  amending  such  section. 

"Lead  Poison  Worst  Ever  at  260  Cases,"  frojn  the  New  York 
Tines,  1-Iay  12,  1970. 

"A  Clinic  Wars  on  Paint  Peril,"  fron  the  New  York  Post, 

Kay  15,  1970. 

"10^  in  Test  Have  Lead  Poisoning,"  fron  the  New  York  Post, 

June  19,  1970. 

"Two -Pronged  Attack  on  Pica,"  frcn  Medical  World  New’-s, 

August  II4,  1970. 

"Reports  on  Cases  of  Lead  Poisoning  Pj.se  300^  Here,"  fron 
the  New  York  Times,  February  3,  1971* 

"Toxic  Paint  is  Found  on  Hospitals'  Walls,"  from  the  New 
York  Times,  1-Iarch  10,  1971. 

"Che*vdjig  Lead  Pencils:  ?.eal  Cause  for  W^orry, " fron  the 

New  York  Times,  June  3,  1971. 

"Heavy  Lead  Content  in  Pencil  Paint, " fron  the  Daily  News, 

June  3,  1971. 

"More  Federal  Funds  Urged  for  the  Fight  Against  Lead  Poisoning 
in  Children,"  fron  the  New  York  Tines,  July  6,  1971. 

"Needed — More  Federal  Funds  to  Fight  Lead  Poisoning  in  Children, " 
Wills  Radio  Editorial,  July  8,  1971. 


1940 


Amended 


Amended 


§173.13  Lead  paint  ‘ ' < . ■ . - • 

.(a)  No  person  shall  possess,  sell,  hold  for  sale,  give  away  or  leave  in 
any  place  a paint  containing  more  than  one  percent  of  metallic  lead,  based 
upon  total  non-volatile  content  of  the  paint,  unless,  in  addition  to  the  mat- 
ter required  by  section  173.05,  the  labeling  bears  the  following  statement: 
“Contains  lead.  Harmful  if  eaten.  Do  not  apply  on  toys,  furniture  or  in- 
terior surfaces  which  might  be  chewed  by  children”.  This  subsection  does 
not  apply  to  marine  paints,  roof  cements  and  coatings,  automotive  finishes 
'which  are  not  sold  at  retail  or  to  paints  other  than  paints  for  toys,  child- 
ren’s .furniture  or  interior  surfaces  which  might  be  chewed  by  children, 
which  are  sold,  for  purposes  other  than  resale,  to  the  City  or  State  or  Fed- 
eral Government,  or  to  a manufacturer,  an  industrial  plant,  a public  utility 
or  metal  structural  contractor. 

(b) No  person  shall  manufacture  after  the  effective  date  of  this 
Code,  or  sell  or  hold  for  sale  after  one  year  after  the  effective  date  of 
this  Code,  children’s  toys  or  children’s  furniture  which  have  a paint  con- 
taining more  than  one  percent  of  metallic  lead  based  on  the  total  non- 
volatile content  of  the  paint. 

(c)  After  December  31,  1959,  no  person  shall  use  a paint  containing 
more  than  one  percent  of  metallic  lead  based  on  the  total  non-volatile  con- 
tent of  the  paint,  on  the  interior  walls,  ceilings  or  window  sills  of  any 

apartment  or  room  in  any  dwelling.  As  used  in  this  section,  dwelling  means 
any  building  or  structure  or  portion  thereof  which  is  occupied  in  whole 
or  in  part  as  the  home,  residence  or  sleeping  place  of  one  or  more  human 

beings. 

(d)  When  the  Department  finds  that  there  is  a paint  containing  more 
than  one  percent  of  metallic  lead  based  on  the  non-volatile  content  of  the 
paint  on  the  interior  walls,  ceilings  or  window  sills  of  any  dwelling,  it  may 
order  the  removal  of  the  paint,  under  such  safety  conditions  as  it  may 
specify,  and  the  refinishing  of  the  apartment,  room  or  part  of  a room  with 
a suitable  finish  which  is  not  in  violation  of  subsection  (c)  of  this  section. 

NOTES:  Subsection  (a)  is  derived  from  S.C  §230d(l)  and  (.3).  The  provisions  of 
S.C.  _§230d(4)  are  deleted  as  no  longer  necessary  and  the  r^uirement  of  S.C.  §230d 
(2)  is  found  in  section  173.05(i)  and  therefore  is  not  duplicated  here. 

Subsection  (b)  is  new. 

Subsection  (c)  is  new.  It  is  the  most  effective  means  of  reducing  deaths  and  in- 
juries to  children  from  lead  poisoning  since  the  vast  mn.jority  of  incidents  result  from 
ingestion  of  paint  on  fallen  pieces  of  plaster  and  paint  on  window  sills.  The  definition 
of  dwelling  is  identical  to  the  detinition  contained  in  Multiple  Dwelling  Law  §4(4). 

Subsection  (d)  is  new.  It  is  possible  for  the  Commissioner  to  order  removal  of 
lead  paint  under  section  131.01  of  this  Code,  which  pertains  to  removal  of  dangerous 
conditions,  but  the  Commissioner  would  not  then  have  the  power  to  order  repainting. 
Here  the  Board  specifically  declares  lead  paint  to  be  a dangerous  condition,  which, 
under  certain  circumstances,  the  Commissioner  can  order  removed. 
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HEALTH  SERVICES 
ADMINISTRATION 


DEPARTMENT  OF  HEALTH 

Resolation  Adopted 

Sir-^At  a.  meeting  of  the  Board  of  Health  of 
the  Departimst  of  Health  held  January  IS,  1970, 
the  followiag  resolution  was  adotped: 

RESOLVED,  that  subsection  (d)  of  section 
173.13  of  the  New  York  City  Health  Code,  as 
enacted  by  resolution  adopted  on  the  twenty-third 
day  of  March,  nineteen  hundred  fifty-nine  and  filed 
with  the  city  clerk  on  the  twenty-fourth  day  of 
March,  nineteen  hundred  fifty-nine,  be  and  the 
same  herdqr  is  amended,  to  be  printed  together 
with  explanatory  notes,  to  read  as  follows: 

(d)  (1)  Whca  the  Department  finds  that  there 
is  a paint  containing  more  than  one  percent  of 
metallic  lead  based  on  the  non-volatile  content  of 
the  paint  on  the  interior  wails,  ceilings,  doors, 
baselwards  or  window  sills  and  frames  of  any 
dwelling,  it  may  order  the  removal  of  the  paint, 
under  such  safety  conditions  as  it  may  specify, 
and  the  rcSaishing  of  such  interior  surfaces  of 
the  apartmest,  room  or  part  of  a room  with  a 
suitable  finidi  which  is  not  in  violation  of  subsec- 
tion (c)  of  this  section,  or  the  covering  of  such 
surfaces  with  such  materials  and  by  such  methods 
os  the  Department  may  direct  to  protect  the  life 
and  health  of  the  occupants  of  such  apartment  or 
room. 

(2)  When  the  Department  finds  that  there  is  a 
paint  containing  more  than  one  percent  of  metallic 
lead  based  on  the  non-volatile  content  of  the  paint 
on  the  interior  walls,  ceilings,  doors,  baseboards  or 
window  sills  and  frames  of  any  dwelling  and  fur- 
ther finds  tfat  the  blood-lead  level  of  any  person 
residing  in  such  dwelling  is  0.06  milligrams  per- 
cent or  higfter,  it  shall  order  the  removal  of  the 
paint,  under  such  safe^  conditions  as  It  may 
specify,  and  the  refinishing  of  such  interior  sur- 
faces of  the  apartment,  room  or  part  of  a room 
with  a suitable  finish  which  is  not  in  violation  of 
subsection  (c)  of  this  section,  or  the  covering  of 
such  surfaces  with  such  materials  and  by  such 
methods  as  the  Department  may  direct  to  protect 
the  life  and  healht  of  the  occupants  of  such  apart- 
ment or  rooa.  In  the  event  that  the  owner  or  other 
person  having  the  duty  or  liability  to  comply  wdth 
such  order  Ms  to  comply^ therewith  within  five 
(5)  days  ater  service  thereof  in  accordance  with 
me  provisions  of  section  564-21.0  of  the  Adminis- 
trative Code,  the  . Department  shall  request  the 
Housing  Development  Administration  to  execute 
such  order  porsuant  to  the  provisions  of  section 
564-20.0  of  Rich  Code. 

NOTES:  Subsection  (d)  is  new.  It  is  possible 
for  the  Coeamissioner  to  order  removal  of  lead 
paint  under  section  131.01  of  this  Code,  which  per- 
tains to  _ reHEJval  of  dangerous  conditions,  but  the 
Commissioner  would  not  then  have  the  power  to 
order  repainting.  Here  the  Board  specifically  de- 
clares lead  paint  to  be  a dangerous  condition, 
which,  under  certain  circumstances,  the  Commis- 
sioner can  wder  removed. 

Subsection  (d)  was  amended  by  resolution 
adopted  on  January  IS,  1970  to  authorize  the  De- 
partment to_  permit,  as  an  alternate  to  removal  of 
the  lead  paict  from  interior  surfaces,  the  covering 
of  such  surfaces  with  materials  and  bv  methods 
prescribed  by  the  Department.  This  will  overcome 
the  problems  faced  under  the  former  provision  oc- 
casioned by  the  hazards  of  e.xisting  paint  removal 
methods.  SosA  subsection  was  further  amended  to 
mandate  the  Department  to  order  the  removal  of 
the  lead  paint  or  the  covering  of  interior  surfaces 
containing  lead  paint  in  those  instances  where  a 
resident  of  flie  apartment  is  found  to  have  a blood- 
lead  level  eJ  0.06  milligrams  percent  or  higher, 
and  when  tke  person  responsible  for  removal  or 
covering  of  Ae  lead  paint  fails  to  do  so  within 
five  days  after  service  of  such  order  upon  him,  to 
request  the  Housing  Development  Administration 
to  execute  mch  order. 

Resolved  farther,  that  this  resolution  shall  take 
effect  immefiately. 

I,  Lorant*  Hockert,  Secretary  of  the  Board  of 
Health  of  Ae  Department  of  Health  of  the  City 
of  New  York,  do  hereby  certify  that  th^  foregoing 
is  a true  ««py  of  Section  173.13  of  the  New  York 
City  HealA  Code,  as  amended,  together  with  ex- 
planatory notes,  effective  immediately. 

In  testimony  whereof,  I have  hereunto  set  my 
hand  and  aSxed  the  seal  of  the  Department  of 
Health  this  19lb  day  of  Januarv.  1970.  j21 

LORANCE  HOCKERT,  Secretary. 
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Lead  Poison 
Worst  Ever 
At  260  Cases 

By  LAWRENCE  K.  ALTMAN 
Physicians  have  reported  260 
cases  of  lead  poisoning  in  chil- 
dren to  the  New  York  City 
Health  Department  during  the: 
first  four  months  of  this  year  | 
— more  than  for  any  other 
comparable  period. 

Health  officials  attribute  the 
rise  in  reports  to  recent  in-j 
creased  interest  on  tlie  part  of  I 
medical  and  community  leaders! 
in  this  old  medical-social  prob-| 
lem.  This  interest  led  to  ai 
release  of  city  funds  allowing  j 
the  Health  Department  to  testl 
more  blood  specimens 'for  lead, 
thereby  detecting  earlier  this! 
preventable  disease  of  the  ; 
home  environment.  i 

Health  officials  suspect  that  j 
the  higher  total  represents  just  ' 
a small  fraction  of  the  lead-  | 
poisoning  cases  here.  1 

8J)00  Cases  Estimated 
“Our  calculations  indicate  | 
that  there  are  about  8,000 
cases  -here,”  said  Dr.  Vincent  F. 
Guinee,  head  of  the  city’s  lead-! 
prevention  program.  Iri  ’an  in- 
terview, Dr.  Guinee  elaborated 
as  follows  on  some  of  the  statis- 
tics on  cases  of  lead  poisoning 
in  recent  years: 

^Ninety-three  per  cent  of  the 
lead  poisonings  occurred  among 
children  1 to  4 years  of  age. 

^Although  86  per  cent  of  the 
cases  were  among  chil- 
dren from  black  and  Spanish- 
speaking families,  youngsters 
from  these  groups  made  uo  less! 
than  half  the  city’s  population! 
for  that  age  range. 

<3The  727  cases  in  1969  were! 
the  highest  recorded  inj 
;the  city’s  history,  but  the  two! 
deaths  were  the  fewest  in  the 
last  decade.  The  most  deaths 
from  lead  poisoning  were  the 
19  in  1950. 

^None  of  the  1970  cases  re- 
ported thus  far  were  fatal. 

High  rates  among  young 
children  reflect  the  fact  that 
they  eat  the  lead  paint  peel- 
ing off  the  indoor  walls  of 
homes  built  before  World  War 
II.  Though  covered  with  neweri 
layers,  the  original  lead  paint 
remains  on  walls  in  many  older 
homes  in  poverty  areas  of  New 
York  and  other  American  cities. 

Since  World  War  II,  laws 
here  and  elsewhere  in  the  coun- 
try have  prohibited  the  use  of 
lead  paint  indoors. 

Even  the  Well-Fed  Do  It 
Studies  have  shown  that  half 
of  even  well-fed  children  eat 
things  like  paint,  clay,  plaster, 
dirt,  matches,  cigarette  butts 


or  cravons  that  are  not  food. 
Doctors  call  this  little-under- 
stood phenomenon  pica.  In  zoo- 
logy, the  pica  is  the  genus  con- 
taining the  magpies,  which  are 
omnivorous. 

Though  pica  usually  begins 
about  age  1 and  disappears  by 
age  5,  the  American  Academy 
of  Pediatrics  says  tliat  “as  many 
as  50  per  cent  of  mothers  of 
children  with  pica  also  have 
pica  themselves.’’ 

Because  the  intestine  can 
atjorb  only  small  amounts  of 
lead  at  any  one  time,  ingGstinnj 
of  tiny  amounts  of  lead  over  ai 
long  time  can  be  more  danger-! 
ous  than  eating  a larger  amountj' 
once.  Doctors  suspect  a child 
must  eat  lead  chips  for  about! 
three  months  before  symptoms! 
of  plumbism  — from  the  Latin 
for  load  poisoning — develop. 

Once  absorbed,  lead  can  af- 
fect almost  every  system  of 
the  body.  Most  of  the  heavy 
metal  is  stored  in  bones,  and 
appears  as  opaque  white  lines 
at  tlie  end  of  the  wrist  and  knee 
bones  on  X-rays  of  children 
with  severe  lead  poisoning. 

Because  lead  interferes  with 


Reporfed  Cases  of  Lead 
Poisoning,  New  York  City 

SCO  c.se. 
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the  body’s  manufacture  of 
hemoglobin,  the  oxygen-carry- 
ing protein  in  red  blood  cells, 
large  amounts  of  lead  cause 
anemia,  a deficiency  of  such 
cells.  When  doctors  ic>ok 
through  a microscope  at  stained 
specimens  of  blood  and  see 
blue  specks  on  the  red  cells 
they  may  suspect  lead  poison- 
ing. 

Symptoms  may  appear  insid- 
iously or  suddenly.  The  child, 
whose  gums  may  become  blue, 
m.ay  lose  his  appetite  for  food, 
vomit,  become  less  alert  and 
more  irritable,  have  temper  tan- 
trums, or  develop  a clumsy, 
„L..ggered  walk.  The  child  may 
complain  of  vagua  abdominal 
pains,  which  can  become  so 
severe  that  he  doubles  up  from 
spasm  of  the,  bowel.  This  symp- 
tom, called  “lead  colic,”  has 
fooled  doctors  into  unnecessary’ 
surgery  such  as  appendecto- 
mies. 
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Lead  can  cause  tiny  hemor- 
rhages m the  brain  leading  to' 
convulsions  and  coma.  The' 
metal  may  also  interfere  with! 


functioning  of  nerves  in  the 
arm  and  leg,  causing  a paraly- 
sis called  wrist  or  foot  drop. 

Doctors  want  to  detect  lead 
poisoning  as  early  as  possible 
to  prevent,  rather  than  treat, 
these  symptoms.  That  is  v/hy 
the  Health  Department  got  an 
infusion  of  $1.2-miillion  earlier, 
this  year  to  step  up  its  lead-i 
prevention  program. 

Action  begins  when  thej 
Health  Department  receives  a 
report  of  a case  of  lead  poison- 
ing, either  from  a practicing 
physician 'or  from  a blood  test 
■ performed  at  the  department’s! 
^ laboratories. 

The  most  reliable  method,  Dr. 
Guinee  said,  is  a laboratory 
test  perfonned  by  -a  process 
called  atomic-absorption  spec- 
|tophotometry.  The  Health  De- 
partment considers  abnormal  a 
blood  lead  level  of  60  micro- 
grams or  higher.  (A  microgram 
is  one-thousandth  of  a gram.) 

Some  doctors  had  hoped  that 
"he  ALA  (for  delta  amino  levu- 


4inic  acid)  would  be  the  easiest' 
screening  test  for  lead  poisoning. 

The  ALA  urine  test,  Dr.  Gui- 
nee said,  is  unreliable,  A Health 
Department  study,  supported; 
by  results  of  similar  ones  done: 
in  Chicago  and  Baltimore,' 
I found  that  the  urine  test  false-' 
lly  diagnosed  lead  poisoning  ia 
about  30  per  cent  of  children 
without  the  disease  and  failed 


to  detect  about  one-third  of| 
true  lead-poisoning  cases. 

.A.fter  receiving  a report  of  a 
positive  lead  test,  a Health  De- 
partment representative  takes 
samples  of  wall  paint  where, 
the  youngster  lives. 

If  "any  of  these  samples  is 
positive  for  lead,  the  Health 
Department  orders  the  landlord 
to  begin  removing  the  lead 
source  within,  five  days.  If  the 
landlord  fails  to  comply,  as 
has  happened  about  half  the 
time,  the  city’s  Emergency  Re- 
pair Program  does  the  work 
and  bills  the  landlord. 

Dr,  Guinee  said  the  Health 
^Department  was  detecting  lead 
I in  about  one-half  of  the  homes 
|of  children  suffering  from  lead 
I poisoning.  In  the  other  half,  Dr. 
'Guinee  said,  sampling  proce- 
dures may  have  missed  the 
hidden  lead  paint,  or  the  fam- 
ily may  have  failed  to  reveal 
other  homes  that  the  child  vis- 
ited, Mothers  who  work  while! 
I on  welfare  are  reticent  to  re- 
veal this  information  despite 
the  Health  Department’s  guar- 
antees of  confidentiality. 

Next  month,  the  Health  De- 
partment plans  to  begin  using 
a portable  miodel  of  a new 
lead  - detecting  machine  that 
New  York  University’s  depart- 
ment of  environmental  medi- 
cine developed  with  funds  from 
the  city’s  Health  Research 
Council.  It  is  hoped  that  this 
device  will  enable  an  inspector 
to  survey  an  entire  housing 
unit  without  removing  any 
paint  chips  and  to  increase  the 
accuracy  of  detecting  lead 
. paint  in  homes. 
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NEW  YORK  POST  6A970 


; Nearly  10  per  cent  of  the  children  tested  in  a crash 
■ program  in  the  Bronx  Saturday  were  found  to  have  lead 
•[poisoning,  the  Hunts  Point  Community  Corp.  revealed  today. 


I The  survey,  conducted  by 
[ the  Health  Dept,  and  Bronx- 

• Lebanon  Hospital  in  coopcra- 
1 tion  with  the  Community 
I Corp.,  revealed  that  of  435 
I children  tested  in  a four- 
I block  area,  40  had  lead  poi- 
I soning,  usually  caused  by 
i eating  flakes  of  lead-based 
L paints  in  old  tenement  build- 
j ings. 

‘ Bight  of  the  cases  were 
I pronounced  “extremely  se- 

• rious,”  and  the  children  in- 
involved  w'ere  immediately 
I hospitalized.  The  youngsters 
( ranged  in  age  from  7 to  7. 
V The  tests  were  conducted 
r door  to  dor  by  15  teams  of 


doctors  and  nurses  recruited 
by  the  hospital  and  the 
Health  Dept. 

In  making  the  results  pub- 
lic, Mrs.  Blanche  Sanchez, 
health  consultant  to  the  Com- 
munity Corp.,  said: 

^‘VVe  are  demanding  an  im- 
mediate attack  on  the  epi- 
demic of  lead  poisoning  in 
the  Hunts  Point  area.” 

She  called  for  more  city 
funds. to  relocate  the  area’s 
families  to  better  apartments 
and  to  continue  the  testing 
throughout  the  summer  sea- 
son, when  lead  poisoning 
cases  seem  more  common. 
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While  federal  action  against  the  lead- 
based  paints  that  poison  children 
has  reached  the  stage  of  congressional 
hearings,  one  city  is  already  showing 
what  a well-funded,  double-barreled 
attack  can  do.  Ne\v  York  City  uncov- 
ered four  times  as  many  cases  of  lead 
poisoning  this  luce  as  last.  In  June 
1969,  84  children  were  found  with  at 
least  0.06  mg%  lead  in  their  blood; 
during  the  corresponding  month  this 
year,  326  with  that  level  were 
identified. 

Most  lead-based  paint — outlawed 
in  New  York  City  since  1960 — was 
put  on  before  World  War  II.  Why  this 
spurt  in  detection?  One  big  reason 
was  the  establishment  in  January  of 
this  year  of  the  Bureau  of  Lead  Poi- 
soning Control  within  the  New  York 
City  Health  Department.  The  bureau 
was  set  up,  says  its  director,  Dr.  Vin- 
cent F.  Guinee,  to  find  affected  chil- 
dren and  repair  their  homes.  The  bu- 
reau’s budget  is  set  at  $2.4  million  for 
fiscal  1970-1971;  the  budget  for  the 
repairs  is  still  under  consideration. 

Estimates  of  the  nationwide  extent 
of  the  problem  range  from  250,000  to 
400,000  children  with  dangerous  lead 
levels  in  their  blood.  Dr.  Raymond  T. 


tion,  notes  that  cities  that  have  done 
lead  screening  have  found  5%  to  10% 
of  the  children  studied  had  levels  of 
0.05  mg%  or  more.  An  American 
Academy  of  Pediatrics  study  of  chil- 
dren living  in  houses  built  before 
World  War  II  in  several  cities  found 
10%  to  25%  had  lead  levels  that  high, 
and  2%  to  5%  had  clinical  symptoms 
compatible  with  lead  poisoning — mus- 
cle weakness,  dizziness,  headache, 
GI  disturbance,  palsy. 

The  New  York  bureau’s  emphasis 
is  primarily  one  of  preventive  medi- 
cine. When  a child  becomes  a “case” 
— when  the  0.06%  concentration  is 
found — he  is  referred  to  a doctor. 

Prevention  extends  to  the  premises 
that  fostered  the  case.  New  York  is 
unusual  among  large  U.S.  cities-,  ex- 
plains Dr.  Guinee,  in  having  both  a 
large-scale  case-finding  operation  and 
a housing-repair  requirement.  When- 
ever a case  is  found  in  the  city,  where 
most  residents  are  renters,  a sanitarian 
inspects  the  home  to  identify  leaded 
surfaces,  at  an  average  cost  of  over 
$200  per  inspection.  Then  the  landlord 
is  notified  to  repair  the  premises.  If  he 
fails  to  make  the  repairs,  the  city 
moves  in  and  does  so — at  the  land- 
lord’s expense. 

The  aggressive  program  to  find  af- 
fected children  includes  a variety  of 
methods,  says  Dr.  Guinee,  “to  get 
them  from  their  doorstep  to  ours.” 
Health  aides  knock  on  doors  in  prob- 
lem areas  and  spread  the  word  on  the 
importance  of  testing.  Teams  of  doc- 
tors and  paramedical  personnel  also 
visit  homes.  The  bureau  sometimes 
supplies  transportation  to  child  health 
stations,  and  mobile  units  have  been 
sent  into  high-risk  neighborhoods. 

In  the  District  of  Columbia,  where 
an  estimated  50,000  children  live  in 
substandard  housing  with  lead-based 
paint,  Robert  Scott,  director  of  the 
city’s  office  of  Volunteers  for  Interna- 
tional Technical  Assistance,  stresses 
the  importance  of  the  double-barreled 
approach.  He  feels  it  ridiculous  to  at- 


Crumbling  walls  with  pecVum  paint 
prove  invitation  to  lead  poisoning. 


tack  the  problem  without  preventive 
measures,  such  as  New  York’s  hous- 
ing repair  requirement.  Washington 
has  no  such  provision,  so  the  main  em- 
phasis there  is  on  education — inform- 
ing parents,  for  example,  that  the  paini 
around  them  is  potentially  more  dan- 
gerous than  a seven-pound  rat. 

Education  is  not  neglected  in  Nevv 
York,  where  the  lead  poisoning  con- 
trol bureau  has  supplied  a television 
advertisement  to  all  stations  in  the 
city.  Dr.  Guinee  describes  it  as  low-key 
non-scare,  non-guilt-producing.  In  it 
a little  girl  carries  a “pica  balloon’ 
and  explains  to  “Mr.  Neighbor”  thai 
pica  is  “when  kids  put  stupid  thing' 
in  their  mouths.”  Deftly,  the  ad  recog- 
nizes that  no  mother  can  watch  hei 
child  every  instant  and  gives  a tele- 
phone number  to  call  for  informatior 
about  checking  whether  her  chile 
might  be  affected. 

In  its  first  6'/2  months,  the  bureai 
has  tested  over  30,000  children.  Thi' 
compares  with  a health  departmeni 
total  of  about  10,000  for  all  of  1969 
In  its  first  month — January — the  pro- 
gram screened  175  children  a week 
Now  it  is  averaging  2,000  blood  test; 
a week.  Among  the  27,909  childrer 
tested  up  to  July  3,  the  program  founc 
801  cases. 

The  public  health  specialist  note: 
that  there  are  a few  semantic  problem: 
in  the  bureau’s  work.  First,  all  chil- 
dren with  blood  levels  of  0.06  mg% 
lead  are  called  “cases,”  which  con- 
notes illness.  Purists  might  also  quib- 
ble over  designating  these  cases  a: 
“poisoning”  when  the  child  has  in- 
gested a less-than-toxic  amount  ol 
lead.  Most  children,  says  Dr.  Guinee 
probably  will  not  have  symptoms  ai 
the  0.06  mg%  level,  chosen  in  New 
York  to  define  a “case”  in  the  absence 
of  national  standards.  But  the  level  i: 
a danger  signal.  And  when  a “case”  i: 
defined,  the  city’s  housing-repair  re- 
quirement can  be  imposed. 

But  Dr.  Guinee  does  not  seem  toe 
bothered  about  semantic  specificity 
Perhaps  that  is  because  he  is  con- 
cerned about  the  children  in  the  city’s 
dilapidated  housing  who  are  not  fin- 
icky when  they  pick  at  peeling  paint.  ■ 
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'HE  NEW  YORK  TIMES,  TUESDAY.  FEBRUARY  23,  1971 


Reports  on  Cases 
Of  Lead  Poisoning 
'Rise  8d0%  Here 


By  testing  the  blood  of  87,- 
000  slum  children  here,  the 
Health  Department  was  able 
|to  identify  2,649  victims  of  lead 
.poisoning  during  1970  — nearly 
four  times  the.  number  found 
the  Receding  year. 

Dr.  Vincent  F.  Gulnee,  chief 
of  the  department’s  new  bureau 
of  lead-poisoning  control,  alsoj 


The  bureau  of  lead  poisoning, 
was  established  in  January,* 
1970,  and  got  a budget  of  $2.4- 
million  for  the  fiscal  year  1970- 
71. 

Lead  poisoning  occurs  most 
frequently  among  children 
under  5 who  nibble  at  chips 
of  paint  and  plaster  in  deteri- 
orating slum  tenements.  Lead 
is  not  excreted  from  a child’s 
body  but  is  stored,  mostly  in 
the  bone  marrow.  Depending 
on  the  amount  swallowed,  it 
can  cause  anemia,  cramps,  kid- 
ney dysfunction,  convulsions, 
severe  mental  retardation  and 
death. 

A major  benefit  of  the  detec- 


announced  yesterday  that  3.200 
tenement  houses  had  been  program.  Dr.  Guinea  said, 

spected  last  year,  and  of  these, | is  a growing  public  awareness 
1,848  were  found  to  contain  i of  the  problem.  Because  the 


symptoms  often  are  not  appar- 
ent until  the  damage  has  been 
done,  even  physicians  have 
frequently  been  slow  in  diag- 
nosing lead  poisoning. 

When  his  bureau  was  estab- 


j toxic  amounts  of  lead  paint. 

' The  owners  of  these  apart- 
ments, eight  times  the  number 
of  contaminated  dwellings  de- 
tected the  year  before,  were 
ordered  to  have  the  lead-painted  1 Wished  a year  ago.  Dr.  Guinea 
surfaces  covered  with  wallLf^^‘'“^’  estimated  that 

, tnere  were  cetvveen  o.OuO  and 

* 'S.OCD  c.nildren  with  dangerous 

Tnese  rigures  do  not  neces-qgad  levels  in  their  blood, 
sarilir  reflect  an  increase  in  the!  The  cases  “hardest  to  reach,” 
number  of  .cases  but  rather  an 'j,.  said,  involve  carents  who 
mteasitioation  of  the  city’s  pro-  j-now  abut  ‘lead  Doison 


“^igram  of  detection  and  treat- 
jment  of  lead  poisoning. 


ing,  don’t  care,  or  aren’t  any- 
where near  their  children. 
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Toxic  Paint  Is  Found 
On  Hospitals*  Walls 

' The  cit/s  year-old  cam- 
paign to  eliminate  lead  poi- 
soning among  slum  children 
has  turned  up  another  hazard 
— highly  toxic  paint  on  the 
walls  of  hospital  pediatric 
wards« 

A survey  by  the  Health  De- 
partment’s Bureau  of  Lead 
Poisoning  Control  showed 
that  20  per  cent  of  the  city’s 
hospitals,  public  and  private, 
had  high  lead  paint  levels. 

Lead  levels  are  particularly 
toxic  at  four  municipal  hospi- 
tals, the  survey  shows.  These 
are  Lincoln,  Kings  County, 
Morrisania  and  Bellevue.  Re- 
pairs are  already  under  way 
at  Lincoln  and  Kings  County 
hospitals. 

Dr.  Vincent  Guinee,  direc- 
tor of  lead  poisoning  control, 
commented  yesterday  that 
the  risk  was  relatively  slight 
for  hospitalized  children, 
since  they  were  under  closer 
supervision  than  at  home. 


DAILY  NEWS,  THURSDAY,  JUNE  3,  1971 
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By  JOaN  GEHRKE 
Many  wood  pencils  sold  in  the 
city  are  coated  with  paint  con- 
taining high  levels  of  lead,  Dr. 

Vincent  F. 
Guinee,  director 
of  the  Bureau 
of  Lead  Poison- 
ing Control, 
warned  yester- 
day. 

“As  we  all 
know  children 
chew  on  pen- 
cils,” Guinee 
said  in  a form 
letter  mailed  to 
pencil  nianu-  ' 
facturing  com- 
panies and  the  ' 
Pencil  Makers  Association.  “The 
presence  of  lead-coated  pencils 
on  the  market  clearly  represents 
an  unnecessary  exposure  to  lead 
paint  of  all  children  using  these 
pencils.” 

Guinee  also  notified  the  Food 
^ and  Drag  Administration  that  17 
r brands  of  pencils  manufactured 
by  six  companies  contained  “a 
substantial  amount  of  lead.” 

Many  of  the  pencils  tested 
showed  a 209o  lead  content  in 
the  paint  and  some  were  as  high 
as  SOTc.  The  city’s  health  code 
considers  paint  containing  more 
than  17c  lead  as  dangerous.  Alto- 
gether, 51  of  138  pencils  sampled 
— all  were  sold  in  the  city — con- 
tained substantial  amounts  of 
lead. 

Calls  It  Inexcusable 
“It  is  inexcusable,”  Guinee  said. 

“for  manufacturers  to  use  lead  | 
paint  on  their  pencils  when  non- 
leaded  paint  can  be  so  easily 
substituted.” 

The  pencils  with  lead  paint 
were  discovered  by  a Health  De- 
partment inspector  during  a rou- 
tine check  of  an  apartment  for 
lead  paint.  Inspections  are  made 
_ ^ when  significant  levels  of  lead 
are  found  in  a child’s  blood 
sample. 

The  inspector  noticed  that  the 
child  had  been  chewing  on  pen- 
cils. Chemical  analysis  of  the 
pencils  showed  that  the  paint  cov- 
ering them  had  a lead  content  of 


Dr.  Vincent 
Guinee 
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Chewing  Lead  Pencils: 

Real  Cause  lor  Worry 

Pencil  chewers  now  have 
more  reason  to  be  nervous 
than  ever  before. 

The  city’s  Health  Depart- 
ment said  yesterday  that  pos- 
sibly one-third  of  the  wood- 
en pencils  sold  here  were 
coated  with  leaded  paint.  In  . 
seme  pencils  the  lead  content 
is  as  hdgh  as  30  per  cent,  it 
was  announced. 

“It’s  ironic,”  said  Dr.  Vin- 
cent F.  Guinee,  director  of 
the  Health  Department’s  Bu- 
reau of  Lead  Poisoning.  “In 
the  beginning,  we  went  out 
of  our  way  to  assure  people 
that  the  lead  in  pencils  didn’t 
have  anything  to  do  with 
lead  poisoning,”  he  said. 

“Now,  we  find  out  it’s  the 
coating.” 

An  initial  sampling  of  138 
pencils  sold  in  New  York 
found  that  51  contained  a 
substantial  amount  of  lead. 

Some  contained  none. 

Dr.  Guinee  said  the  de- 
partment had  learned  that 
the  pencil  coatings  were 
poisonous  in  April,  when  an 
inspector  traced  the  lead  poi- 
soning of  a 20-month-old 
Bron.x  infant  to  his  pencil  i 
chewing.  - , 
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NEEDED  ~ MORE  FEDERAL  FDI^DS  TO  FIGHT  LEAD  POISONING  IN  CHILDRM 


Last  January^  President  Richaixi  Nixon  signed  into  law  a bill  authorizing 
a 2$  million  dollar  Federal  Program  to  combat  the  problem  of  lead  poison- 
ing in  children.  Now,  the  administration  is  asking  for  an  appropriation 
of  just  2 million  dollars  to  implement  the  program,,,, a sum  which 
critics  contend  is  far  too  little  to  make  a significant  dent  in  the 
problem.  One  of  these  critics  is  Manhattan  Ccngressm.an  William  F.  Ryan 
who  was  the  principal  author  of  the  original  bill.  Congressman  Ryan 
calls  the  amount  requested  by  the  Department  of  Health,  Education  and 
Welfare  an  affront.  He  contends  it  now  costs  more  than  5 million 
dollars  a year  to  care  for  several  thousand  children  who  suffer  moderate 
to  severe  damage  from  lead  poisoning. 

The  2 million  dollars  requested  by  H.E.W,  is  less  than  New  York  City 
alone  spends  to  control  lead  which  is  primarily  a hazard  for  young 
children  in  urban  slums.  These  youngsters,  for  reasons  that  are  still 
unkno^•^n,  eat  chips  of  now  illegal  lead  based  paint  that  flakes  off  the 
walls  and  woodwork  of  old  apartments  and  houses.  A few  small  chips  a 
day  over  a period  of  a few  months  can  cause  permanent  brain  damage  or 
death.  Congressman  Ryan  says  that  across  the  country  about  200  children 
die  each  year  and  another  800  suffer  such  severe  brain  damage  that  they 
must  be  institutionalized  for  the  rest  of  their  lives.  This  alone  costs 
more  than  3 million  dollars  annually.  Dr,  Vincent  Guinee,  head  of  New 
York  City’s  excellent  program*,  one  of  the  best  of  the  few  such  efforts  in 
the  country,  says  his  department  could  use  another  2 million  dollars.  The 
City  now  spends  more  than  2 million  dollars  a year  just  for  casefinding 
and  inspection.  Surely,  the  nation  can  afford  to  do  more  to  ccmbat  a 
problem  which  may  endanger  the  lives  of  as  many  as  I;00,000  of  its  youngest 
citizens. 


Mr.  Charles  F.  Appel 

Editorial  Director 

>niNS  - Radio^  New  York  City 
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LEAD  PAINT  POISONING 

Dr.  GtiiNEE.  I want  to  thank  you  for  giving  me  the  opportunity  to 
be  present  this  morning.  I am  Dr.  Vincent  Guinee,  director  of  the 
New  York  City  Health  Department’s  Bureau  of  Lead  Poisoning 
Control.  I would  like  to  describe  to  the  committee  the  problem  of 
lead  paint  poisoning  in  New  York  City  and  the  essential  elements  of 
our  program. 

Lead  exposure  is  one  of  New  York  City’s  major  pediatric  problems. 
It  is  estimated  that  450,000  apartment  units  in  New  York  City  are 
in  such  a state  of  disrepair  that  a child  living  in  them  will  be  exposed 
to  the  hazard  of  lead  paint  poisoning. 

Currently,  approximately  120,000  children  are  living  in  these  dwell- 
ings and  it  is  estimated  that  6,000  to  8,000  of  these  children  have 
significant  levels  of  lead  in  their  blood.  Almost  all  areas  of  New  York 
City  report  some  lead  poisoning  cases  because  any  dwelling  with  lead 
painted  interior  surfaces  can  become  a source  of  toxic  lead. 

Deaths  reported  due  to  lead  poisoning  have  dropped  sharply  over 
the  past  10  years  in  New  York  City.  There  were  12  in  1959  and  two 
in  1970.  At  the  same  time,  the  number  of  lead  poisoning  cases  reported 
to  the  health  department  has  increased  over  the  last  10  years  from 
171  in  1959  to  727  in  1969. 

In  1970,  2,649  cases  were  discovered.  In  the  first  5 months  of  this 
year,  there  have  been  669  cases.  By  our  current  definition,  any  child 
with  0.06  milligram  percent  of  lead  in  his  blood  is  considered  to  be  a 
“case.” 

This  value  is  accepted  as  a significantly  abnormal  level  of  lead  in 
the  blood.  These  children  as  a rule  do  not  have  symptoms,  but  this 
level  of  lead  in  the  blood  does  indicate  two  things : First,  that  the  child 
has  access  to  lead  in  his  environment,  and,  second,  that  the  child  is 
taking  the  lead  into  his  system,  probably  by  eating.  This  level  of  blood 
lead,  therefore,  signals  a potentially  harmful  situation. 

Current  knowledge  on  lead  poisoning  leaves  much  to  be  desired. 
The  minimal  level  of  chronic  lead  exposure  which  can  cause  damage 
to  a child’s  nervous  system  is  not  known.  The  0.06  milligram  percent 
level  represents  a borderline  beyond  which  danger  may  lie. 

When  a child  with  .06  milligram  percent  is  located,  it  is  important 
that  he  be  brought  under  medical  supervision  and  his  surroundings 
carefully  examined  for  lead-containing  substances  which  could  on 
further  ingestion  cause  a toxic  level  to  occur. 

When  a child  in  New  York  City  is  found  to  have  a lead  level  of  0.06 
milligram  percent  or  greater  in  his  blood,  the  health  department  imme- 
diately notifies  the  agency  or  physician  submitting  the  specimen. 

A health  department  nurse  and  sanitarian  visit  the  child’s  home.  The 
nurse  discusses  the  situation  with  the  family  and  helps  them  plan  for 
medical  care.  The  sanitarian  takes  samples  of  paint  and  plaster  from 
the  apartment  to  determine  sources  of  lead  available  to  the  child. 

If  the  laboratory  finds  any  paint  samples  with  more  than  1 -percent 
lead  content,  the  owner  is  ordered  by  the  health  commissioner  to  cor- 
rect the  condition  within  5 days.  At  present,  about  one  landlord  in  six 
corrects  the  violations.  If  the  owner  fails  to  comply,  the  emergency 
repair  program  of  the  citv’s  housing  and  development  administration 
is  requested  to  send  a repair  team  to  do  the  work.  When  the  work  is 
done,  the  owner  is  billed. 
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During  1970  we  performed  87,000  blood  tests.  In  contrast,  during 
all  of  1969,  10,000  blood  samples  were  examined.  In  1971  we  are  per- 
forming approximately  10,000  blood  tests  a month.  This  increase  in 
the  number  of  children  tested  has  resulted  in  many  more  cases  being 
uncovered. 

For  example,  in  August  1969,  72  cases  of  lead  poisoning  were  re- 
ported to  the  Aew  York  City  Health  Department.  During  the  month 
of  August  1970,  471  cases  were  discovered.  More  cases  have  been  found 
in  areas  which  we  knew  were  high-risk  residential  neighborhoods.  But 
we  also  found  new  neighborhoods  that  had  not  previously  been  con- 
sidered part  of  the  “lead  belt.” 

The  bureau  of  lead  poisoning  control  and  the  emergency  repair  pro- 
gram have  separate  budgets.  The  annual  budget  of  the  bureau  of  lead 
poisoning  control  is  approximately  $2.2  million.  It  is  based  on  a pro- 
jection of  100,000  children  tested,  2,500  of  whom  are  found  “positive.” 
It  is  divided  into  three  distinct  functions : (1)  finding  and  testing  chil- 
dren for  elevated  levels  of  blood ; (2)  testing  dwelling  units  for  leaded 
surfaces;  (3)  case  followup  and  program  administration. 

The  total  cost  of  finding  and  testing  children  is  $1,240,200,  or  $12.40 
per  child  tested.  The  total  cost  of  testing  dwelling  units  for  leaded  sur- 
faces is  $323,000,  or  $129,000  per  case.  The  total  cost  of  case  surveil- 
lance and  administration  is  $651,335,  or  $6.51  per  child  tested. 

The  emergency  repair  program  budget  is  directly  related  to  the 
amount  of  lead  fomid  in  each  apartment.  We  are  currently  finding 
fewer  “leaded”  surfaces  than  we  believe  are  actually  present  in  the 
units  we  inspect.  An  average  of  30  paint  samples  are  taken  from  each 
dwelling  unit. 

Twenty-three  percent  of  surfaces  tested  are  positive,  and  so  forth, 
contain  greater  than  1 percent  lead.  Of  apartments  tested  in  1970,  68 
percent  of  apartments  required  repairs.  However,  our  sampling  tech- 
niques have  improved  so  that  lead  is  found  in  81  percent  of  the  apart- 
ments tested  in  1971. 

It  is  now  costing  an  average  of  $450  per  apartment  to  repair  the 
leaded  surfaces  we  find.  In  most  cases,  walls  are  covered  with  wall- 
board  from  floor  to  ceiling.  The  letter  which  is  sent  to  landlords  de- 
tails acceptable  methods  of  correction. 

We  are  now  testing  a new  X-ray  fluorescence  analyzer  to  detect 
lead  in  apartment  surfaces.  Preliminar}-  reports  of  machines  of  this 
type  indicate  that  48  of  the  51  apartments  tested  had  signiflcant 
amounts  of  lead,  on  an  average  of  two  surfaces  per  room  in  each  apart- 
ment. 

It  is  expected  that  repair  costs  will  increase  to  $1,263  per  apartment 
if  the  X-ray  fluorescence  analyzer  detects  as  much  lead  as  preliminary 
reports  would  indicate. 

The  New  York  City  experience  has  been  presented  in  considerable 
detail  to  afford  this  committee  an  opportunity  to  see  the  extent  of  the 
lead  poisoning  problem  and  the  magnitude  of  the  effect  in  both  the 
personnel  and  financial  resources  necessary  to  attack  it. 

In  1970,  2,649  cases  of  lead  poisoning  were  uncovered  in  New  York 
City.  Yet,  it  is  estimated  that  an  additional  5,000  young  children  were 
not  located  by  our  program. 

The  solution  to  the  problem  of  lead  poisoning  is  the  eradication  of 
substandard  housing.  Until  such  time  as  the  social  commitment  is 
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made  to  prevent  lead  poisoning  by  eliminating  the  source,  screening 
programs  to  seek  out  children  in  danger  from  toxic  lead  are  necessary. 
In  this  way,  damage  to  the  child  may  be  prevented  by  treatment,  and 
repair  of  his  environment  will  lessen  the  likelihood  that  further 
episodes  of  lead  poisoning  will  occur. 

Effective  wide-scale  community  lead  poisoning  prevention  pro- 
grams can  only  become  reality  with  major  Federal  support.  We 
strongly  recommend  that  the  total  $30  million  authorized  by  the  Lead- 
Based  Paint  Poisoning  Prevention  Act  of  1970  (Public  Law  91-695) 
be  appropriated  in  order  that  our  city  and  others  may  protect  children 
from  this  very  serious  and  entirely  preventable  disease. 

Senator  Fong.  The  budget  now  provides  for  $2  million,  is  that 
correct  ? 

Dr.  Guinee.  $2  million,  is  currently  being  considered  according  to 
what  I see  in  newspaper  articles.  Our  current  budget  in  New  York 
City  alone  is  $2.2  million.  I think  it  is  important  that  the  Federal 
funds  be  increased  in  this  area. 

F rom  what  I understand,  $30  million  has  been  authorized  under  the 
program.  Out  of  New  York  City  funds  our  program  is  totally  financed 
by  New  York  City.  There  are  no  Federal  funds  in  this  program. 

Senator  Fong.  Thank  you. 

Statement  of  Mr.  Goldfeld 

TREATMENT  OF  ALCOHOLISM 

Senator  Fong.  Mr.  Goldfeld,  do  you  have  a statement? 

Mr.  Goldfeld.  Yes,  on  a separate  issue.  My  name  is  Kobert  Gold- 
feld, director.  Bureau  of  Alcoholism  Services,  Department  of  Mental 
Health,  New  York  City. 

The  Hughes  bill,  which  was  enacted  at  the  end  of  last  session,  au- 
thorized expenditures  during  fiscal  1971-72  of  $100  million  for  the 
treatment  of  alcoholism.  In  supporting  an  appropriation  under  the 
Hughes  bill  of  the  full  amount  authorized,  I want  to  describe  for  the 
subcommittee  the  outlines  of  the  problem  faced  by  New  York  City  and 
the  steps  that  it  has  already  taken  and  is  prepared  to  take  should  Fed- 
eral money  become  available. 

What  I cannot  emphasize  enough  is  that  failure  to  appropriate  a 
substantial  amount  of  money  will  at  the  minimum,  delay  for  1 year 
implementation  of  a comprehensive  alcoholism  treatment  system  for 
New  York  City.  Such  a delay  will  mean  not  touching  more  than  9,000 
alcoholics  who  could  otherwise  have  been  treated  comprehensively 
with  significant  expectations  for  their  return  to  a productive  role  in 
society. 

New  York  City,  like  much  of  the  Nation,  suffers  from  the  enormous 
personal,  social,  and  economic  costs  of  alcoholism.  An  estimated  15  to 
25  percent  of  the  families  on  public  assistance  are  plagued  with  alco- 
hol problems  that  contribute  to  their  dependency.  Alcoholism  is  both 
an  underlaying  cause  of  heroin  addiction  and  a bar  to  effective  treat- 
ment of  many  addicts. 

Cross-addiction  with  heroin  is  itself  a major  problem.  Alcoholics 
account  for  approximately  one-third  of  the  patients  in  the  city’s  mu- 
nicipal hospitals  and  for  an  even  larger  portion  of  the  patients  in 
mental  and  tuberculosis  institutions.  The  economic  costs  of  alcoholism. 
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measured  in  terms  of  lost  wages  and  productivity,  run  to  the  hundreds 
of  millions  of  dollars. 

An  effective  treatment  and  rehabilitation  program  reaching  a sig- 
nificant portion  of  the  alcoholic  population  would  not  only  help  the 
thousands  of  people  to  recover  from  this  disabling  disease,  but  would 
also  reduce  the  burdens  that  alcoholism  imposes  upon  the  city  and  its 
residents. 

Such  a comprehensive  program  does  not  now  exist.  Present  New 
York  City  alcoholism  services  are  underfinanced,  fragmented,  and  lim- 
ited in  scope.  In  all  of  the  city  there  are  less  than  100  beds  devoted  to 
detoxification,  approximately  65  beds  for  short-term  inpatient  re- 
habilitation and  space  for  fewer  than  3,000  persons  in  outpatient 
clinics. 

There  are  no  halfway  houses  for  alcoholics.  During  fiscal  1971,  the 
funds  available  from  all  public  sources  for  treating  alcoholism  amount- 
ed to  barely  $2  million.  Including  private  agencies,  the  existing  treat- 
ment network  reaches  less  than  2 percent  of  the  city’s  300,000  alcohol- 
ics each  year. 

The  effectiveness  of  the  limited  facilities  that  presently  exist  is  re- 
duced by  the  fragmentation  of  the  system.  Effective  treatment  de- 
mands coordination  of  a number  of  treatment  modalities  directed  at 
social,  medical,  and  psychological  problems  of  the  alcoholic  patient. 
Most  existing  treatment  centers  deliver  a single  type  of  service  only, 
such  as  detoxification,  outpatient  care,  inpatient  rehabilitation,  shelter, 
food,  family  casework,  or  employment  counseling.  Typically,  the  pro- 
grams do  not  provide  for  the  necessary  continuity  between  the  vari- 
ous stages  of  treatment.  No  agency  offers  a really  comprehensive 
range  of  services. 

The  almost  unbelievable  gap  between  needs  and  services  has  been 
recognized  by  the  city’s  health  services  administration.  A new  bureau 
of  alcoholism  services  has  recently  been  created  in  the  department  of 
mental  health,  one  of  HSA’s  component  agencies. 

The  city  bureau  of  the  budget  has,  despite  the  city’s  fiscal  plight, 
provided  sufficient  funds  for  the  staff  necessary  to  plan  a comprehen- 
sive alcoholism  program  for  New  York  City  and  to  supervise  and 
evaluate  its  implementation. 

The  new  'bureau  has  developed  a detailed  program  for  providing 
comprehensive  alcoholism  treatment  services  in  the  city.  This  program 
calls  for  the  establishment  of  six  hospital-based  treatment  centers  dur- 
ing fiscal  1972.  Each  center  will  offer  a comprehensive  range  of  services 
taking  the  patient  from  arrival  through  the  various  steps  leading 
to  his  return  to  a functioning  role  in  society. 

Each  center  will  be  able  to  handle  at  least  1,500  patients  a year.  Each 
will  include  three  basic  units,  a hospital  detoxification  unit  of  25  beds, 
a therapeutic  halfway  house  with  50  beds,  and  an  outpatient  clinic  with 
an  active  on-roll  capacity  of  500  patients. 

A center  will  provide  services  directed  at  all  the  problems  related  to 
the  patients’  alcoholism  and  will  stress  continuity  among  the  various 
stages  of  the  treatment  process.  Most  patients  will  enter  the  treatment 
system  through  the  detoxification  unit.  There  an  alcoholic  will  receive 
inpatient  care,  perhaps  5 days,  until  free  of  alcohol  and  there  the 
alcoholic  will  benefit  from  psychotherapy. 

After  detoxification,  most  patients  will  receive  longer  term  treat- 
ment at  the  outpatient  clinic,  which  ^vdll  include  group  therapy  and 
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individual  counseling  capay  e of  being  directed  at  a broad  range  of 
social  problems. 

Some  patients,  however,  will  not  be  able  to  return  to  their  entry 
environment.  The  halfway  house  is  designed  for  these  patients.  They 
will,  in  a controlled  environment,  be  able  to  begin  transition  to  a 
normal  life. 

Implementation  of  the  plan  for  the  treatment  centers  is  proceeding 
rapidly.  I have  met  with  hospital  administrators  in  priority  areas 
throughout  the  city  and  have  found  great  willingness  on  the  part  of 
hospitals  to  commit  beds  and  staff  to  the  treatment  of  alcoholism. 

Two  hospitals  have  definitely  agreed  to  establish  treatment  centers 
if  funds  can  be  found.  Four  others  are  strong  possibilities.  A number 
of  other  hospitals  are  very  much  interested.  The  staff  of  the  bureau 
is  working  with  the  staffs  of  the  various  hospitals  to  begin  opening 
treatment  centers  as  quickly  as  possible.  We  believe  the  first  compre- 
hensive treatment  center  could  open  in  the  fall  and  others  during  the 
winter. 

The  obstacle  to  rapid  implementation  of  the  city’s  alcoholism  treat- 
ment program  is  lack  of  funds.  The  costs  of  operating  each  treatment 
center  will  be  just  under  $1  million  a year.  The  city  and  State  will  not 
be  able  to  bear  a substantial  part  of  the  $6  million  a year  required  to 
operate  the  six  treatment  centers. 

A sizeable  appropriation  for  fiscal  1971-72  under  the  Hughes  bill 
would  provide  funds  that  are  essential  to  carry  out  New  York  City’s 
program. 

The  Hughes  bill  is  a major  piece  of  legislation  aimed  at  one  of 
America’s  most  serious  health  problems.  New  York  City  has  responded 
to  the  hopes  that  this  legislation  has  raised.  The  opportunity  for  real 
programs  against  alcoholism  must  not  be  lost  through  delay  in  appro- 
priating funds. 

For  our  part,  New  York  City  is  prepared  to  spend  the  money  wisely 
and  right  now.  A failure  by  Congress  to  make  such  an  appropriation 
will  needlessly  delay  the  opening  of  the  city’s  six  proposed  treatment 
centers  by  at  least  1 year. 

Thank  you  for  this  opportunity  to  appear  before  the  subcommittee. 

Senator  Fong.  Do  you  know  how  much  the  city  of  New  York  appro- 
priates for  this  type  of  treatment  ? 

Mr.  Goldfeld.  At  the  present  time,  the  budget  is  between  $2  and 
$3  million.  New  York  City  would  add  any  matching  funds  which 
Federal  legislation  would  require  and  will  attempt  to  get  one  to  three 
treatment  centers  off  the  ground  anyway,  even  if  Federal  funds  do 
not  come  through. 


1957 


But  we  are  really  desperately  in  need  of  the  funds  to  really  make  a 
substantial  and  comprehensive  impact.  As  you  probably  know,  the 
President’s  budget  message  and  a recent  letter  from  Secretary  Richard- 
son to  Mayor  Lindsay,  the  administration  does  not  plan  to  fund  the 
Hughes  bill  at  all,  despite  the  congressional  authorization  during  the 
last  session  of  the  $100  million. 

Senator  Fong.  In  1971,  appropriations  were  $21,005,000  for  the  alco- 
holic control  program.  This  year,  the  budget  has  been  increased  to 
$45,192,000. 

Mr.  Goldfeld.  Fii*st  of  all,  only  a small  part  of  that  is  for  alcohol- 
ism, but  even  that  part  that  is,  none  of  it  is  under  the  Hughes  bill  and 
it  is  just  to  continue  currently  existing  programs. 

The  current  plan  during  the  past  session.  Congress  passed  the 
Hughes  bill,  which  looked  like  it  was  going  to  make  large  amounts 
of  money  available  for  the  alcoholic  treatment  for  the  first  time. 

Now,  it  appears  there  won’t  be  any  additional  funding  under  that 
legislation. 

Senator  Fong.  Thank  you  for  coming.  We  have  these  authorizations 
and  the  committee  will  sit  down  and  read  them  over  and  see  how  much 
we  can  appropriate  for  this  particular  program.  We  have  found 
much  difficulty  with  the  House  conferees  every  time  we  have  appro- 
priated money  for  this.  The  House  conferees  have  not  been  able  to  go 
along  with  us. 

Mr.  Goldfeld.  I understand  and  I appreciate  your  help. 

STATEMENT  OF  DR.  HERSCHEL  E.  GRIFFIN,  ASSOCIATION  OF 
SCHOOLS  OF  PUBLIC  HEALTH,  PENNSYLVANIA 

PREPARED  STATEMENT 

Senator  Fong.  Dr.  Herschel  E.  Griffins,  Association  of  Schools  of 
Public  Health,  Pennsylvania. 

Dr.  Griffin.  I would  like  to  submit  for  the  record  the  prepared 
statement  concerning  those  specific  things  I want  to  talk  about  as 
well  as  appended  to  it  a general  statement  regarding  schools  of  public 
health  because  so  many  people  ask  who  we  are  and  what  w^e  do. 

Senator  Fong.  We  Avill  accept  this  statement  in  full  for  the  record. 

( The  prepared  statement  follows : ) 
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Mr,  Chairman,  my  name  is  Herschel  E,  Griffin,  I am  Dean  of  the  Graduate 
School  of  Public  Health  at  the  University  of  Pittsburgh,  However,  I am  appearing 
here  today  as  the  president  of  the  Association  of  Schools  of  Public  Health,  in 
particular,  on  behalf  of  the  17  such  accredited  schools  in  the  United  States, 

Mr,  Chairman,  funds  incltided  in  the  President's  budget  to  carry-out  the 
purposes  authorized  by  Sections  306,  309(a)  and  309(c)  of  the  Public  Health 
Service  Act  are  earmarked  respectively  for  support  of  students,  for  training 
programs,  and  for  professional  schools  in  the  field  of  public  health.  These 
funds  provide  indispensable  financial  support  for  the  graduate  training  of  men 
and  wcanen  to  serve  in  a wide  variety  of  administrative  and  technical  positions, 
primarily  in  public  agencies  and  voluntary  non-profit  organizations  providing 
critical  service  in  two  very  broad  fields,  both  of  essential  in5)ortance  to  the 
health  of  the  American  i>€qple;  namely:  the  delivery  of  personal  health  services, 
and  control  of  the  environment. 

The  17  accredited  schools  ctf  public  health  in  the  United  States  are 
unique  institutions,  designed  to  train  individuals  to  meet  the  critical  national 
need  for  trained  public  health  manpower.  An  additional  school  at  the  University 
of  Illinois  is  expected  to  be  accredited  duilng  this  fiscal  year.  These  schools 
are  responsible  for  the  training  of  public  health  personnel  to  meet  the  needs 
of  Federal,  State  and  local  government  as  vrell  as  those  of  non-governmental 
organizations  and  institutions  dedicated  to  the  promotion  of  the  health  of  the 
p\iblic . 

The  members  of  this  Committee  are  well  aware  of  the  increasing  public 
demand  for  both  better  environmental  quality  and  improvements  in  our  system  of 
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providing  peraonal  health  services.  To  meet  these  increasing  demands  for  better 
health  services,  the  Congress  has  authorized  and  appixjpriated  increasingly  large 
amounts  of  funds  to  support  a wide  variety  of  health  activities.  As  a result, 
the  need  for  trained  manpower  to  plan,  organize,  manage  and  evaluate  the  programs 
of  both  public  and  private  agencies  engaged  in  the  health  industry  has  increased 
dramatically.  It  is  the  primary  purpose  of  the  schools  of  public  health  to  train 
such  manpower. 

The  Association  which  I represent  is  deeply  conscious  of  its  responsi- 
bility to  train  new  - and  up-date  the  training  of  - public  health  workers.  We 
are  responding  to  these  pressures  through  the  development  of  new,  as  well  as  the 
expansion  of  existing,  schools  and  programs.  During  the  past  five  years,  formula 
grants  under  Section  309(c)  have  helped  make  possible  a increase  in  the  number 
of  graduates  from  schools  of  public  health.  In  my  own  school,  the  enrollment  has 
doubled  in  the  past  four  years,  and  for  the  next  academic  year  we  have  already 
accepted  the  largest  number  of  new  applicants  in  our  history, 

I should  like  to  say  just  a few  words  about  the  traineeships  provided 
under  Section  306.  These  traineeships  are  especially  usefxil  beca\ise  of  their 
flexibility.  For  example,  while  we  benefit  from  a variety  of  categorical  training 
grents  at  Pitt  which  provide  student  aid  for  study  in  such  fields  as  air  pollution 
control,  public  health  nursing,  comprehensive  health  planning,  and  biostatistical 
evaluation  of  health  delivery  systems,  we  have  no  other  financial  aid  for  students 
preparing  themselves  for  careers  in  general  public  health,  or  in  small  but  highly 
important  subspecialties  ^ere  there  is  no  categorical  support  (e.g,,  water 
quality  management,  pesticides  contrel,  chronic  disease  epidemiology).  Thus,  the 
Section  306  traineeships  provide  essential  assistance  to  students  with  a wide 
variety  of  interests  relevant  to  the  health  needs  of  the  people  of  this  country. 
The  subsequent  work  experience  of  graduates  who  have  benefited  from  PIB  trainee- 
ships  is  highly  satisfactoiy.  I know  that  our  experience  at  Pitt  has  been  shared 
by  the  other  schools  of  public  health. 
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Budget  Request  for  1972 

Mr.  Chairman,  I will  devote  the  remainder  of  my  statement  to  the  budget 
you  are  now  considering.  As  a point  of  departure,  I should  like  to  point  out 
key  language  in  the  NIH  justification  for  the  public  health  training  section  of 
the  President's  health  manpower  budget  for  FY  1972. 

After  discussing  the  revolutionaiy  changes  taking  place  in  the  concepts 
of  service  to  maintain  and  protect  the  health  of  people  in  the  aggregate,  the 
justification  goes  on; 

"These  changes  are,  in  turn,  creating  new  needs  for  a wide 
variety  of  professional  personnel  in  agencies,  both  public 
and  private,  charged  with  the  responsibility  for  the 
delivery  of  these  health  seivices.  In  addition  to  reqiiiring 
greatly  inci^ased  numbers  of  recognized  types  of  public 
health  personnel,  new  types  of  personnel  such  as  health  , 
services  administrators  and  community  health  planners  are 
urgently  needed  in  large  and  growing  numbers  in  health 
and  related  agencies  across  the  country.  As  more  and  more 
programs  are  implemented,  staffing  problems  will  become 
progressively  more  severe.  In  1970,  the  supply  of  health 
personnel  with  requisite  professional  training  in  public 
health  falls  short  of  needs  by  almost  6,000,  and  the  pro- 
jection for  1975  places  this  figure  at  nearly  9,000.  These 
needs  are  primarily  in  official  state  and  local  health 
agencies. 

"Our  resources  to  meet  these  challenges,  particularly 
trained  personnel  able  to  plan  and  to  deliver  needed 
health  services,  to  teach  others  and  to  develop  new  ideas, 
are  in  very  short  supply.  To  prepare  individuals  in  the 
ever-increasing  areas  of  public  health  services  Ydth  the 
necessary  professional  knowledge  on  which  to  base  sound 
judgement,  will  require  time  and  strong  financial  support." 

Unfortunately,  the  proposed  budget  itself  does  not  reflect  this  sense  of 
urgency.  The  request  is  less  than  one-half  the  amount  authorized  to  be  appro- 
priated, Despite  the  fact  that  enrollments  in  the  year  1971-72  will  exceed  those 
of  1970-71  and  despite  the  fact  that  the  new  school  of  public  health  at  the  Uni- 
versity of  Washington  will  receive  its  first  allocation,  and  that  at  the  Univer- 
sity of  Illinois  will  be  in  operation,  there  is  no  increase  over  the  1971  level 
of  funding  proposed  for  1972.  Not  even  the  increased  cost-of-living  during  the 
past  two  years  is  provided  for.  The  table  that  follows  illustrates  this  point. 
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Program 

1971 

Actual 

1972 

Authorized 

President 's 
Budget 

Sec.  306 

(Traineeships) 

$8,400,000 

$16,000,000 

$ 8,400,000 

Sec.  309(a) 

(Project  Grants) 

4,517,000 

15,000,000 

4,517,000 

Sec.  309(c) 

(Formula  Grants) 

5,054,000 

12,000,000 

5,054,000 

$17,971,000 

The  highest  priority  for  additional  funding  for  public  health  training, 
particularly  in  view  of  the  three  new  schools  established  over  the  past  two 
years  (Texas,  Washington,  and  Illinois ) , is  an  increase  in  the  formula  grants 
authorized  by  Sec,  309(c),  An  expanded  level  of  institutional  support  is  crucial 
if  the  schools  are  to  provide  needed  expansion  in  their  training  capacity  and  to 
maintain  a high  level  of  quality. 

Project  grants  authorized  by  Sec,  309(a)  also  contribute  directly  to 
improvements  and  expansion  in  the  training  of  public  health  personnel,  (These 
grants  are  awarded  not  only  to  schools  of  public  health  but  also  to  schools  of 
medicine,  dentistry,  nursing,  engineering  and  hospital  administration.) 

Reccamnended  Appropriations  for  1972 

This  Association  has  repeatedly  gone  on  record  in  stating  its  conviction 
that  the  full  amounts  authorized  in  Sections  306,  309(a)  and  309(c)  are  realistic 
goals.  We  would  hope,  therefore,  that  the  full  amounts  authorized  could  be 
appropriated . 

At  the  same  time,  Mr.  Chairman,  in  the  light  of  existing  budgetary  demands, 
the  Association  wants  its  position  to  be  both  realistic  and  responsible.  These  . 
grants  are  absolutely  essential  to  all  schools  and  especially  to  those  of  our 
member  schools  in  critical  financial  condition.  However,  we  recognize  that  there 
are  many  other  legitimate  demands  for  the  limited  tax  funds  available  for  health 
purposes.  We  know  ishat  a difficult  problem  you  have  in  establishing  priorities 
among  conpeting  requests.  It  is  with  this  recognition,  Mr.  Chairman,  that  we  do 
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not  propose  unding"  now.  Rather,  we  respectfully  and  urgently  recoamnend 

increases  over  the  President's  budget  but  still  short  of  the  statutory  authori- 
zations. Specifically,  we  believe  the  following  appropriation  levels  for  FY  1972 
can  be  fully  justified  and  are  urgently  needed: 

Section  306  (Traineeships)  $10,500,000 

Section  309(a)  (Project  Grants)  7,500,000 

Section  309(c)  (Formula  Grants)  8,000,000 

Our  recommendations  for  an  appropriation  of  $26,000,000  still  would  be  Lpf>  less 
than  the  FY  1972  authorization  approved  by  the  Congress  less  than  two  years  ago. 
There  is  one  additional  point  I should  like  to  ma]ce,  Mr.  Chairman.  It 
involves  the  General  Research  Support  Grant  program  of  the  National  Institutes  of 
Health.  That  program,  ^ich  has  existed  for  about  a decade,  provides  invaluable 
help  to  our  schools,  particularly  in  support  of  young  and  innovative  faculty 
members.  The  President's  budget  for  1972  prc^oses  a sharp  cut  below  the  1971 
appropriation.  The  1971  appropriation  was  $60.7  million;  only  $54.2  million  was 
allocated;  the  FY  1972  request  is  $49.2  million.  We  urge  restoration  to  at  least 
the  appropriation  level  of  1971, 

In  siimmary,  Mr,  Chairman,  we  believe  that  our  recommendations  are  realis- 
tic and  clearly  justified  both  in  the  national  interest  and  by  the  needs  of  the 
schools.  Funding  at  our  recommended  levels  would  make  it  possible  to  (a)  avoid 
curtailment  of  programs  in  several  schools;  (b)  provide  for  the  continued  expan- 
sion and  in5>rovement  of  graduate  teaching  programs  in  all  schools  of  public 
health;  and  (c)  initiate  vitsilly  needed  new  jniblic  health  training  programs  to 
meet  rapidly  changing  national  priorities.  In  short,  such  funding  levels  would 
assure  the  ability  of  this  unique  resource  - the  17  (soon  to  be  18)  accredited 
schools  of  public  health  - to  deal  with  the  very  rapid  increase  in  demand  for 
public  health  training  idiich  is  a clear  reflecticMi  of  the  burgeoning  public 
interest  in  health. 

Thank  you  for  the  (^jportunity  to  appear  before  this  distinguished  Sub- 
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Additional  Information  on 

Graduate  Schools  of  Public  Health  in  U.  S.  Universities 


One  of  the  least  publicized  yet  most  important  elements 
in  the  health  structure  of  this  country  is  comprehensive  graduate 
public  health  education,  which  is  conducted  exclusively  in  the 
17  schools  of  public  health  in  14  States  and  Puerto  Rico. 


Federal  Dependence  - as  on  Military  Academies 

The  graduate  schools  of  public  health  are  unique  in 
higher  education  both  as  to  mission  and  to  makeup.  The  Nation's 
dependence  upon  them  is  complete.  They  constitute  the  only  source 
of  comprehensively  trained  professional  personnel  for  key  leader- 
ship in  public  and  voluntary  health  agencies  at  all  levels:  for 

cities,  counties,  states,  territories,  and  numerous  Federal 
agencies.  Without  these  university  schools,  the  Federal  Govern- 
ment would  have  to  create  and  maintain  a National  Academy  of 
Public  Health  equivalent  to  the  military  establishments  at  West 
Point,  Annapolis  and  Colorado  Springs. 


Multidisciplinary  Approach 

Public  health  evolved  from  the  early  combination  of 
medical  science  and  engineering  for  the  control  of  environmental 
hazards  to  man's  health.  It  has  grown  to  embrace  various  facets 
of  the  biological,  physical  and  social  sciences  as  community 
aspects  of  health  problems  have  become  more  complex  and  demanding. 

Public  health  now  depends  upon  the  skills  and  knowledge 
of  members  of  several  professions.  The  role  of  the  graduate 
schools  of  public  health  of  today  is  to  prepare  individuals  who 
will  be  concerned  with  health  problems  which  lie  outside  the 
scope  of  any  single  discipline. 

Only  in  the  graduate  schools  of  public  health  is  it 
possible  to  find  the  faculties,  the  students,  and  the  special 
curricula  representative  of  the  several  disciplines  and  sciences 
relevant  to  the  solution  of  today’s  health  problems.  Not  only 
are  physicians,  dentists,  nurses,  and  other  basically  trained 
health  professionals  involved,  but  also  engineers,  economists, 
statisticians,  administrators,  lawyers,  urban  planners  and  other 
experts  representing  the  natural  and  social  sciences. 


* Located  at:  Private  Universities  Public  Universities 


Columbia 

Harvard 

Johns  Hopkins 

Loma  Linda 

Pittsburgh 

Tulane 

Yale 


California  (Berkeley) 
California  (Los  Angeles) 
Hawaii 

Illinois  (to  be  opened 
in  1971-72) 

Michigan 
Minnesota 
North  Carolina 
Oklahoma 
Puerto  Rico 
Texas 

Washington 
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A New  Kind  of  Expert 

As  sources  of  comprehensively  trained  public  health  man- 
power , the  graduate  schools  of  public  health  are  Indispensable  to 
the  Nation,  but  they  also  have  another  attribute  of  importance. 
They  provide  the  best  mechanism  for  development  of  the  brainpower 
now  urgently  needed  in  devising  and  applying  effective  techniques 
for  the  mass  prevention  of  disease  and  the  provision  of  medical 
care  for  the  population  as  a whole.  The  planning  of  satisfactory 
health  services  is  difficult  and  changing  circumstances  calls  for 
a new  kind  of  expert  - an  expert  who  can  adapt  well-established 
principles  to  local  situations  and,  equally  important,  an  expert 
who  has  the  spark  of  innovation  - the  capacity  to  find  solutions 
to  problems  never  before  encountered.  Such  Individuals  are  most 
likely  to  emerge  from  among  the  highly  motivated,  bright  young 
physicians  (and  advanced  degree  holders  from  other  professions) 
who  elect  careers  in  public  health  and  who  obtain  the  comprehen- 
sive preparation  provided  by  the  graduate  schools  of  public 
heal th . 


Financing  Training  for  Public  Service 

Federal  sharing  in  the  cost  of  comprehensive  public 
health  training  in  university  graduate  schools  of  public  health 
is  essential  because  of  their  national  character  and  function. 
Students  in  the  17  schools  in  14  states  are  predominantly  from 
out-of-S tate,  the  majority  of  them  sponsored  by  the  Federal 
Government.  Only  25%  of  the  graduates  work  in  the  States  where 
they  attended  the  school  of  public  health.  To  the  extent  that 
the  schools  (or  parent  universities  or  supporting  States)  bear 
the  cost  of  training  Federally  sponsored  students,  such  institu- 
tions are  subsidizing  training  for  Federal  service.  Nearly  all 
of  the  graduates  enter  public  service. 


Hill-Rhodes  Formula  Grants 


Congress  in  1958  recognized  the  national  contribution  of 
the  graduate  schools  of  public  health  and  the  Federal  responsi- 
bility to  them.  The  Hill-Rhodes  Act  was  sponsored  in  the  House 
by  Congressman  George  M.  Rhodes  (D.,  Pa.)  and  co-sponsored  in  the 
Senate  by  Senators  Lister  Hill  (D.,  Ala.),  John  F.  Kennedy  (D., 
Mass.),  Pat  McNamara  (D.,  Mich.),  Irving  Ives  (R.,  N.Y.)  and  John 
Sherman  Cooper  (R. , Ky . ) . It  passed  both  legislative  branches 
unanimously  and  was  signed  into  law  by  President  Eisenhower. 

The  Hill-Rhodes  program,  which  has  been  continued  with 
bi-partisan  congressional  support,  provides  formula  grants  "for 
comprehensive  professional  training  in  accredited  schools  of 
public  health"  . . . giving  "primary  consideration  to  the  number 

of  Federally  sponsored  students  attending  each  school  in  the 
allocation  of  the  funds." 
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Under  the  formula,  one-third  of  each  annual  appropriation 
is  allocated  equally  among  the  schools;  two-thirds  is  allocated 
in  proportion  to  the  number  of  Federally  sponsored  students  in 
the  respective  schools. 


Unrestricted  Funds  for  Teaching 

As  shown  in  Table  I below,  Hill-Rhodes  funds  have  met 
less  than  one-sixth  of  the  schools'  total  costs  for  teaching  and 
basic  operations. 

Hill-Rhodes  grants  have  not  kept  pace  with  increases  in 
teaching  costs  and  in  student  enrollment,  including  the  enroll- 
ment of  Federally  sponsored  students. 

Nevertheless,  this  unrestricted  Federal  money  for  teach- 
ing purposes  has  been  of  tremendous  assistance  in: 

a)  Supplementing  other  funds  for  Faculty  salaries. 

b)  Providing  seed  money  for  new  developments  in 
the  teaching  program. 

c)  Filling  gaps  appearing  unexpectedly  in  the 
teaching  budget. 

d)  Fully  supporting  some  teaching  activities, 
otherwise  impossible  to  conduct. 


Table 
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Drastic  curtailment  of  training  and  project  grants  has  since  Increased  this  burden 
so  that  the  schools  are  actually  subsidizing  the  major  portion  of  the  costs  Incurred 
in  preparing  health  personnel  for  public  service. 
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Returns  from  Federal  Investment  , 

During  the  11  years  from  1958  to  1969,  some  $2A  million 
in  Hill-Rhodes  funds  were  allocated  to  the  schools  of  public 
health. 


Currently,  grants  range  from  $644,900  to  one  school  down 
to  $112,000  for  the  lowest  In  enrollment  of  Federally  sponsored 
students . 

Average  grant  for  the  15  schools  this  year  Is  $281,812. 

The  returns  from  this  investment  are  remarkable  in  terms 
of  gains  during  the  11-year  post  Hill-Rhodes  period  compared  to 
the  previous  decade.  These  Include; 

- an  82%  increase  in  the  number  of  students  enrolled 
(19,860  compared  with  10,805). 

- a 59%  increase  in  the  number  of  graduate  degrees 
awarded  (10,250  compared  with  6,454). 

- 525  new  faculty  positions  made  possible  by 
formula  funds  - an  increase  of  50%  while  total 
faculty  positions  increased  from  721  to  1,777 
over  the  1958-69  period. 

- a 300%  Increase  in  Federally  sponsored  students; 
presently  2,115  or  about  two-thirds  of  total 
enrollment  in  the  17  schools. 

- Addition  of  hundreds  of  courses  in  fields  not 
adequately  represented  in  several  of  the  schools 

- notable  in  medical  care  administration, 
environmental  health  and  population  problems. 

- an  increase  from  11  to  17  in  the  number  of 
schools  of  public  health  accredited  to  provide 
comprehensive  graduate  training. 


Public  Health  Traineeships  for  Students 

The  impressive  Increases  in  enrollment  in  schools  of 
public  health  in  recent  years  are  due,  not  only  to  Federal  funds 
for  physical  facilities  and  project  and  formula  grants  for  teach- 
ing, but  also  to  the  availability  of  Public  Health  Traineeships 
providing  tuition  and  living  stipends  to  physicians  and  other 
graduate  students  in  public  health.  Despite  young  physicians' 
growing  interest  in  the  community  aspects  of  medicine,  there  is 
strong  evidence  that  relatively  few  would  take  graduate  training 
for  public  health  careers,  if  traineeships  were  not  avail-able. 

Only  25%  of  1,800  students  currently  holding  traineeships 
would  have  enrolled  without  such  financial  assistance,  according 
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to  a recent  survey.  An  overwhelming  proportion  - 97%  - are  pre- 
paring for  public  service,  rather  than  the  more  remunerative 
practice  of  medicine. 

The  typical  student,  requiring  a traineeship  as  for 
graduate  public  health  education,  is  already  heavily  in  debt  for 
college  and  medical  education,  has  a dependent  family  and  fore- 
sees the  relatively  modest  salaries  in  public  and  private  health 
agencies . 


Mutual  Dependence 

Just  as  the  Federal  government  depends  exclusively  upon 
the  schools  of  public  health  for  comprehensively  trained  health 
manpower,  so  do  the  schools  depend  upon  the  Federal  government 
for  a vital  portion  of  the  cost  of  such  training  of  personnel 
for  public  service.  Cessation  of  such  support  would  force  the 
schools  to  drop  substantial  numbers  of  Faculty  members  and 
courses,  to  curtail  enrollment  and  to  abandon  plans  for  expansion 
and  improvement  of  teaching  programs.  Results  would  be  fatal  to 
at  least  one  school,  the  dean  of  which  has  stated; 

"If  (Hill-Rhodes)  funds  ceased  during  one  month, 
the  school  would  have  to  close  down  the  following 
month , " 
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SCHOOLS  OF  PUBLIC  HEALTH  I PUBLIC  HEALTH  SERVICE  ACT, 
SECTIONS  306,  309  (A)  AND  (C) 

Dr.  Griffin.  I am,  as  you  indicate,  Herschel  Griffin.  I am  dean 
of  the  graduate  school  of  public  health  at  the  University  of  Pittsburgh. 
However,  I am  appearing  here  today  as  the  president  of  the  Associa- 
tion of  Schools  of  Public  Health  on  behalf  of  its  17  members,  soon 
to  be  18  when  Illinois  is  added. 

Our  special  areas  of  concern  are  those  authorized  under  section  306, 
309(a),  and  309(c)  of  the  Public  Health  Service  Act,  which  are  ear- 
marked respectively  for  support  of  students,  for  training  programs, 
and  for  professional  schools  in  the  field  of  public  health. 

Now,  the  members  of  this  committee,  I am  sure,  are  well  aware  of 
the  increasing  public  demand  for  services,  for  both  better  personal 
health  services,  for  people  and  for  better  environmental  quality  which 
impinges  on  health. 

In  recent  years,  there  has  been  a whole  spate  of  legislation  which 
has  been  directed  to  attacking  a wide  variety  of  health  problems.  As 
a result,  the  need  for  manpower  to  plan,  manage,  organize,  and  evalu- 
ate these  programs  to  insure  that  people  are  getting  their  money’s  worth 
has  been  markedly  increased.  It  is,  of  course,  our  purposes  to  provide 
such  manpower. 

Now,  this  need  has  been  very  well  stated  in  the  NIH  justfication, 
which  states  among  other  things,  that  they  are  6,000  public  health 
workers  short  now,  as  of  1970,  and  that  by  1975  the  need  will  be  9,000. 

I am  one  of  the  first  to  admit  this  may  be  a part  of  the  numbers 
game,  this  may  be  one  of  these  insatiable  demands.  I think  it  is  fair 
to  state,  however,  we  do  not  have  the  kinds  nor  the  numbers  of  people 
we  need  in  at  least  the  34  training  programs  we  have  in  my  own 
school. 

I am  sure  this  is  true  in  all  other  schools.  Although  the  NIH  justi- 
fication, which  came  in  with  the  budget,  recognized  the  need,  un- 
fortunately, the  proposed  budget  itself  did  not  reflect  any  answer  to 
this  need. 

The  request  is  for  less  than  half  of  the  money  authorized.  Despite 
the  fact  that  the  enrollments  in  this  year  are  up  over  last  year  in  all 
our  schools,  despite  the  fact  that  there  is  at  least  one  new  school  in  the 
State  of  Washington,  which  will  receive  its  first  allocation  this  year, 
despite  the  fact  that  a new  school  is  starting  in  Illinois,  there  is  no 
increase  over  the  1971  level  of  funding  proposed  for  1972. 

There  is  not  even  allowance  for  the  increased  cost  of  living  during 
the  last  2 years.  We  believe  the  funds  authorized  for  sections  306, 
309(a),  and  309(c)  are  valid  and  could  justfiably  be  spent. 

However,  we  do  live  in  a real  world  and  we  want  our  position  to  be 
both  responsible  and  realistic.  Therefore,  we  are  not  specifically  rec- 
ommending full  finding  at  this  time.  We  do,  however,  urgently  recom- 
mend the  consideration  of  levels  somewhat  under  the  full  funding 
level,  specifically  as  indicated  in  the  statement  for  306,  traineeships  to 
fund  students  to  come  to  our  schools,  $10.5  million,  for  309(a),  these 
are  training  and  project  grants,  $7.5  million  and  309(c),  formula 
grants,  $8  million. 
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These  can  be  compared  to  the  authorization  respectively  of  $16,  $15, 
and  $12  million  each  and  the  President’s  budget  of  $8.4,  $4.5,  and 
$5,054  million.  This  results  in  a total  request  for  an  appropriation  of 
$26  million.  This  is  somewhat  higher  than  the  17.971  recommended  by 
the  President,  but  it  is  still  40  percent  less  than  the  1972  authorization 
approved  less  than  2 years  ago. 

There  is  on  additional  point  that  I think  should  be  made  although 
this  applies  to  many  schools  other  than  schools  of  public  health  and 
this  is  the  general  research  support  grant,  a program  of  the  NIH. 

This  program  has  existed  for  about  a decade  and  it  has  provided  in- 
valuable help  to  our  school  as  well  as  other  schools  and  specifically  it  is 
used  in  support  of  yonug  and  innovative  faculty  members,  those  who 
make  great  additions  later  on  but  who  are  not  yet  well  enough  known 
or  established  to  secure  their  own  funds. 

The  President’s  budget  proposes  a sharp  cut.  The  1971  appropria- 
tion was  $60.7  million,  but  onl}^  $54.2  million  was  allocated.  For  fiscal 
1972,  the  request  is  for  $49.2  million.  We  would  urge  restoration  to  at 
least  the  appropriation  level  of  1971. 

In  summary.  Senator  Fong,  we  believe  that  our  recommendations 
are  realistic.  We  believe  they  are  clearly  justified,  both  in  the  national 
interest  and  by  the  needs  of  the  students  in  our  schools. 

A funding  at  the  recommended  level  would  have  three  specific  ef- 
fects. First,  it  would  avoid  curtailment  of  programs  in  several  schools, 
that  is,  it  would  avoid  further  curtailment.  Some  programs  have  al- 
ready, in  fact,  been  curtailed  because  of  this  functional  reduction  in 
money.  There  are  programs  in  health  care  delivery  evaluation  in  places 
like  North  Carolina  and  Michigan,  there  is  occupational  health  at  our 
school,  there  is  the  program  of  international  health  in  your  State 
which,  as  you  know,  was  recently  discontinued  because  of  lack  of 
funds. 

It  would  provide  for  continued  expansion  and  improvement  of  grad- 
uate teaching  programs  in  schools  of  public  health  in  the  new  area  of 
occupational  safety  and  health.  So  many  new  programs  are  coming  in 
that  if  unfunded,  trained  people  are  not  there  to  carry  them  out. 

The  increase  we  recommend  will  allow  us  also  to  initiate  new  pub- 
lic health  training  programs  in  some  of  the  rapidly  changing  national 
priority  areas. 
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In  short,  it  will  allow  the  17  schools,  soon  to  be  18,  to  do  the  job 
for  which  we  are  in  existence  and  w^e  think  we  have  been  doing  it  well. 
I believe  the  American  people  wdll  get  a good  buy  for  this  $26  million. 

The  backup  paj^ers  which  I have  submitted  will  document  it.  Our 
history  is  good,  we  are  uniquely  qualified  to  produce  this  kind  of  man- 
power. I point  out  we  are  not  in  competition  with  nor  do  we  duplicate 
the  schools  covered  by  the  Comprehensive  Health  Manpower  Training 
Act,  the  Health  Professions  Educational  Assistance  Act,  nor  the  Nurse 
Training  Act.  We  can  do  the  job  and  we  need  your  help. 

Senator  F ong.  You  are  asking  for  $8  million  more  ? 

Mr.  Griffin.  Yes,  sir. 

Senator  Fong.  Thank  you  very  much. 

LETTER  OF  AMERICAN  HOSPITAL  ASSOCIATION 
Health  Programs  Budget 

Senator  Fong.  Chairman  Magnuson  has  received  a letter  from  the 
American  Hospital  Association,  Mr.  Kenneth  Williamson,  deputy  di- 
rector, expressing  deep  concern  in  several  areas  of  the  fiscal  year  1972 
health  budget.  The  letter  will  be  included  in  the  record. 

(The  letter  follows:) 


1972 


A 


<f\mermn 


(usfjituf  ^As. 


sociation 


F A IL  R A G . U T S Q U A R E 


^^asHinjtun  Service  Sureaa 


WAS  H IN  G T O N 


telephone;  area  code  202  593*6066 

CABLE  address:  amerhosp 


Honorable  Warren  Go  Magnuson,  Chairman 
Labor-HEW  Subcommittee 
Senate  Committee  on  Appropriations 
United  States  Senate 
Washington,  Do  C» 

Dear  Mr.  Chairman 

The  American  Hospital  Association  and  the  some  6,500  hospitals 
and  other  health  care  institutions  we  represent  are  deeply  con- 
cerned about  the  inadequacy  of  the  Administration's  FY  1972  budget 
requests  for  health  programs.  At  a time  when  the  country's  health 
care  problems  are  the  subject  of  numerous  congressional  hearings 
and  of  a growing  number  of  legislative  proposals,  many  of  which 
seek  to  insure  comprehensive  health  care  to  all  people  as  a right, 
and  in  the  further  light  of  the  Administration's  repeated  pledges 
to  move  ahead  to  improve  the  organization  and  delivery  of  health 
care,  it  is  indeed  difficult  to  understand  why  the  Administration's 
FY'72  budget  for  health  programs  is  not  more  responsive  to  the  needs 
that  are  so  widely  recognized. 

It  must  be  clear  that  we  simply  do  not  have  either  the  health 
manpower  or  the  facilities  that  will  be  necessary  to  meet  the 
public's  demands  for  health  care  and  fulfill  the  promises  made  by 
the  Government  in  programs  for  the  ill,  the  needy,  and  the  aged. 

On  behalf  of  the  nation's  hospitals  that  are  striving  to  help  cope 
with  the  health  crisis,  we  urge  your  Committee's  particular  attention 
to  the  following  programs,  which  we  strongly  feel  should  be  provided 
additional  funds  above  the  inadequate  levels  recommended  by  the 
Administration. 

1)  Medical  Facilities  Construction  (Hill-Burton  Program) 

The  budget  request  for  construction  grants  is  only 
$85  million  to  be  used  for  ambulatory  facilities, 
despite  the  fact  that  the  1970  amendments  to  this 
legislation  which  Congress  enacted  last  year  provide 
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a total  authorization  of  $402.5  million  for  Fiscal 
Year  1972.  Further,  these  construction  grant  funds 
were  authorized  for  modernization  as  well  as  new 
construction  of  all  major  types  of  health  facilities. 

The  Administration's  request  thwarts  the  intent  of 
Congress  and  ignores  the  enormous  needs  for  construction 
which  have  been  identified  by  the  Department  of  Health, 
Education,  and  Welfare  through  reports  of  the  State 
Hill-Burton  agencies. 

The  most  recent  statistics  available  (through  1970) 
disclose  a need  for  new  construction  of  89,000  general 
hospital  beds  plus  the  modernization  of  some  204,000 
beds.  This  would  be  accomplished  by  the  addition  of 
111  new  facilities  and  the  modernization  of  2,605 
existing  facilities.  For  long-term  facilities,  exclud- 
ing mental  institutions,  the  need  is  expressed  for  1,628 
new  facilities  and  the  modernization  of  4,815  existing 
facilities.  This  would  mean  141,000  new  beds  and  provide 
for  the  modernization  of  242,000  beds. 

For  ambulatory  care  facilities,  which  include  outpatient 
facilities,  public  health  centers,  and  rehabilitation 
facilities,  2,191  new  facilities  are  needed  and  some 
2,600  existing  facilities  need  to  be  modernized.  Trans- 
lated into  dollars  these  existing  requirements  call  for 
approximately  $18  billion  in  new  capital  funds.  Of  this, 
some  $6^5  billion  would  be  for  new  construction  and  $11^5 
billion  for  modernization. 

While  the  current  law  does  contain  a guaranteed  loan  pro- 
gram authorizing  $500  million  per  year  for  these  purposes, 
this  amount  divided  into  the  more  than  fifty  states  and 
territories  will  not  come  anywhere  near  fulfilling  the 
need  for  construction  and  modernization  of  health  facilities; 
nor  does  it  provide  the  so-called  "seed  money"  in  the  form 
of  grants  which  is  so  vital  to  the  attraction  of  other 
capital  and  necessary  in  the  initiation  of  these  modernization 
and  new  construction  projects. 

We  would  hope  that  on  the  basis  of  these  figures,  the 
Committee  would  agree  that  the  amount  of  $85  million  pro- 
posed for  the  Hill-Burton  grants  in  the  budget  before  you 
is  completely  inadequate.  The  availability  of  adequate 
health  and  hospital  facilities  in  the  country  today  is  not 
anywhere  near  sufficient  to  carry  out  the  commitments  being 
made  by  the  Administration  and  proposed  in  the  Congress  for 

health  care  for  all  the  people.  Consequently,  we  urge  the 


1974 


the  Committee  to  seriously  consider  funding  this 
program  to  the  full  amounts  authorized  and  futher 
that  funds  be  allocated  by  category  and  facility. 

2)  Health  Manpower  - Nursing 

Consideration  of  the  nurse  training  appropriation  for 
FY  1972  is  complicated  by  the  fact  that  the  basic  legis- 
lation (The  Nurse  Training  Act)  expired  on  June  30,  1971. 

The  Administration  has,  however,  stated  there  is  an 
urgent  need  for  markedly  increased  support  for  the 
development  of  health  manpower.  We  fully  concur  with 
the  urgency  and  the  need.  In  fact,  as  a result  of 
nursing  shortages  across  the  country,  many  segments  of 
health  facilities  are  either  grossly  undermanned  or 
have  been  closed  down.  We  are,  therefore,  completely 
unable  to  understand  why  the  1972  budget  request  for 
nursing  is,  in  fact,  $6,693,000  less  than  the  current 
year. 

Past  review  of  the  Nurse  Training  Act  by  an  expert 
Committee  of  the  Department  of  Health,  Education,  and 
Welfare  pointed  up  the  need  for  increased  emphasis  in 
basic  institutional  and  student  support.  No  basic 
institutional  grants  have  been  made  since  these  were 
authorized  by  the  Congress  in  1968.  Further,  the  1972 
budget  request  indicates  a major  cut  back  in  direct  loans 
for  nursing  students. 

Many  of  the  nurse  training  programs  (diploma,  baccalaureate, 
and  associate  degree)  face  severe  financial  problems.  Diplo- 
ma schools  of  nursing  have  great  difficulty  because  the 
financial  support  for  such  schools  must  come  from  hospital 
charges  to  patients.  These  schools  continue  to  graduate 
about  60%  of  all  nurses  graduating  from  registered  nurse 
programs.  However,  the  number  of  diploma  nursing  schools 
has  dropped  from  825  to  695  during  the  past  six  years. 

In  considering  the  1972  nurse  training  appropriation  we 
request  that  you  take  into  account  the  extension  legis- 
lation which  is  now  before  a joint  Senate  and  House  con- 
ference committee.  It  is  essential  that  the  institutional 
support  program  provide  funds  for  fasic  formula  grants  as 
well  as  special  improvement  projects,  and  for  construction 
grants;  further,  that  the  student  assistance  program  .include 
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urgently  needed  funds  for  direct  loans,  scholarships, 
and  traineeships. 

3)  Comprehensive  Health  Planning  and  Services 

The  American  Hospital  Association  has  worked  to  develop 
health  planning  through  direct  activities  of  the  Association 
and  has  supported  the  government's  Comprehensive  Health 
Planning  program.  One  of  the  highest  priority  areas  of 
need  in  this  program  is  the  support  for  areawide  planning 
or  314(b)  agencies.  These  local  314(b)  agencies  have  a 
very  important  responsibility  for  comprehensive  areawide 
planning.  In  addition,  there  are  a growing  n^amber  of 
federal  programs  which  require  review  and  comment  from 
them  on  particular  projects  or  proposals. 

At  the  present  time  only  about  one-half  of  the  population 
live  in  areas  where  such  agencies  are  in  existence.  Further, 
there  was  last  year  and  is  anticipated  this  year  a large 
nxmber  of  approved  but  unfunded  applications  for  the  develop- 
ment of  new  314(b)  areawide  planning  agencies. 

While  we  are  pleased  to  note  that  the  Administration  has 
asked  for  some  increase  in  funds  for  314(b)  areawide  planning 
agencies^  the  request  is  still  much  less  than  is  needed. 

4)  Mental  Health  - State  and  Community  Assistance 

a.  Community  Mental  Health  Centers  - As  has  been  indicated 
in  the  Administration's  request  for  funding  of  this  activity 
the  use  of  the  increased  funds  which  are  being  sought  would 
be  limited  to  the  staffing  of  centers  whichhave  previously 
received  construction  grants.  The  total  effort  proposed  with 
this  funding  will  result  in  these  services  being  available 

to  less  than  30%  of  the  population  of  this  country.  With 
the  relatively  limited  availability  of  community  mental  health 
centers  and  the  anticipation  that  there  will  be  at  least  some 
$20  million  approved  but  unfunded  staffing  grant  requests 
by  the  end  of  this  fiscal  year,  we  urge  a higher  level  of 
support  for  this  program  than  has  been  requested. 

b.  Comprehensive  Alcohol  Abuse  Act 

The  Administration's  original  'EY' 12  budget  did  not  include 
a specific  request  for  the  funding  of  activities  authorized 
under  P.L. 91-16,  particularly  title  III  of  that  Act,  Federal 
Assistance  for  State  and  Local  Programs.  In  view  of  the 
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importance  and  magnitude  of  the  alcoholism  problem  and 
the  specific  legislation  enacted  by  Congress  last  year, 
we  recommend  that  funds  be  provided  now  to  initiate  these 
efforts . 

5)  Regional  Medical  Programs 

The  appropriation  request  for  Regional  Medical  Program 
grants  reflects  a decrease  from  the  Fiscal  Year  1971 
level  of  $104.5  million  (appropriation  $89.5  million 
plus  $15  million  carry  over)  to  $40.5  million  for  Fiscal 
Year  1972.  The  Administration  has  indicated  that  in  addition 
to  the  1972  appropriation  request  it  will  have  a planned 
carry  over  of  approximately  $34.5  million  in  grant  funds. 

The  freezing  of  funds  appropriated  by  Congress  for  this 
fiscal  year  has  resulted  in  significant  program  cut  backs. 

It  is  anticipated  that  at  the  end  of  this  fiscal  year  there 
will  be  a backlog  of  $30  million  worth  of  approved  and  un- 
funded RMP  projects.  Unless  the  Congress  provides  a higher 
level  of  funding  than  that  proposed  by  the  Administration,  a 
serious  curtailment  of  RMPs  across  the  country  will  inevitably 


Your  and  your  Committee's  assistance  in  providing  needed  funds  for 
these  important  programs  will  be  a direct  contribution  to  the 
improvement  of  health  care  throughout  the  nation. 


occur. 


Kenneth  Williamson 

Deputy  Director 

American  Hospital  Association 


ceg 
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STATEMENT  OF  EDWARD  C.  CURNEN,  JR.,  M.D.,  COLLEGE  OF  PHYSI- 
CIANS AND  SURGEONS,  COLUMBIA  UNIVERSITY,  NEW  YORK 

TRAIXING  GRANTS 

Senator  Foxg.  Mr.  Edward  C.  Curnen,  Jr.,  Columbia  University, 
proceed  as  you  wish. 

Dr.  CuRXEX.  I am  Edward  C.  Curnen,  Jr.,  M.D.,  professor  of 
pediatrics  and  director  of  the  graduate  training  program  in  pediatrics. 
College  of  Physicians  and  Surgeons,  Columbia  University,  hTew  York. 

I have  previously  been  a member  of  the  medical  faculties  at  Harvard, 
Yale,  and  the  University  of  North  Carolina  and  have  serried  as  chair- 
man of  the  Department  of  Pediatrics  at  North  Carolina  and  Columbia. 

I have  also  been  a member  of  the  Training  Grants  Committee,  Na- 
tional Institute  of  Allergy  and  Infectious  Diseases  and  of  the  Board 
of  Scientific  Counselors,  DiHsion  of  Biologies  Standards,  NIH. 

I am  speaking  for  the  Committee  of  Training  Grant  Directors  at 
Columbia  University,  College  of  Physicians  and  Surgeons,  in  New 
York  City.  Presently,  there  are  53  training  grant  programs  at  Co- 
lumbia University,  with  an  aggregate  budget  of  more  than  $4.5  mil- 
lion constituting  one  of  the  largest  concentrations  of  this  type  of 
activity  in  the  country. 

Currently,  163  members  of  the  faculty  receive  some  of  their  salary 
support  from  these  programs  for  a total  of  approximately  $1.15  mil- 
lion averaging  about  $7,000  each.  These  programs  include  a wide  range 
of  education  from  research  training  in  the  basic  sciences  to  the  prep- 
aration of  higlily  qualified  young  clinicians  for  careers  in  academic 
medicine. 

I have  three  major  points  which  I wish  to  emphasize  today.  First, 
the  training  grant  is  one  of  the  most  effective  mechanisms  to  assure 
that  this  Nation’s  need  for  more  physicians  can  be  met  satisfactorily. 

Currently,  the  Congress  is  considering  legislation  aimed  at  expand- 
ing substantially  in  this  decade  the  number  of  students  graduated 
from  medical  schools.  lYhether  it  decides  that  the  absolute  number  of 
students  should  be  increased  or  the  medical  school  curriculum  short- 
ened to  3 years,  or  both,  a considerable  expansion  of  existing  medical 
faculties  will  be  required  if  the  quality  of  medical  education  is  not 
to  be  sacrificed  for  quantity. 

It  has  been  asserted  that  training  grants  are  primarily  aimed  toward 
increasing  the  pool  of  research  personnel.  Although  such  orientation 
could  be  justified  by  the  relative  dearth  of  adequately  trained  in- 
dividuals presently  embarking  on  careers  in  medical  research,  it  rep- 
resents only  part  of  the  total  objective. 

For  example,  at  Columbia,  many  of  the  training  grants — ^more  than 
50  percent — are  awarded  to  clinical  departments  where  the  main  thrust 
of  the  program  is  to  produce  more  and  scientifically  better  qualified 
young  physicians  who  will  populate  and  strengthen  the  medical 
school  faculties  of  tomorrow. 

Our  success  in  this  regard  is  a matter  of  record,  since  approximately 
10  percent  of  the  graduates  of  the  College  of  Physicians  and  Surgeons 
occupy  faculty  positions  in  the  medical  schools  of  this  country.  Fur- 
thermore, we  are  convinced  that,  without  the  'training  grant  mecha- 
nism, many  of  the  outstanding  members  of  today’s  medical  school 
faculties  would  have  been  diverted  to  other  careers. 
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It  has  also  been  said  that  the  way  to  reduce  the  need  for  future 
appropriations  for  medical  research  is  to  destroy  the  training  grants 
which  produce  the  research  personnel.  Such  a stance  is  unjustified  and 
self-defeating,  for  not  only  would  it  undermine  the  base  of  this  Na- 
tion s future  medical  research  activities  but  also,  and  equally  impor- 
tant, would  reduce  the  number  of  potential  medical  school  faculty 
members  at  a time  when  clearly  more  are  needed. 

In  the  clinical  departments,  qualified  individuals  are  exposed  to  a 
meaningful  research  experience  under  the  training  grant  and  are 
oriented  toward  academic  careers  at  a time  when  the  lure  of  lucrative 
private  practice  is  most  enticing. 

Many  of  these  individuals  have  acquired  large  financial  liabilities 
in  the  course  of  their  education  and  the  training  grant  stipend,  rather 
than  a loan,  permits  them  to  undertake  this  essential  extra  training 
for  1 or  more  years. 

Even  so,  training  grant  stipends  are  currently  inadequate  to  be  com- 
petitive for  recruitment.  Trainees  who  have  completed  3 or  more  years 
of  hospital  experience  and  often  2 years  of  military  service  are  granted 
a stipend  considerably  less  than  the  salary  of  an  intern.  It  takes  strong 
motivation  and  often  supplementation  from  private  sources  to  under- 
take this  arduous  training. 

My  first  point,  then,  can  be  summarized  as  follows:  The  training 
grant  mechanism  is  essential  for  improvement  in  the  delivery  of  health 
care  services  in  this  Nation,  since  it  alone  assures  an  expansion  of 
sorely  needed  basic  research  personnel  and  increased  numbers  of  well- 
trained  candidates  to  expand  and  improve  the  faculties  of  our  medical 
schools. 

The  second  point,  which  I wish  to  emphasize,  is  the  impact  of  the 
training  grant  on  the  improvement  of  health  care.  A charge  frequently 
is  heard  that  there  is  a serious  lag  in  the  application  of  basic  knowledge 
to  the  prevention  and  cure  of  disease. 

This  charge  probably  is  true  because  we  frequently  lack  effective 
communication  between  the  scientist  in  the  laboratory  and  the  prac- 
ticing clinician.  The  training  grant  already  has  demonstrated  its 
capacity  to  alleviate  this  failure. 

The  young  clinician,  in  training,  encounters  patients  with  problems ; 
these  stimulate  questions  for  which  answers  are  sought  and  sometimes 
found  either  by  clinical  investigation  or  by  research  in  the  laboratory. 
The  following  is  one  of  numerous  examples  which  can  be  cited  of 
improved  patient  care  as  a result  of  this  approach  supported  by  a 
training  grant. 

For  years,  engineers  have  employed  strain  gages  and  other  trans- 
ducers to  measure  force  in  a variety  of  industrial  applications.  Yet 
the  application  of  force  to  correct  skeletal  deformities  in  children  has, 
until  recently,  been  purely  on  an  empirical  basis  or,  if  you  will,  the 
“feel”  gained  through  clinical  experience. 

Frequently  one  physician  could  not  relate  precisely  his  “feel”  to  that 
of  another.  As  a result  of  the  investigations  conducted  in  the  course 
of  the  training  grant  program,  effective  communication  was  estab- 
lished between  engineer  and  clinician  and  now  force  application  to 
patients  can  be  measured  precisely  and  care  has  been  substantially 
improved. 
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If  the  training  grant  assures  no  more  than  this,  prompt  and  effective 
clinical  application  of  basic  knowledge,  it  would  be  sufficient  justifica- 
tion for  expansion  of  the  program. 

My  third  point  has  to  do  with  the  administration’s  proposed  trans- 
fer of  $23  million  from  the  training  grant  programs  to  the  Bureau 
of  Health  Manpower  Education  for  faculty  support.  Ostensibly  this 
transfer  will  not  constitute  a “cutback”  in  funds. 

On  the  other  hand,  many  of  us  believe  that  some  deans,  obligated  to 
improve  weak  departments  and  given  these  funds  for  discretionary 
use,  may  not  maintain  current  support  of  established  programs. 

Furthermore,  it  seems  apparent  at  this  juncture  that  the  Bureau  of 
Health  Manpower  Education,  faced  with  an  expanding  need  to  sup- 
port all  institutions,  will  not  distribute  funds  to  institutions  on  the 
basis  of  present  allocations. 

If  these  two  administrative  groups,  within  the  medical  schools  and 
the  NIH,  are  not  subject  to  existing  scientific  peer  group  review,  their 
decisions  may  be  based  on  considerations  of  expediency. 

Such  an  arrangement  does  not  assure  the  public  that  it  gets  the  best 
return  for  its  money.  It  is  the  opinion  of  our  committee  and,  particu- 
larly of  our  dean,  that  the  retention  of  faculty  support  funds  within 
the  current  training  grant  mechanism  where  it  is  subject  to  periodic 
peer  group  review  is  in  the  best  national  interest. 

We  urge  you  to  give  strong  consideration  to  drafting  this  feature 
into  any  pending  legislation  which  is  proposed  to  the  Congress. 

Finally,  I would  emphasize  a fact  of  which,  I am  sure,  you  are 
already  aware.  Training  grant  program  personnel  in  most  institutions 
have  been  assembled  and  forged  into  an  effective  team  only  with  much 
effort,  time,  and  money,  and  require  a continuing  commitment.  We 
urge,  therefore,  that  an  expanded  base  of  long-term  support  be  estab- 
lished, one  which  will  be  adequate  to  meet  the  expanding  need  of  the 
health  care  services  in  this  country. 

Senator  Fong.  Thank  you  Dr.  Curnen,  for  your  very  fine  statement 
on  training  grants. 

LETTER  FROM  THE  ASSOCIATION  OF  STATE  AND  TERRITORIAL 
HEALTH  OFFICERS 

BUDGET  RECOMMENDATIONS 

Senator  Fong.  The  Association  of  State  and  Territorial  Health  Offi- 
cers has  communicated  its  views  on  the  1972  health  programs  budget 
through  a letter  by  the  association’s  president.  Dr.  Hollis  S.  Ingraham. 
The  letter  and  attachments  will  be  entered  in  the  record  in  full. 

(The  letter  follows :) 


63-792  0—71 — pt.  3- 
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THE  ASSOCIATION  OF  STATE  AND  TERRITORIAL  HEALTH  OFFICERS 

WASHINGTON  OFFICE-SUITE  61,  128  C ST.,  N.E.,  D.C.  20002 
TELEPHONE:  (202)  547-3470 


The  Honorable  Warren  G.  Magnuson 
Chairman,  Subcommittee  on  the  Departments  of 
Labor-HEW 

Committee  on  Appropriations 
U.  S.  Senate 
Washington,  D.C. 

Dear  Mr.  Chairman: 

I am  vriting  on  behalf  of  the  Association  of  State  and  Territorial 
Health  Officers  to  request  the  addition  of  funds  to  several  priority- 
health  programs  in  the  fiscal  year  19T2  budget. 

Hill-Burton  Program 

The  1972  authorization  for  health  facility  construction  grants  amounts 
to  $^02,000,000.  Of  this  total,  only  $85,000,000  is  requested  by  HEW. 
Furthermore,  the  Department  proposes  to  restrict  this  $85  million  to  the 
construction  of  ambulatory  care  facilities.  In  other  words,  there  would  be 
no  construction  grant  funds  for  hospitals , long-term  care  facilities , or 
modernization  under  the  budget  request  for  1972. 

The  program  of  guaranteed  loans  for  health  facility  construction  is 
still  not  operative  despite  the  fact  that  more  than  a year  has  passed  since 
it  was  enacted.  The  implementation  of  this  program  will  not  eliminate  the 
need  for  a complementary  program  of  grants.  Consequently,  ASTHO  recommends 
that  a minimum  of  $172,200,000  be  approved  for  construction  grants  for  1972. 

Attached  to  my  statement  is  a table  that  sets  forth  the  dollar-amounts 
of  health  facility  construction  and  modernization  needed  as  estimated  by  the 
individual  states  and  tables  that  show  the  distribution  of  funds  on  a State- 
by-State  basis  for  the  1972  budget  request  and  the  authorization. 

Communicable  Disease  Control 

No  funds  have  been  requested  for  1972  by  HEW  to  carry  out  the  Communicable 
Disease  Control  Amendments  of  1970  even  though  $90,000,000  is  authorized  to 
be  appropriated.  This  legislation  authorizes  project  grants  for  combatting 
tuberculosis,  venereal  diseases,  polio,  measles,  German  measles,  diphtheria, 
whooping  cough  and  tetanus. 

The  reported  cases  of  measles  in  1970-71  will  probably  exceed  the  numbers 
of  cases  reported  in  any  year  since  the  drive  to  eradicate  measles  began  in 

1966. 
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Immunization  levels  against  measles,  polio,  diphtheria,  whooping  cough, 
and  tetanus  declined  in  1970  compared  to  19^9 . This  is  particularly  true  in 
urban  poverty  areas  where  measles  immunization  declined  from  h6  percent  to  Ul 
percent,  polio  frcan  55  percent  to  51  percent,  and  DPT  from  65  percent  to  56 
percent. 

The  decision  of  HEW  to  transfer  tuberculosis  control  funding  from  project 
grants  to  formula  grants  reduced  funds  in  the  29  States  with  the  most  severe 
tuberculosis  problem,  including  Washington,  D.C.  The  $2  million  appropriated 
by  Congress  to  fund  the  Conmixmi cable  Disease  Control  Amendments  in  1971  is 
being  used  for  project  grants  for  tuberculosis  control  but  no  funds  axe  requested 
for  1972  for  such  grants. 

Infectious  syphilis  in  1971  is  up  I8  percent  over  1970  levels.  In  each 
of  the  last  several  years  the  number  of  cases  of  gonorrhea  has  increased  by 
15  percent. 

I understand  that  there  is  a total  of  $6.3  million  earmarked  for  venereal 
disease  control  and  $13  million  earmarked  for  rubella  vaccines  under  the  project 
grant  authority  of  section  31^(e)  of  the  Public  Health  Service  Act.  ASTHO 
reccanmends  that  these  funds  be  transferred  to  section  317  of  the  PHS  Act 
(Canmunicable  Disease  Control)  and  that  an  additional  $30  million  be  appropriated. 

Public  Health  Formula  Grants 

When  the  Partnership  For  Health  legislation  was  originally  approved  in 
1966  (P.  L.  89-7U9)  the  Department  of  Health,  Education  and  Welfare  proposed 
an  appropriation  authorization  for  the  1970's  of  more  than  $300  million.  These 
grants  you  will  recall,  were  proposed  as  "block"  grants  and  as  an  alternative 
to  categorical  grants.  In  actuality,  however,  the  authorization  for  1972 
under  Sec.  31^  (d)  of  the  PHS  Act  is  only  $1^5  million  and  the  budget  request 
is  only  $90  million.  ASTHO  recomnends  that  the  full  authorization  be  appro- 
priated for  1972  so  that  state  health  departments  can  make  progress  in  meeting 
urgent  public  health  needs. 

Maternal  and  Child  Health  Grants 

The  program  of  grants  for  maternal  and  child  health  services  and  crippled 
children  services  has  been  one  of  the  most  effective  Federal -State  efforts. 

Here,  too,  the  funding  has  lagged  far  behind  the  amotints  authorized  to  be 
appropriated.  As  compared  to  an  authorization  of  $325  million  for  1972 
the  Department  of  HEW  requests  only  $231  million.  Seme  States  report  that 
crippled  children  funds  were  exhausted  as  early  as  March  of  this  year.  The 
result  is  that  parents  of  children  with  surgically  correctable  defects  must 
be  denied  service.  ASTHO  recommends  that  the  full  authorization  of  $325 
million  be  appropriated. 

In  concluding,  I want  to  express  my  appreciation  for  this  opportunity 
for  ASTHO  to  make  recommendations  regarding  urgent  needs  for  additional  funds 
for  public  health  programs. 


Sincerely, 


Hollis  S.  Ingraham,  M.D. 
President 
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TlNTATIVI-  fiscal  year  1972  GRANT  ALLOCATIONS  TO  STATES 
FOR  CONSTRUCTION  AND  MODERNIZATION  OF  HOSPITALS  AND  OTHER  HEALTH  FACILITIES 


State 

Total 

Outpatient 

Facilities 

RehabI  li- 
i tation 

Facilities 

Total 

$85,000,000 

$70,000,000 

$15,000,000 

Alabama 

2,355,700 

1,958,645 

397,055 

Alaska 

300,000 

200,000 

100,000 

Arizona 

850,396 

707,061 

143,335 

Arkansas 

1,371,504 

1,140,336 

231,168 

Californio 

5,221,919 

4,341,761 

880,158 

Colorado 

039,808 

698,258 

141,550 

Connecticut 

650,656 

540,987 

109,669 

De  laware 

300,000 

200,000 

100,000 

Dist.  of  Col. 

300,000 

200,000 

100,000 

Florida 

3,028,697 

2,518,203 

510,489 

Georgia 

2,617,795 

2,176,564 

441,231 

Hawaii 

333,723 

233,723 

100,000 

Idaho 

417,315 

317,315 

100,000 

1 1 linois 

2,807,783 

2,334,529 

473,254 

Indiana 

1,898,615 

1,578,602 

320,013 

lov/a 

1,088,650 

905,157 

183,493 

Kansas 

960,770 

798,831 

161,939 

Kentucky 

1,947,466 

1,619,219 

328,247 

Louisiana 

2,217,565 

1,843,793 

373,772 

Miaine 

526,621 

426,621 

100,000 

Maryland 

1,218,531 

1,013,147 

205,384 

Massachusetts 

1,675,199 

1,392,843 

282,356 

Michigan 

2,806,032 

2,333,073 

-472,959 

Minnesota 

1,503,720 

1,250,267 

253,453 

Mississippi 

1,018,919 

1,512,339 

306,580 

Missouri 

1,990,732 

1 , 655 , 1 93 

335,539 

on  tana 

378,915 

278,915 

100,000 

Nebraska 

592,746 

492,7^16 

100,000 

Nevada 

300,000 

200,000 

100,000 

New  Hampshire 

354,586 

254,586 

100,000 

TENTATIVE  FISCAL  YEAR  1972  GRANT  ALLOCATIONS  TO  STATES 
FOR  CONSTRUCTION  AND  MODERNIZATION  OF  HOSPITALS  AND  OTHER  HEALTH  FACILITIES 

(Continued) 


State 

Total 

Outpatient 
Fad  lltles 

Rehabili- 
tation 
Fad  lltles 

New  Jersey 

1,926,292 

1,601,614 

324,678 

New  Mexico 

566,199 

466,199 

100,000 

New  York 

4,700,395 

3,908,140 

792,255 

North  Carolina 

3,110,143 

2,585,926 

524,217 

North  Dakota 

381,757 

281,757 

100,000 

Ohio 

3,945,033 

3,280,095 

664,938 

Oklahoma 

1,362,751 

1,133,058 

229,693 

Oregon 

814,883 

677,534 

..  137,349 

Pennsylvania 

4,552,340 

3,785,040 

767,300 

Rhode  Island 

373,925 

273,925 

100,000 

South  Carolina 

1,802,579 

1,498,753 

303,826 

South  Dakota 

398,046 

298,046 

100,000 

Tennessee 

2,418,973 

2,011,253 

407,720 

Texas 

5,649,243 

4,697,059 

952,184 

Utah 

554,762 

454,762 

100,000 

Vermont 

300,000 

200,000 

100,000 

Virginia 

2,273,252 

1,890,094 

383,158 

Washington 

1,095,236 

' 

910,633 

184,603 

West  Virginia 

1,133,666 

942,586 

191,080 

Wisconsin 

1,655,025 

1,376,069 

278,956 

Wyoming 

300,000 

200,000 

100,000 

American  Samoa 

150,000 

100,000 

50,000 

Guam 

150,000 

100,000 

50,000 

Puerto  Rico 

2,411,137 

2,004,738 

406,399 

Trust  Territory 

150,000 

100,000 

50,000 

Virgin  Islands 

150,000 

100,000 

50,000 

1984 


Health  Facility  Capital  Needs 
(in  millions) 

Category 

Total 

Modernization 

Addit ional 
Capacity 

All 

$16,705 

$10,745 

$5,960 

General 

10,195 

7,220 

2,975 

Long" terra  Care 

3,800 

2,145 

1,655 

Tuberculosis 

200 

165 

35 

Public  health  centers 

710 

400 

310 

D5cT  centers 

1,315 

680 

635 

Rehab,  facilities 

485 

135 

350 

K0T2;  Facility  cour^t  froa  71  1968  5iil-Bui:ton  Stata  plans  (final). 


Office  of  Progran  Planning  and  Analysts 

Health  Facilities  Planning  and  Conetruetion  Service 

September  3,  1969 
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Missouri  9,753,757  2,144,252  3,625,247  1,993,527  1,655,192  335,53 
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Basis  of  Allocations,  per  Statutory  Fonnula: 

a.  Total  population,  as  estimated  by  the  Bureau  of  the  Census;  (1)  Provisional  Estimates  of  the  United  States, 

July  1,  1969  (Series  P-25,  No.  430,  August  29,  1969);  (2)  American  Samoa,  Guam,  Puerto  Rico,  Trust  Territories, 
Virgin  Islands,  Provisional  Estimates  as  of  July  1,  1968,  (unpublished  data). 

b.  Allotment  percentages  for  fiscal  years  1970-1971,  as  determined  by  the  Surgeon  General,  September  30,1968. 
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National  Institute  of  Ment^vl  Health 

STATEMENT  OF  DR.  B.  R.  ASHBY,  NEUROPSYCHIATRIC  SOCIETY  OF 
VIRGINIA 

PSYCHIATRIC  RESIDENCY  TRAINING  PROGRAM 

Senator  Fong.  Dr.  B.  K.  Ashby,  Neuropsychiatric  Society  of  Vir- 
ginia, training  grants. 

Dr.  Ashby.  Senator  Fong,  I apologize  for  not  having  copies  of  my 
remarks  available  today,  but  I was  called  on  rather  short  notice  by 
Senator  Spong  to  appear.  I would  be  able  to  provide  a copy  later  or 
any  further  testimony  for  the  record  to  answer  your  questions. 

I am  Dr.  B.  E.  Ashby  from  Danville,  Va.  I am  in  the  process  of 
beginning  private  practice  in  psychiatry  this  month  in  Danville. 

I speak  to  you  today  as  a representative  of  the  Neuropsychiatric 
Society  of  Virginia,  which  is  a society  composed  of  psychiatrists 
throughout  the  State,  psychiatrists  in  private  practice,  psychiatrists 
who  are  on  the  staffs  of  medical  centers,  on  the  State  hospital  pro- 
gram, the  VA  hospital  system,  and  psychiatrists  in  training. 

I speak  as  a physician  and  who  has  just  completed  liis  psychiatric 
training  on  June  30,  1971.  You  may  wonder  why  I am  appearing 
today  as  a novice,  in  a sense,  as  a representative  of  the  society,  but 
I will  say  that  the  society  is  very  forwardlooking,  I think. 

About  2 years  ago,  the  society  decided  that  residents  in  training  or 
physicians  in  training  in  psychiatry  should  become  actively  involved 
in  the  programs  of  the  society  and  at  that  time  decided  to  allow  one 
resident  from  the  State  to  become  a member  of  the  board  of  directors 
of  the  society. 

I had  the  honor  and  privilege  of  being  the  first  member  in  that 
capacity. 

Since  I served  in  that  capacity  and  since  I have  just  finished  my 
training  the  society  thought  I might  be  in  a unique  situation  to  testify 
today. 

Thus,  as  I speak  to  you  on  their  behalf  and  as  an  individual,  I want 
to  express  our  alarm  and  concern  about  the  plan  of  the  administra- 
tion to  reduce  psychiatric  residency  training  funds  in  the  fiscal  1972 
budget. 

As  you  know,  the  administration  has  proposed  a 1972  fiscal  budget 
of  $25.7  million  for  the  National  Institute  of  Mental  Health’s  psy- 
chiatric residency  training  program.  This  is  a reduction  of  $6.7  mil- 
lion from  the  1971  program  level  and  is  the  initial  step  in  the  even- 
tual phasing  out  of  this  support  for  residency  training  in  psycliiatry. 

I think  the  first  question  we  have  to  ask  is  what  will  be  the  im- 
pact of  this  reduction  and  the  phasing  out  of  this  funding.  In  a na- 
tional survey  conducted  by  Dr.  Frank  AVhiting,  of  the  manpower 
division  of  the  American  Psychiatric  Association,  he  received  248 
responses  from  psychiatric  training  programs  from  around  the 
country. 

Of  those  responses,  they  indicated  that  approximately  1,297  resi- 
dents would  be  lost  from  the  national  total  of  around  4,117  if  the 
National  Institute  of  Mental  Health  phases  out  within  the  next  3 
years  its  entire  psychiatric  manpower  training  program  funding  as 
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is  planned  by  the  administration’s  Office  of  Management  and  Budget. 

Obviously,  you  can  see  that  this  would  have  considerable  national 
impact  on  psychiatric  manpower. 

IVhat  are  the  reasons  being  offered  for  this  reduction?  The  admin- 
istration has  stated  No.  1,  that  such  direct  support  for  training  is 
not  provided  in  other  medical  specialities.  While  they  may  be  tech- 
nically correct  that  psychiatry  is  the  only  speciality  which  receives 
direct  across-the-board  training  grant  support,  psychiatry  is  not  the 
only  branch  which  receives  Federal  support,  for  there  is  training  sup- 
port available  in  two  other  specialties  in  medicine  in  varying  manners. 

One  source  of  support  is  the  considerable  research  funds  that  arc 
available  to  other  medical  and  surgical  specialities.  So,  technically, 
they  may  be  correct,  but  in  reality  we  are  not  the  only  ones  receiving 
Federal  funding. 

No.  2,  they  give  as  a reason  that  many  psychiatrists  enter  private 
practice  immediately  upon  completion  of  their  training,  thus  Federal 
funds  should  not  be  used  for  training.  Dr.  Whiting  again  has  a fairly 
well-documented  study  that  shows  that  approximately  58  percent  of 
psychiatric  hours  are  spent  in  institutional  and  public  service  whereas 
only  42  percent  is  spent  in  private  practice. 

As  an  example,  I may  cite  myself.  Starting  yesterday,  and  going 
through  an  8-day  period,  I am  spending  4 of  those  8 days  out  of  my 
office  at  my  own  expense  serving  in  a similar  capacity  except  for  ap- 
pearing here  today.  I do  not  believe,  however,  that  my  service  outside 
my  office  is  unique. 

The  third  reason  they  give  is  that  Federal  support  for  professional 
training  through  per  capita  aid  to  medical  schools  based  on  enrollment 
is  preferable  to  providing  direct  support  through  specialized  training 
grants  programs  as  they  have  in  the  past  to  psychiatry. 

Now,  I am  sure  you  are  familiar  with  the  thinking  about  providing 
this  per  capita  aid.  Various  figures  have  been  tossed  around.  One 
figure  was  $6,000.  Another,  $3,000  and  so  on.  But  I should  point  out 
when  they  are  discussing  this,  they  are  talking  in  terms  of  giving 
money  based  on  undergraduate  medical  school  enrollment. 

These  are  the  students  in  medical  school  who  are  working  toward 
a doctor  of  medicine  degree.  In  our  own  situation  where  I have  just 
completed  my  training  at  the  University  of  Virginia,  we  will  have 
approximately  100  students  enrolled  in  each  class  soon  and  if  we 
took  the  figure  $6,000  per  student  that  would  mean  $600,000  coming 
into  a medical  school. 

Again,  I am  emphasizing  the  fact  that  the  administration  is  ear- 
marking this  for  the  undergraduate  students.  In  our  own  situation 
at  the  university  and  in  the  department  of  psychiatry  this  past  year 
we  received  approximately  $302,000  from  the  National  Institute  of 
Mental  Health  just  for  our  department  to  train  alone.  So  we  see  here 
the  administration  attempts  to  replace  this  direct  support  with  a per 
capita  support  which  will  not  go  into  the  specialty  programs,  and 
even  if  it  did  come  to  us,  the  $600,000  in  the  instance  of  our  school 
would  not  come  close  to  meeting  the  requirements  of  our  own  depart- 
ment, which  required  $302,000  last  year  as  well  as  the  other  specialty 
departments  in  our  center. 
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Let  me  be  a little  bit  more  specific  to  demonstrate  to  you  the  impact 
of  this  reduction  will  have  on  our  center  alone  there  at  the  L^niversity 
of  Virginia  in  the  department  of  psychiatry.  I may  say  that  presently 
psychiatry  is  a 3-year  training  xerogram.  IVe,  on  the  average,  turn  out 
six  psychiatrists  per  year  in  our  training  program. 

If  this  reduction  in  funds  is  carried  out  since  we  are  dependent 
approximately  to  the  tune  of  63  percent  on  the  Federal  Government 
for  our  training  funds,  our  j)rogram  could  possibly  be  reduced  to  turn- 
ing out  approximately  two  psychiatrists  a year,  from  six  to  two. 

The  situation  would  be  similar  in  other  training  programs  in  the 
State  of  Virginia.  It  is  important  to  x>oint  out  not  only  would  there  be 
a reduction  in  manpower,  if  these  funds  are  reduced  and  phased  out 
but  there  would  also  be  a reduction  in  patient  service  because  during 
the  training  period,  patient  service  is  rendered  by  the  physician  who  is 
learning  to  become  a j)sychiatrist.  IVe  of  the  society  respectfully  urge 
you  to  reinstate  the  psychiatric  residency  training  funds  of  $6.2  mil- 
lion for  fiscal  1972  and  would  hope  that  you  would  see  fit  to  fund  an 
increase  over  the  resent  1971  level  in  the  XIMAH  budget  for  training. 

In  closing,  I would  say  no  matter  how  much  money  may  be  made 
available  for  health-care  programs  in  later  years,  no  matter  how  many 
buildings,  clinics,  or  hosj)itals  can  be  constructed  in  the  future,  they 
will  be  of  little  value  of  there  is  insufficient  psychiatric  manpower  to 
staff  them. 

To  reduce  manpower  training  funds  is  not  only  to  produce  a decrease 
in  manpower  now  but  is  further  to  produce  a lag  in  providing  sufficient 
manpower  for  the  future,  an  efficiency  and  lag  that  cannot  be  over- 
come in  1, 2,  or  several  years. 

Senator  Fong,  I thank  you  for  providing  me  this  opportunity  to 
present  these  remarks. 

Senator  Foxg.  Thank  you  very  much,  Dr.  Ashby,  for  coming. 
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STATEMENT  OF  KENNETH  T.  PETERSON,  AFL-CIO,  WASHINGTON, 
D.C. 


SrPPLEMEXTAL  STATEXIEXT 


Senator  Foxg.  Xext  is  Kenneth  Peterson  from  the  AFL-CIO, 
IVashington,  D.C.  You  have  a very  long  statement  here. 

Mr.  Petersox.  Mr.  Chairman,  on  behalf  of  the  AFL-CIO,  I wish 
to  express  our  api^reciation  for  the  opportunity  to  testify  on  aj^pro- 
priations  for  the  Departments  of  Labor  and  Health,  Education,  and 
IVelfare. 

Our  concern  about  the  Dej)artment  of  Labor,  we  believe,  is  self- 
evident.  Our  interest  in  Health,  Education,  and  IVelfare  is  a continuing 
one  apd  is  rooted  in  the  basic  reason  for  our  being  an  organization  of 
working  men  and  women. 

With  your  permission,  Mr.  Chairman,  I shall  file  a supplemental 
statement  which  will  be  more  detailed  than  this  statement.  It  will  cite 
specific  recommendations  and  the  logic  behind  these  requests. 

Senator  Foxg.  They  may  be  submitted. 

(The  statement  follows :) 
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WORKMEN’S  COMPENSATION  ACTIVITIES  OF 
THE  DEPARTMENT  OF  LABOR 

Occupational  safety  and  health  was  formerly  a responsibility  of  the  Work- 
place Standards  Administration  of  the  Department  of  Labor,  and  in  particular,  of 
the  Bureau  of  Labor  Standards.  The  workmen's  compensation  responsibilities  of  the 
Bureau  have  now  been  reassigned  to  the  newly  established  Employment  Standards 
Administration,  and  its  responsibilities  for  workmen's  compensation  activities 
within  the  Department  have  been  increased  substantially. 

Employment  Standards  Administration 

In  prior  years,  the  Bureau  of  Labor  Standards  devoted  substantial  resources  - 
approximately  $600,000  in  fiscal  year  1971  — to  assisting  the  states  improve 
their  workmen's  compensation  programs.  In  fiscal  year  1971,  activity  related  to 
workmen's  compensation  assumed  increased  importance  within  the  Department  and 
required  a supplemental  appropriation  of  $148,000.  Implementation  of  some  of  the 
workmen's  compensation  provisions  of  the  Coal  Mine  Health  and  Safety  Act  of  1969 
(PL  91-173)  was  primarily  responsible  for  this  development. 

This  Act  requires  the  Department  of  Labor  to  give  much  greater  attention 
to  state  workmen's  compensation  programs  than  it  has  in  the  past.  In  addition, 

PL  91-596,  the  Occupational  Safety  and  Health  Act  of  1970  will  place  additional 
demands  on  the  Department  in  terms  of  workmen's  compensation  issues  during  this 
fiscal  year.  Section  27  of  PL  91-596  specifically  authorizes  and  directs  every 
agency  and  Department  of  the  Government  to  assist  in  implementing  the  workmen's 
compensation  provisions  of  this  law.  The  Department  of  Labor  will  surely  be  in- 
volved in  this  activity. 

In  view  of  the  workmen's  compensation  activities  we  are  certain  the 
Employment  Standards  Administration  will  be  called  upon  to  undertaJce,  we'are 
shocked  at  the  fiscal  year  1972  budget  request.  The  budget  request  would  merely 
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fund  workmen’s  compensation  activity  at  the  1971  level  prior  to  the  supplemental 
appropriation.  We  can  only  assume  the  Department  intends  to  shut  its  eyes  to  the 
needs  of  injured  workers  and  their  families. 

The  AFL-CIO  has  repeatedly  urged  the  Department  of  Labor  to  undertake 
greater  responsibility  in  terms  of  assisting  the  states  in  their  efforts  to 
improve  workmen's  compensation  programs.  The  Congress  has  recognized  this  need, 
and  it  has,  in  the  Coal  Mine  Safety  Act  and  the  Occupational  Safety  and  Health 
Act,  placed  greater  workmen's  compensation  responsibilities  within  the  Department 
The  states,  in  the  fiscal  year  ahead,  will  need  substantial  technical  assistance 
from  the  Department.  The  1971  budget  provided  only  the  funds  needed  to  maintain 
a modest  effort  at  assisting  the  states.  In  1972,  since  the  demands  for  workmen' 
compensation  assistance  at  the  state  level  will  be  much  greater,  we  urge  you  to 
increase  the  budget  request  for  this  activity  to  at  least  $1,000,000  to  permit 
some  improvement  over  the  1971  effort. 

Bureau  of  Employees'  Compensation 

We  are  also  disturbed  by  what  appears  to  us  in  this  budget  as  a down- 
grading of  the  Bureau  of  Employees'  Compensation.  This  Bureau  administers,  in 
an  excellent  manner,  some  of  the  better  workmen's  compensation  programs  in  the 
nation  — the  Federal  Employees'  Compensation  Act  (FECA),  the  Longshoremen's  and 
Harbor  Workers'  Act  and  others.  The  Bureau  has  been  given  additional  responsi- 
bility under  the  Coal  Mine  Health  and  Safety  Act. 

The  Bureau,  during  the  fiscal  year  ahead,  will  be  required  to  develop 
a program  to  assume  the  present  responsibilities  of  the  Department  of  Health, 
Education  and  Welfare  related  to  the  Coal  Mine  Health  and  Safety  Act.  At  the 
present  time  the  Social  Security  Administration  is  receiving  claims  for  black 
lung  compensation  at  the  rate  of  3,000  a week.  The  Bureau  should  begin  this 
year  to  develop  the  staff  and  procedures  to  assume  this  increased  workload  in 
an  orderly  fashion. 

In  addition,  the  Bureau  must  also  undertake  much  more  activity  in  fiscal 
year  1972  related  to  state  workmen's  compensation  laws.  The  failure  of  state 
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laws  to  meet  the  requirements  of  the  Coal  Mine  Health  and  Safety  Act  or 
the  regulations  |)romulgated  under  it  by  the  Secretary  of  Labor  will  add  sub- 
stantially to  the  workload  of  the  Bureau.  The  Bureau  budget  request  represents 
an  increase  of  16  percent  above  1971.  Much  of  this  increase  will  be  utilized 

in  the  payment  of  increased  benefits.  This  budget  request  will  permit  little 
c 

increased  workmen's  compensation  activity  to  be  undertaken  by  the  Bureau.  The 
budget  request  should  be  increased  by  an  amount  that  would  permit  it  to  do  more 
than  simply  make  benefit  payments.  An  increase  of  1.0  or  1.5  percent  in  this 
budget  request  would  enable  the  Bureau  to  staff  and  maintain  a genuinely 
effective  program  in  fiscal  1972. 

The  Bureau  must  process  claims,  adjudicate  controverted  cases,  police 
insurance  carriers,  employers,  and  the  medical  profession.  It  must  review 
insurance  policies,  investigate  accidents,  and  enforce  safety  measures.  In 
addition,  it  must  constantly  review  every  aspect  in  the  operation  of  far-reach- 
ing workmen's  compensation  programs  that  have  an  impact  upon  American  workers 
all  over  the  world.  We  hope  you  will  increase  the  budget  request  for  the 
Bureau  of  Employees'  Compensation  activities  by  at  least  $2,000,000  to  permit 
the  Bureau  to  properly  carry  out  its  functions. 

WORKPLACE  STANDARD  ADMINISTRATION 

Improving  and  Protecting  Wages  of  the  Nation's  Workers 

Over  50%  of  the  Workplace  Standard  Administration  Budget  represents 
the  budget  of  the  previously  independent  Wage  and  Hour  Administration.  This 
portion  of  the  budget,  we  believe,  is  particularly  important  since  it  is 
responsible  not  only  for  assuring  that  some  46  million  non-supervi sory  workers 
are  paid  proper  minimum  wage,  equal  pay,  and  overtime  amounts  but  also  since 
it  administers  such  important  pieces  of  legislation  as  the  age  discrimination 
in  the  Employment  Act,  Service  Contract  Act,  the  Davis-Bacon  and  related  Acts, 
the  Contract  Work  Hours  and  the  Safety  Standards  Act,  the  Walsh-Healey  Public 
Contracts  Act,  and  the  Garnishment  Provisions  of  the  Consumer  Credit  Protec- 
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Employee  complaints  of  employer  violations  continue  to  mount.  Because 
of  a lack  of  adequate  staffing,  some  8,500  complaints  were  back-logged  in  the 
beginning  of  1971.  In  addition  to  the  22  positions  that  the  Department  has 
requested  for  equal  pay  enforcement  and  wage  garnishment,  we  propose  that  the 
total  staff  be  increased  by  10%  so  that  the  thousands  of  workers  currently  under- 
paid will  receive  their  due.  The  current  expenditures  of  approximately  $25 
million,  more  than  pays  off  in  the  recovery  of  approximately  $95  million  found 
due  workers  in  back  wages.  The  large  majority  of  workers  who  are  directly  aided 
by  enforcement  efforts  may  be  classified  as  working  poor. 

Bureau  of  Labor  Statistics 

A number  of  program  items  providing  for  increases  in  the  BLS  budget 
receive  our  wholehearted  support.  However,  there  are  a number  of  items  that  are 
questionable  in  our  estimation.  Work  to  improve  statistics  on  the  construction 
industry  is  a desirable  move  as  we  feel  many  of  the  prescriptions  made  today  for 
this  industry  are  not  based  on  solid  fact.  We  have  long  called  for  increased 
frequency  in  the  studies  dealing  with  labor  and  material  requirements  for  major 
types  of  construction.  Also  we  support  the  work  on  developing  more  comprehensive 
data  on  prices  of  construction  materials.  We  believe  that  there  may  be  some  mis- 
allocation  of  emphasis  within  this  area,  as  we  believe  the  above  two  items  should 
receive  the  greatest  attention. 

The  additional  funds  for  the  revision  of  the  Consumer  Price  Index  is  an 
item  that  no  one  can  oppose.  However,  we  feel  that  the  Bureau  is  not  carrying 
out  its  responsibilities  in  this  area.  The  bureau  has  succumbed  to  pressures  by 
the  Office  of  Management  and  Budget  in  changing  from  an  annual  survey  of  consumer 
expenditures  to  a quarterly  survey.  Last  year  the  BLS  requested  approximately 
$1.5  million  to  revise  the  Consumer  Price  Index  by  conducting  two  Consumer  Expendi- 
tures Surveys.  Now  suddenly  it  has  switched  its  proposal.  Instead  of  two  annual 
Consumer  Expenditures  Surveys,  covering  the  year  1971  and  1972,  the  BLS  would 
conduct  five  quarterly  surveys  providing  data  only  for  the  year  1972.  It  assumes 
that  1972,  by  itself,  will  be  a representative  year  to  be  used  as  a basis  for 
Consumer  Price  Index  and  the  City  Worker's  Family  Budget.  Also  this  change  from 
the  traditional  methods  followed  in  the  1940,  1950  and  1960  revisions  raises  a 
number  of  technical  problems.  The  new  proposed  method  will  provide  less  detail 
than  the  traditional  method,  and  also  fails  to  give  any  checks  in  terms  of  the 
change  in  a family's  assets  over  the  period  of  a year.  This  change  in  methodology 
raised  the  cost  of  the  expenditure  survey  by  approximately  20  percent 
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We  are  also  gravely  concerned  with  the  additional  delay  that  this  quarterly 
method  will  bring  to  the  revision  of  the  Consumer  Price  Index.  The  Bureau  esti- 
mates that  this  change  will  delay  the  revision  by  some  12  to  24  months,  meaning 
that  until  approximately  1979,  we  will  be  dependent  upon  the  Consumer  Expenditures 
Survey  of  1960-61,  as  the  basis  for  the  City  Workers  Family  Budget. 

We  oppose  the  change  in  methodology  and  resultant  delay  of  the  index  revi- 
sion process  and  urge  the  committee  to  direct  the  Bureau  to  proceed  on  the  basis 
that  the  funds  were  initially  allocated  to  the  Bureau  and  under  the  same  time  table. 

BUDGET  TESTIMONY  DEPARTMENT  OF  LABOR 

Unemployment  Compensation 
Ex-Servicemen  and  Federal  Employees 

The  federal  government  has  extended  the  protection  of  the  nation's  unem- 
ployment insurance  program  to  members  of  the  United  States  armed  services  since 
1944.  Originally,  the  protection  for  separated  members  of  the  armed  forces  was 
furnished  through  the  Servicemen's  Readjustment  Act  of  1944.  In  1958,  this  pro- 
tection was  made  a permanent  part  of  the  Social  Security  Act. 

Workers  employed  by  the  federal  government  have  been  protected  by  unemploy- 
ment insurance  since  1955  through  the  Unemployment  Compensation  Program  for  Fed- 
eral Employees. 

The  1972  budget  request  for  these  programs,  $274,500,000,  is  far  too  mod- 
est. The  1971  budget  request  for  these  programs  was  underestimated  by  approxi- 
mately $100,000,000.  The  AFL-CIO  was  appalled  by  the  lack  of  funds  for  these  pro- 
grams revealed  in  the  budget  request  proposed  for  separate  transmittal.  Lack  of 
these  funds  will  deprive  jobless  ex-servicemen  and  jobless  federal  workers  of  the 
basic  protection  unemployment  insurance  is  designed  to  furnish. 

During  the  past  year,  employment  opportunities  for  ex-servicemen,  former 
federal  workers,  and  workers  in  private  industry  have  steadily  declined.  National 
unemployment  in  excess  of  6.0  percent  is  a reality  with  which  every  jobless  worker 


must  contend. 
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Longer  periods  of  unemployment  for  increasing  members  of  jobless  workers 
are  reflected  in  every  index  related  to  unemployment  insurance.  At  this  time, 
insured  unemployment  among  ex-servicemen  is  more  than  100  percent  greater  than  it 
was  in  1970.  Insured  unemployment  among  former  federal  workers  is  50  percent 
higher  than  it  was  in  1970.  The  duration  of  joblessness  for  all  job  seekers  has 
been  increasing  noticeably  throughout  the  nation.  State  legislatures  are  seeking 
a stop-gap  solution  to  this  aspect  of  unemployment  through  enactment  of  extended 
unemployment  compensation  benefit  programs. 

This  budget  request  fails  to  properly  assess  the  labor  market  condition 
which  will  confront  ex-service  personnel  upon  their  separation  from  the  armed  forces. 
The  budget  also  reflects  this  unjustified  optimism  in  the  request  related  to  federal 
workers. 

We  urge  you  to  provide  at  least  an  additional  $100,000,000  to  properly  fund 
these  programs  in  fiscal  1972.  The  Congress  established  these  programs  to  protect 
ex-servicemen  and  federal  employees  against  the  extreme  ravages  of  unemployment.  We 
hope  this  Committee  will  enable  the  Department  of  Labor  to  effectively  meet  this 
goal.  The  additional  funds  we  are  requesting  are  essential  if  jobless  ex-servicemen 
and  jobless  federal  workers  are  to  be  permitted  to  maintain  their  homes  and  fami- 
lees  while  seeking  employment  during  fiscal  year  1972. 

GRANTS  TO  STATES  FOR  UNEMPLOYMENT  COMPENSATION 
Unemployment  Insurance  Services 

Since  1935,  this  nation's  unemployment  compensation  program  has  provided  a 
wage  replacement  income  to  millions  of  working  men  and  women  in  periods  of  temporary 
unemployment.  The  program  has  also  contributed  to  the  stability  of  the  nation's  econ- 
omy and  has  helped  to  moderate  economic  recession.  During  the  latter  1960's  the  pro- 
gram contributed  more  than  $2.0  billion  annually  to  the  nation's  economy.  This  con- 
tribution increased  by  75  percent  in  1970  to  $3.7  billion. 
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The  program  is  performing  an  essential  service  for  the  nation  at  this  very 
moment,  approximately  3 million  workers  have  been  receiving  the  protection  of  the  ' 
program  every  week  this  year.  Monthly  benefit  payments  in  1971  are  30  percent  high-' 
er  than  comparable  months  in  1970.  We  hope  the  Committee  will  scrutinize  this  bud- 
get request  closely  and  substantially  improve  upon  it.  The  budget  request  before  ! 
the  Committee  is  woefully  inadequate  for  the  efficient  operation  of  the  unemploy-  | 
ment  insurance  service  at  this  critical  period. 

The  nation's  unemployment  rate  has  soared  to  the  highest  level  in  ten  years. 

We  fear  this  situation  will  get  worse  before  any  hope  for  improvement  can  be  enter-  'I 


tained.  The  Congress,  in  1970,  concerned  about  the  trends  in  the  economy,  enacted 
legislation  to  strengthen  and  improve  the  unemployment  compensation  program. 

This  legislation  is  being  implemented  daily  at  the  state  level.  We  feel  it 
is  essential  this  effort  be  continued  without  interruption.  This  budget  will  not 
permit  the  needed  maintenance  of  effort  unless  it  is  improved. 

The  1972  budget  request  would  provide  for  a modest  increase  in  personnel  at 
the  state  level.  This  request  is  based  upon  the  assumptions  of  a reduced  workload 
for  the  unemployment  insurance  service.  The  budget  request  for  fiscal  year  1972 
anticipates; 
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a decline  in  initial  claims  ‘ i 

a decline  in  weeks  claimed  | 

a decline  in  contested  claims  , 

a decline  in  the  number  of  appeals,  and 

a decline  in  the  number  of  weeks  compensated 

under  both  state  and  federal  unemployment  compensation  programs.  The  AFL-CIO  sin- 
cerely hopes  unemployment  levels  will  decline  to  the  point  at  which  these  expecta- 
tions become  a reality.  However,  these  expectations  do  not,  in  our  opinion,  reflect!' 

the  increased  demands  placed  upon  the  program  due  to  the  changes  being  enacted  at  th| 

I 

state  level  during  1971. 


Every  state  legislature  meeting  in  1971  has  enacted  legislation  which  will  in|, 
xrease  the  demands  placed  upon  state  unemployment  insurance,  agencies  in  fiscal  year  1' 
1972.  We  urge  you  to  increase  this  budget  request  substantially  to  enable  the  state 
agencies  to  properly  meet  the  heavy  demands  they  will  encounter.'.  [ 
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The  budget  estimates  for  federal  participation  in  the  administration  of  the 
unemployment  insurance  service  should  be  increased.  The  Employment  Security  Amend- 
ments of  1970  require  extensive  changes  in  every  aspect  of  the  program.  The  Unem- 
ployment Insurance  Service  will  be  called  upon  to  assist  the  states  in  implementing 
the  required  changes.  Extensions  of  coverage  will  have  an  impact  on  approximately 
1 million  employers  and  5 million  workers.  The  extension  of  coverage  to  new  employ- 
ers involves  a workload  increase,  in  terms  of  employer  coverage  only,  10  times  great- 
er than  in  any  recent  year.  This  is  merely  one  example  of  the  increased  demands  which 
will  be  placed  upon  the  state  programs.  However,  the  total  budget  request  permit  only 
an  8.0  percent  increase  in  state  personnel. 

The  implementation  of  the  increase  in  the  taxable  wage  base  and  the  extension 
of  the  reimbursement  method  of  financing  to  all  nonprofit  employers  and  public  em- 
ployers will  place  great  demands  upon  the  service. 

The  Department  has  been  directed  by  the  Congress  in  Public  Law  91-373  to  es- 
tablish a continuing  and  comprehensive  research  program.  The  proposed  budget  should 
be  increased  in  order  that  more  than  token  compliance  with  this  directive  can  be  in- 
itiated. 

In  addition.  Congress  has  authorized  appropriations  for  training  of  unemploy- 
ment compensation  personnel.  Programs  of  this  nature  are  needed  throughout  the  sys- 
tem. However,  unless  this  budget  request  is  substantially  increased  to  provide  ad- 
ditional funds  for  this  activity  very  few  training  opportunities  will  be  made  avail- 
able to  federal  and  state  unemployment  compensation  personnel.  In  just  one  area  of 
the  program  — appeals  — training  of  current  personnel  presents  serious  problems  for 
the  Department. 

Excessive  delays  in  processing  contested  claims  have  resulted  in  court  deci- 
sions that  have  required  changes  in  state  procedures.  The  decisions  and  pending  cases 
before  the  courts  have  also  required  the  Department  to  examine  closely  its  adminis- 
tration of  this  aspect  of  the  program.  The  Department's  review  of  appeals  procedures 
has  revealed  a serious  need  for  improvement. 
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It  is  essential  that  funds  for  a substantial  increase  in  personnel  be 
provided  if  this  aspect  of  the  program  is  to  be  improved.  Jobless  workers  need 
'unemployment  compensation  benefits  when  they  are  without  employment.  Unnecessary 
and  lengthy  delays  in  the  appeals  procedures  of  state  programs  are  depriving 
jobless  workers  of  their  benefits  for  as  much  as  seven  weeks  while  they  wait 
for  a hearing  on  their  claim.  These  practices  are  defeating  the  purposes  for 
which  Congress  established  the  unemployment  compensation  program. 

We  urge  the  Committee  to  provide  additional  funds  in  this  budget  to  make 
certain  needed  personnel  can  be  recruited  by  the  Department  to  improve  this 
part  of  the  program.  We  also  urge  you  to  make  certain  adequate  funds  are  avail- 
able to  the  Department  for  training  this  personnel. 

Appropriations 

Women's  Bureau 

We  ask  that  the  appropriations  request  for  the  Women’s  Bureau,  totalling 
$1,326,000  for  the  fiscal  year  1972,  be  approved  in  full  and  increased  if  at 
all  possible. 

Issues  concerning  the  status  of  women  are  commanding  national  attention, 
but  too  often  the  problems  facing  working  women  in  the  lowest  economic  brackets 
are  lost  in  the  shuffle.  The  struggle  over  "equality"  should  not  obscure  the 
need  for  minimum  wage  coverage,  protection  against  excessive  hours  of  work,  the 
maintenance  of  decent  conditions  of  employment,  the  expansion  of  child  care 
facilities,  and  other  fundamental  needs  of  working  class  women. 

Traditionally,  the  Women’s  Bureau  has  spoken  in  behalf  of  these  concerns, 
but  with  decreasing  effectiveness.  In  particular,  funds  should  be  made  available 
to  the  Bureau  for  the  purpose  of  direct,  rather  than  second-hand,  research  on 
the  needs  and  problems  of  low-income  working  women. 

Manpower  Budget  - FY  72 

The  FY  budgetary  allocations  for  manpower  training  program  within  the 
purview  of  the  Labor  Department  are  structured  to  conform  to  the  Administration’s 
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manpower  revenue  sharing  proposal.  This  is  the  block  grant  system  which  we  cate- 
gorically reject.  It  represents  an  almost  complete  abdication  of  federal  respon- 
sibility in  the  manpower  field  and  jeopardizes  such  national  programs  as  the 
Job  Corps,  Mainstream,  etc. 

While  the  budget  proposes  some  overall  increases  in  manpower  expenditures 
for  FY  1972,  there  will  be  no  significant  expansion  in  manpower  programs.  With 
unemployment  at  the  present  level  the  major  need  for  the  coming  fiscal  year  is 
in  the  area  of  job  creation  in  the  public  sector. 

The  Administration's  budget  proposal  cannot  be  expected  to  provide  the 
funding  necessary  to  create  even  a modest  number  of  public  service  jobs  except 
at  the  expense  of  other  manpower  programs.  Substantial  appropriations  for  public 
service  jobs  are  needed  now,  if  any  reduction  is  to  be  made  on  the  number  of  un- 
employed workers. 

Soc i al  Secruity  Administration 

The  Social  Security  Administration's  budget  for  1972  reflects  the  continu- 
ing growth  and  expansion  of  the  social  security  program.  In  total,  benefits  under 
social  security  programs  under  present  law  are  estimated  at  $43.4  billion  for 
1972  and  represent  an  increase  of  almost  $2.5  billion  over  1971.  The  increase  in 
old-age,  survivors,  and  disability  benefits  is  due  primarily  to  increases  in  the 
number  of  aged  persons  in  the  population,  in  the  proportion  of  the  aged  who  are 
insured,  and  in  the  average  monthly  benefits  as  the  general  earnings  level  con- 
tinues to  rise.  The  increase  in  Medicare  benefits  is  a result  of  increases  in  the 
size  of  the  covered  population  and  in  the  utilization  and  cost  of  covered  services. 

For  salaries  and  expenses,  the  Social  Security  Administration  has  requested 
$1,101  million,  an  increase  in  its  limitation  to  spend  from  the  social  security 
trust  funds  of  about  $72.2  million  over  1971.  Of  this  total  increase,  $25  million 
is  for  restoring  the  contingency  reserve  which  is  being  used  in  1971  to  fund  un- 
budgeted needs.  The  remaining  increase  of  $47.2  million  results  from; 
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1.  A 4.6  percent  increase  in  the  volume  of  work  to  be  handled  by 
the  Social  Security  Administration,  State  agencies  and  health 
insurance  intermediaries  at  a cost  of  $22.5  million. 

2.  Built-in  salary  increases  for  employees  of  the  Social  Security 
Administration  and  increases  in  prices  and  wages  paid  by  State 
agencies  and  intermediaries,  amounting  to  $27.7  million;  and 

3.  Other  changes  which  net  out  to  a reduction  of  $3  million. 

Administrative  expenses  for  the  social  security  program  continue  at  a low 

level  and  administrative  cost  ratios  compare  very  favorably  with  comparable  ex- 
penses under  private  insurance. 

The  appropriation  for  Special  Benefits  for  Disabled  Coal  Miners  is  for 
benefit  payments  and  administrative  expenses  for  implementation  of  title  IV  of 
the  Federal  Coal  Mine  Health  and  Safety  Act  of  1969,  enacted  on  December  30,  1969. 
The  1972  budget  request  of  $643.5  million  covers  obligations  for  fiscal  years 
1971  and  1972  as  well  as  obligations  for  1970  which  were  not  fully  funded  in  that 
year.  This  new  program  turned  out  to  have  a much  greater  impact  than  originally 
anticipated  (current  claims  estimates  through  fiscal  year  1972  are  45  percent 
higher  than  earlier  estimates)  and  progress  at  first  was  not  as  rapid  as  SSA 
would  have  liked  it  to  be  because  of  the  heavy  concentration  of  the  workload  in 
a few  states  where  most  of  the  district  offices  are  small  and  because  policy  and 
operating  problems  were  extensive  and  time  consuming.  However,  claims  processing 
has  increased  rapidly  and  the  SSA  expects  to  make  decisions  on  practically  all 
of  the  initial  backlog  of  claims  before  the  end  of  fiscal  year  1971.  There  are 
expected  to  be  a large  volume  of  reconsiderations  and  appeals  from  these  initial 
decisions;  most  of  this  work  will  take  place  in  fiscal  year  1972. 

The  social  security  program  directly  affects  the  well-being  of  practically 
all  of  the  American  people.  We  urge  that  adequate  funds  be  provided  this  pro- 
gram to  properly  service  the  millions  of  Americans  dependent  on  it  for  their 
income. 

Rehabilitation  Services  Administration 

Many  of  our  members  and  their  families  have  been  helped  directly  from  the 
services  that  are  available  in  communities  as  a result  of  this  State-Federal  pro- 
gram. It  helps  people  who  are  disabled  to  return  to  work,  or  to  qualify  for  work 


2001 


status  in  the  case  of  people  so  disabled  that  they  have  difficulty  in  finding 
and  keeping  suitable  work.  Organized  labor  supports  the  budget  for  this  pro- 
gram because  it.  helps  people  to  help  themselves,  and  it  more  than  pays  its  own 
way  in  terms  of  the  national  economy.  Rehabilitation  programs  should  not  be 
supported  primarily  for  the  monetary  gain  to  society,  but  Congress  should  know 
that  it  can  help  our  economy,  both  monetarily  and  productively,  as  it  appropriates 
money  to  rehabilitate  the  disabled. 

In  1970,  a total  of  266,975  disabled  people  were  restored  to  employment. 
This  is  an  increase  of  more  than  10  percent  over  the  previous  year.  Prospects 
are  even  better  for  this  present  year,  with  estimates  going  to  288,000.  The 
people  who  are  helped  go  into  the  skilled  trades,  the  professions  and  agriculture. 
They  will  add  about  250  million  man-hours  of  work  each  year  to  the  nation's 
productive  efforts.  They  will  increase  their  annual  earning  rate  to  about 
$863  million  compared  to  pre-rehabilitation  rate  of  about  $195  million.  In  any 
one  year  about  three-fourths  of  the  people  rehabilitated  and  placed  in  jobs  were 
not  working  at  the  time  they  were  accepted  for  service.  Others  were  in  marginal 
or  otherwise  unsatisfactory  employment. 

We  hope  that  the  funds  this  program  needs  will  be  appropriated  in  full  so 
that  the  successes  and  breakthroughs  that  have  been  made  in  care  for  the  disabled 
can  be  extended  to  ever  increasing  numbers  of  people  eligible  and  waiting  for 
help.  We  are  especially  anxious  to  see  that  Federal  grants  to  States  be  kept  to 
the  highest  possible  level  with  assurance  of  Federal  funds  to  match  all  the  money 
the  Slates  can  and  wish  to  spend  of  their  own  money  for  this  purpose. 

Labor  has  a special  interest  in  seeing  that  resources  are  made  available 
for  work  evaluation  and  work  adjustment  services.  Although  Congress  authorized 
appropriations  of  $50,  $75  and  $100  million  for  the  three  years  ending  in  1971, 
and  extended  this  authorization  of  $100  million  for  another  year  through  1972, 
this  work  has  not  been  funded.  In  our  opinion,  this  work  should  be  highly,  if 
not  fully,  funded  in  order  to  continue  the  manpower  development  thrust  which  both 
political  parties  have  agreed  is  most  important  to  our  national  welfare. 

The  great  importance  of  putting  people  to  work  in  suitable  emplx)yment  and 
helping  them  to  stay  employed  as  productive  members  of  society  requires  that  high 
priority  be  given  to  the  budget  requests  for  this  program. 
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At  the  present  time  there  is  the  equivalent  of  two  full  time  people 
working  in  Central  operations  in  all  aspects  of  the  Medicaid  nursing  home  pro- 
gram. We  feel  that  any  program  that  spends  as  much  of  the  federal  dollar  as 
the  Medicaid  program  does  for  nursing  home  care  should  have  more  direction  from 
Central  operations.  We  note  that  the  President’s  budget  asks  for  a cutback  in 
appropriations  for  central  operations  of  Social  and  Rehabilitation  Services. 

We  feel  strongly  that  the  federal  money  allocated  for  the  care  of  those  who 
must  seek  medical  care  in  a nursing  home  must  have  strong  federal  leadership 
to  eliminate  the  abuses  in  the  operation  of  nursing  homes. 

Administration  on  Aging 

The  AFL-CIO  is  gravely  concerned  about  the  lack  of  adequate  funding 
for  AOA  programs  — programs  which  are  of  vital  concern  to  our  20  million 
senior  citizens  and  others  affected  by  problems  related  to  aging. 

The  Administration  on  Aging,  the  agency  that  was  created  by  the  Older 
Americans  Act,  has  always  been  under-financed  and  under-staffed.  As  a result, 
the  law  has  never  been  fully  implemented.  The  Administration  originally  rec- 
ommended a 10  percent  reduction  in  AOA  funding.  The  original  recommendation 
was  to  reduce  the  overall  $32  million  for  fiscal  1971  to  $28.5  million  in 
fiscal  1972.  These  latter  figures  did  not  include  the  $1.65  million  appro- 
priated to  meet  expenses  for  the  White  House  Conference  on  Aging  in  fiscal 
1971.  No  funds  were  recommended  for  Conference  expenses  for  fiscal  72. 

In  a recent  statement  to  the  Senate  Special  Committee  on  Aging,  the 
Secretary  of  Health,  Education  and  Welfare  announced  the  intention  of  the 
Administration  to  amend  the  AOA  budget  request  so  that  Community  Project  grants 
and  the  Foster  Grandparents  Program  will  continue  at  the  current  fiscal  year 
funding.  In  addition,  he  stated  that  the  Administration  will  request  that 
funds  for  research  and  development  and  training  be  restored  to  the  fiscal  year 
1971  level.  However,  when  account  is  taken  of  the  rapidly  increased  costs 
during  the  last  fiscal  year,  this  actually  means  a reduction  in  funding  for 
these  programs. 
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AOA  programs  are  vitally  important  to  our  elderly  population.  For 
example,  the  RSVP  program  was  designed  to  provide  new  opportunities  for  needed 
community  services  for  persons  60  and  older.  Leading  experts  in  the  field  of 
aging  have  estimated  that  perhaps  one  million  older  Americans  would  be  willing 
to  volunteer  their  services  in  their  communities  — a large  reservoir  of  talent 
which  is  still  largely  untapped. 

The  Foster  Grandparent  program  has  enabled  low-income  persons  60  and 
over  to  provide  supportive  services  for  disadvantaged  young  children.  Unlike 
RSVP  participants,  these  individuals  are  paid  wages  for  their  services  to 
disadvantaged  young  children.  The  evidence  is  abundant  and  compelling  from 
the  elderly  participants,  individuals  served,  and  community  leaders  that  this 
program  is  working  well. 

These  kinds  of  programs  are  essential  to  raise  a substantial  number  of 
the  aged  poor  out  of  poverty  or  to  give  them  a sense  of  participation  in  some- 
thing that  is  important  and  at  the  same  time  help  to  resolve  serious  social 
problems.  We  urge  a 25  percent  increase  in  appropriations  so  that  these  pro- 
grams not  only  will  be  maintained  at  present  levels  but  will  be  able  to  expand. 
We  urge  a realistic  financial  commitment  responsive  to  the  growing  needs  of  a 
growing  elderly  population. 

Public  Assistance  and  Social  Services  Appropriations 

In  1967  the  Congress  recognized  the  need  to  provide  the  states  with  the 
means  with  which  to  supply  services  to  assist  in  the  reduction  of  poverty  and 
social  problems.  These  services  include  extension  of  day  care  programs,  home- 
maker services,  legal  services,  family  counseling,  money  management  and  consumer 
education,  referrals  and  preparation  for  education  and  employment,  protective 
service  for  abused  and  neglected  children,  family  planning,  health,  foster  care 
arrangements  for  the  aged  and  infirm,  securing  support  from  deserting  fathers, 
counseling  for  unmarried  mothers  and  many  others. 

Just  as  these  programs  are  beginning  to  take  effect,  the  Administration 
has  decided  to  severely  cut  Federal  funding  for  them.  The  argument  is  that 
they  are  unable  to  measure  the  value  of  the  services.  Their  attempt  to  curtail 
spending  for  services  in  last  year's  appropriation  was  defeated  in  both  Houses 
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of  Congress.  The  outcry  from  the  governors,  local  public  officials,  educators 
and  welfare  directors  when  the  Senate  Appropriations  Subcommittee  tentatively 
approved  a 115%  limitation,  would  indicate  that  those  closer  to  the  problems 
disagree  with  the  Administration's  assessment  of  the  need  for  these  services. 

We  contend  that  if  the  Administration  is  unable  to  measure  the  effects 
of  programs  which  could  be  funded  under  Title  IV  A of  the  Social  Security  Act, 
it  is  because  in  only  a few  areas  have  there  been  any  in  operation  for  any 
length  of  time.  A good  example  of  the  use  of  the  services  money  under  Title  IV 
is  here  in  Washington,  D. C.  With  the  combined  efforts  of  community  organizations, 
the  District  government,  labor  unions,  sympathetic  Congressmen,  and  paid  consul- 
tants, it  took  18  months  to  get  the  25%  matching  local  share  and  to  qualify  under 
the  rigid  requirements  for  obtaining  the  Federal  share  to  provide  a half  dozen 
day  care  centers.  The  Administration  pays  lip  service  to  the  need  for  more  day 
care  centers  to  free  mothers  to  take  jobs,  but  at  the  same  time  they  are  attempt- 
ing to  reduce  drastically  the  one  source  of  Federal  money  for  such  services. 

We  urge  the  Congress  to  recognize  the  increasing  need  for  services  to 
assist  in  reduction  of  poverty  and  not  to  eliminate  the  source  of  Federal 
financing  of  such  services. 

In  addition  to  the  Administration's  decision  that  services  are  of  no 
measurable  value  they  also  seem  to  have  arbitrarily  decided  that  social  workers 
have  no  place  in  our  society.  They  have  cut  by  more  than  half  the  grant  money 
available  to  universities  for  the  training  of  social  workers,  and  plan  to 
eliminate  such  money  altogether  in  next  year's  budget. 

At  a time  when  the  need  to  offer  training,  education,  counseling,  pro- 
tective services  for  children  and  other  services  is  at  its  greatest  for  an  ever 
increasing  number  of  people,  the  money  to  train  people  to  perform  these  services 
should  be  increased,  not  eliminated. 

Health  Services  and  Mental  Health  Administration 

All  Americans  should  have  access  to  comprehensive  health  services.  This 
policy  is  the  explicit  goal  of  the  Comprehensive  Health  Planning  Act'  of  1966 
(P.L.  89-749).  Several  barriers  stand  in  the  path  of  this  goal.  Three  of  the 
most  important  barriers  are  (1)  the  lack  of  needed  health  facilities,  especially 
outpatient  facilities;  (2)  the  need  for  more  health  manpower ; jand  most  importantly, 
(3)  the  need  for  organization  and  rationalization  of  the  health  delivery  system.- 
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All  of  these  points  were  brought  out  in  the  President's  message  to  Congress 
on  February  18,  1971.  These  were  the  first  three  points  of  his  six  point  program. 

In  his  statement,  the  President  said: 

"In  recent  years,  a new  method  for  delivering  health  services  has  achieved 
growing  respect.  This  new  approach  has  two  essential  attributes.  It  brings  to- 
gether a comprehensive  range  of  medical  services  in  a single  organization  so  that 
a patient  is  assured  of  convenient  access  to  all  of  them.  And  it  provides  needed 
services  for  a fixed  contract  fee  which  is  paid  in  advance  by  all  subscribers." 

The  President  further  stated  in  introducing  his  second  point  under  the 
heading  of  Meeting  the  Special  Needs  of  Scarcity  Areas: 

"Americans  who  live  in  remote  rural  areas  or  in  urban  poverty  neighbor- 
hoods often  have  special  difficulty  obtaining  adequate  medical  care.  On  the  average, 
there  is  now  one  doctor  for  every  630  persons  in  America.  But  in  over  one-third 
of  our  counties,  the  number  of  doctors  per  capita  is  less  than  one-third  that  high. 

In  over  130  counties,  comprising  over  eight  percent  of  our  land  area,  there  are  no 
private  doctors  at  all  — and  the  number  of  such  counties  is  growing." 

Under  the  heading  of  Meeting  the  Personnel  Needs  of  our  Growing  Medical 
System  the  President  stated: 

"Our  proposals  for  encouraging  HMO's  and  for  serving  scarcity  areas  will 
help  us  use  medical  manpower  more  effectively.  But  it  is  important  that  we  pro- 
duce more  health  professionals  and  that  we  educate  more  of  them  to  perform 
critically  needed  services." 

We  think  that  the  President  has  pointed  out  three  critical  areas  of 
concern  that  need  immediate  attention.  Proper  funding  is  needed  to  carry  out 
these  laudable  goals.  Unfortunately,  the  budget  does  not  reflect  these  stated 
goals. 

The  Health  Services  and  Mental  Health  Administration  is  a very  important 
part  of  the  national  effort  to  implement  these  goals  to  improve  the  health  of 
the  American  people.  The  AfL-CIO  strongly  supports  full  funding  of  the  programs 
that  HSMHA  administers.  The  improvement  of  our  capacity  to.  deliver  health  care 
and  the  organization  of  the  delivery  system  to  fully  meet  the  medical  needs  of 
the  American  public  are  a particular  concern  of  ours.  Appropriations  to  meet 
these  goals  need  to  be  increased. 
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' We. feel  the  following  programs  should  have  priority  for  the  1972  fiscal 

year: 

(1)  Mental  Health 

(2)  Health  Services  Research  and  Development 

(3)  Comprehensive  Health  Planning  and  Services 

(a)  Project  grants  for  the  development  of  health  services 

(b)  Migrant  health  programs 

(4)  Maternal  and  Child  Health 

(5)  Regional  Medical  Programs 

(6)  Public  Health  Hospitals 

(7)  National  Institutes  of  Health 
(a)  Health  Manpower 

National  Institute  of  Mental  Health 

We  are  most  concerned  about  the  failure  to  follow  through  on  the  country’s 
long  overdue  obligation  to  provide  comprehensive  community-based  services  for 
America’s  mentally  ill  and  their  families.  The  President’s  1972  Budget  Allowance 
provides  only  $15  million  more  for  the  staffing  of  community  mental  health  centers 
than  was  appropriated  for  the  current  fiscal  year.  This  figure  is  totally  un- 
realistic, and,  in  fact,  will  not  even  provide  funds  for  staffing  grants  that 
have  previously  been  approved.  The  token  increase,  especially  in  view  of  the 
increased  costs  brought  about  by  inflation,  represents  an  abdication  of  the 
previous  commitment  to  provide  these  badly  needed  services  and  is  directly 
contrary  to  both  professional  Judgment  and  the  intent  of  Congress.  These  sums 
will  permit  the  development  of  only  a handful,  at  the  most,  of  badly  needed 
services  in  poverty  areas,  rural  as  well  as  urban.  In  addition,  almost  as 
though  to  drive  the  last  nail  into  the  coffin  of  the  community  mental  health 
centers  program,  no  funds  at  all  are  provided  for  the  construction  of  new 
facilities. 

Trained  personnel,  both  professional  and  paraprofessional , are  urgently 
needed  to  provide  treatment  and  preventive  services  in  community  mental  health 
centers,  in  State  hospitals,  in  psychiatric  services  of  general  hospitals,  in 
alcoholism  clinics,  and  in  drug  abuse  and  narcotic  addiction  programs.  The 
President’s  proposal  in  the  "Manpower  Development"  area,  however,  would  reduce 
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the  NIMH  funds  for  these  purposes  by  slightly  over  $3  million.  Because  of  this 
reduction  and  the  inflation  of  the  last  four  years,  the  proposed  NIMH  budget  for 
training  ($113  million)  will  provide  for  the  training  of  approximately  one-third 
fewer  psychiatrists,  clinical  psychologists,  psychiatric  social  workers,  psychiatric 
nurses  and  paraprofessional  mental  health  workers  than  were  trained  in  1969. 

The  current  level  of  support  for  mental  health  training  is  rapidly  eroding 
the  significant,  but  incomplete,  gains  that  were  made  during  the  late  1950's 
and  the  early  1960’s  in  overcoming  the  severe  shortage  of  persons  trained  to 
work  in  the  mental  health  field. 

Despite  the  explicit  action  of  the  last  Congress  in  enacting  comprehen- 
sive legislation  to  deal  with  the  drug  abuse  and  narcotic  addiction  problems, 
the  1972  Budget  Allowance  provides  for  an  increase  in  this  area  which  is  only 
slightly  more  than  the  added  costs  due  to  inflation.  The  1972  Budget  will  not 
permit  the  initiation  of  any  new  community-based  drug  abuse  and  narcotic  addiction 
treatment  programs.  This  clearly  is  not  the  way  to  deal  with  these  major  problems 
— in  the  ghetto  as  well  as  in  the  suburbs. 

The  91st  Congress  also  enacted  important  legislation  dealing  with 
alcoholism.  The  Budget  Allowance  for  fiscal  year  1972,  however,  provides  for 
less  than  $8  million  for  new  State  and  community  alcoholism  programs.  This  is 
in  stark  contrast  to  the  $95  million  authorized  by  Congress  at  its  last  session. 
Alcoholism  affects  a minimum  of  six  million  Americans.  At  a time  when  there  is 
finally  national  recognition  that  something  can  and  must  be  done  about  this  major 
medical-social  problem,  only  a very  minor  effort  in  this  critical  area  is  called 
for  in  the  President's  Budget  proposals. 

We  feel  the  minimum  increases  required  over  the  President's  Budget  in 


these  four  areas  should  be  as  follows: 

1.  Community  Mental  Health  Centers 

a.  Construction  $45,000,000 

b.  Staffing  $65,000,000 

2.  Manpower  Development $43,700,(X)0 

3.  Alcoholism  and  Narcotic  Addiction  $184,000,(X)0 


We  urge  the  Committee  to  insure  that  the  NIMH  budget  for  the  coming 


fiscal  year  more  nearly  meets  the  nation's  needs.  Surely,  the  nation  can  do 
more,  not  less,  for  its  mentally  ill. 


2008 


Health  Services  Research  and  Ueveloument 

The  National  Center  for  Health  Services  Research  and  Development  plays 
a very  important  role  in  developing  and  testing  the  HMO's  that  the  President 
has  stated  are  so  important  to  the  reorganization  of  the  health  care  delivery 
system.  Because  of  the  very  important  role  this  agency  is  playing,  it  only 
logically  follows  that  increased  appropriations  are  going  to  be  necessary  to 
carry  out  this  Presidential  mandate.  The  increase  of  $4,000,000  over  the  1971 
F.Y.  budget  is  inadequate  to  carry  out  these  increased  responsibilities. 

The  Center  is  currently  working  with  the  development  and  evaluation  of 
15  HMO’s.  In  order  to  properly  support  this  activity,  we  ask  the  Committee  to 
fully  fund  this  program  as  authorized  under  the  Public  Health  Service  Act, 

Title  III,  Section  304, 

In  order  to  place  this  request  of  $82,000,000  in  the  proper  perspective, 
consider  the  costs  of  developing  a Statewide  medical  information  system.  No 
such  systems  presently  exist.  The  few  successful  sub-systems  that  exist,  along 
with  the  well-recognized  need  for  improved  information  handling  in  medicine, , 
argue  strongly  for  continued  support  for  experimental  medical  information 
systems.  A Statewide  information  system  will  cost  from  $35  to  $50  million  to 
build  and  at  least  $3  million  a year  to  operate.  In  order  to  build  a much 
needed  system  in  each  State,  nearly  $2  billion  in  funds  would  be  necessary. 

But  only  $61,484,000  is  asked  for  in  the  budget  for  programs  such  as  this 
and  other  much-needed  applied  research. 

Comprehensive  Health  Planning 

Comprehensive  Health  Planning  is  recognized  as  one  of  the  ways  to  bring 
about  a better  utilization  of  health  resources.  While  we  support  this  concept 
we  are  disappointed  that  consumers  have  not  been  able  to  play  a significant 
role  in  health  planning  in  most  of  the  States.  We  especially  feel  that  with 
the  increased  attention  that  is  being  paid  today  to  the  need  for  training,  for 
public  health  services  and  for  reorganizing  the  health  care  delivery  system 
that  full  funding  to  the  authorized  limit  of  Section  314  (c),  (d)  and  especially 
(e)  should  be  appropriated.  These  three  programs  authorize  the  expenditure  of 
$290,000,000  for  F.Y.  1972  to  upgrade  the  much  needed  health  care  facilities 
and  train  the  personnel  to  bring  good  health  care  to  areas  that  desperately 


need  it. 
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For  migratory  health  services  some  $18,056,000  has  been  budgeted  for 
grants  and  direct  operations.  Because  of  the  value  of  this  program  to  the  more 
than  one  million  men,  women  and  children  who  are  migrant  workers,  this  program 
should  be  broadened  to  include  as  many  of  these  people  as  possible.  The  budget 
request  provides  enough  funds  to  provide  services  to  470,000.  In  order  to 
broaden  this  program  to  cover  a larger  portion  of  these  migratory  workers  and 
their  families,  $25  million  should  be  appropriated. 

Maternal  and  Child  Health 

The  United  States  ranks  13th  among  industrial  nations  in  infant  mortality. 
Health  care  for  mothers  and  infants  ot  the  poor  is  much  below  the  average  for 
the  country  as  a whole.  Most  of  the  women  who  are  poor  have  no  prenatal  care. 
Because  of  these  conditions  we  ask  the  Committee  to  fully  fund  the  Maternal  and 
Child  Health  program.  The  President  has  asked  for  a total  of  $235,435,000  for 
these  programs.  We  recommend  that  the  Committee  give  consideration  to  appropria- 
ting $325,000,000  for  the  Maternal  and  Child  Health  program  to  help  bring  better 
medical  care  to  crippled  and  retarded  children  included  in  this  program. 

Regional  Medical  Program 

This  program  promotes  the  development  of  cooperative  arrangements 
between  medical  schools,  teaching  hospitals  and  other  health  institutions  to 
improve  care  and  to  eliminate  duplication  of  facilities  and  equipment  in  the 
treatment  of  such  dread  diseases  as  heart,  cancer,  stroke  and  kidney  disease. 
Because  of  an  unobligated  balance  of  $34,500,000  carried  over  from  fiscal  1971, 
the  budget  only  calls  for  an  appropriation  of  $52,456,000.  RMP  will  therefore 
have  available  for  its  program  in  fiscal  1972  a total  of  about  $87  million. 

This  is  a substantial  cut  from  the  amount  appropriated  last  year.  We  suggest 
that  funds  available  for  obligation  in  fiscal  1972  should  be  equal  to  last  year's 
appropriation.  This  would  amount  to  an  appropriation  of  about  $72  million  for 
the  coming  fiscal  year. 

Medical  Facilities  Construction 


As  we  earlier  stated,  we  support  the  Administration  on  the  need  to  de- 
velop HMO’s.  We  feel  very  strongly  that  this  is  a step  in  the  right  direction. 
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But  when  we  look  at  the  budget,  we  see  a reduction  of  over  $111,000,000  in 
construction  grants  in  the  1972  budget  for  the  Hill-Burton  program.  The 
development  of  HMO's  is  going  to  depend  largely  on  the  amount  of  funds  appropri- 
ated for  construction  grants,  especially  those  allotted  for  ambulatory  facili- 
ties to  provide  comprehensive  health  care  services  on  a prepaid  basis.  The 
necessity  for  a grant  program  as  opposed  to  a guarantee  program  for  a facility 
that  is  in  the  developmental  stage  seems  obvious.  The  proposed  loan  guarantees 
cannot  replace  the  grant  for  developing  HMO's  because  of  the  substantial  start- 
up costs  involved  in  such  programs.  We  therefore  ask  the  Committee  to  increase 
the  amount  budgeted  for  fiscal  1972  for  the  Hill-Burton  program  to  the  full 
amount  authorized  by  Congress,  or  about  $400  million. 

Public  Health  Service  Hospitals 

We  have  been  quite  concerned  over  the  attempts  of  the  Administration  to 
close  down  the  Public  Health  Service  Hospitals.  The  Public  Health  Service  Hospi- 
tals need  to  be  modernized,  not  abolished.  The  AFL-CIO  urges  the  Committee  to 
increase  the  appropriations  over  what  is  asked  for  in  the  budget  by  $71,369,000 
to  a total  of  $146,000,000.  $36,000,000  of  this  should  be  appropriated  to 

modernize  and  upgrade  the  Public  Health  Service  Hospitals,  $10,000,000  for  a 
study  to  enable  the  Public  Health  Service  to  find  the  best  possible  way  that 
these  facilities  could  be  of  optimal  use  to  the  total  community  and  $100,000,000 
for  operating  expenses  for  the  hospitals  and  clinics. 

Although  we  realize  that  the  medical  care  system  that  is  operated  by  the 
Veterans  Administration  is  outside  this  Committee's  jurisdiction,  we  would 
like  to  add  a comment  about  them  because  it  has  been  proposed  that  Public  Health 
Service  Hospital  patients  could  be  cared  for  in  Veterans  Administration  Hospi- 
tals. The  VA  hospitals  are  seriously  understaffed  and  overcrowded  and  cannot 
even  serve  the  veterans  properly  not  to  speak  of  adding  an  additional  burden  on 
them  by  having  to  serve  the  patients  of  the  Public  Health  Service  Hospitals. 

These  existing  Public  Health  Service  Hospitals  would  make  excellent  demon- 
stration HMO's.  One  of  the  things  that  the  President  has  been  emphasizing  is 
pluralism.  These  hospitals  would  make  excellent  yardsticks  to  measure  the  effect- 
iveness of  privately  sponsored  HMO's  as  compared  to  a publicly  operated  HMO. 
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National  Institutes  of  Health 

The  need  for  research  is  great  today.  In  examining  the  amounts  budgeted 
to  the  vast  majority  of  the  programs  of  the  National  Institutes  of  Health,  we 
see  that  programs  are  being  cut  back  when  appropriations  should  be  increased. 

In  the  cases  of  those  programs  that  have  been  budgeted  close  to  the  level  of 
last  year's  appropriations,  it  is,  in  effect,  a curtailment  of  these  programs 
when  one  considers  increased  salaries  and  other  costs.  We  call  on  the  Committee 
to  substantially  increase  appropriations  for  these  programs  of  the  National 
Institutes  of  Health.  We  recommend  an  increase  over  the  Administration  budget 
of  $200  million.  As  we  are  not  experts  in  the  field  of  medical  research,  we 
offer  no  specific  recommendations  as  to  how  the  appropriation  for  NIH  should  be 
allocated  between  the  different  Institutes. 

The  need  for  medical  research  to  conquer  dread  diseases  goes  without 
question.  Of  even  more  vital  importance  today  is  the  need  for  manpower  to  bring 
the  fruits  of  this  research  to  the  consumer.  Increased  appropriations  to  those 
institutions  that  are  developing  this  much-needed  manpower  is  in  our  opinion  a 
must. 

We  particularly  want  to  call  to  the  attention  of  the  Committee  our  con- 
cern for  the  budget  for  the  Bureau  of  Health  Manpower.  The  need  for  additional 
personnel  in  the  medical  field  is  something  all  authorities  now  recognize.  We 
note  that  organized  medicine  now  recognizes  the  need  for  more  physicians  and 
accepts  federal  funding  as  a means  of  increasing  the  supply  of  physicians.  For 
the  last  several  years  a high  proportion  of  those  applying  for  acceptance  to 
American  medical  schools  have  been  turned  down.  It  has  been  estimated  that  as 
high  as  75  percent  of  those  turned  down  were  eminently  qualified  to  be  physicians. 
It  isn't  a question  of  not  having  interested  and,  qualified  applicants  but  a 
question  of  financial  resources  to  expand  our  capacity  to  increase  the  supply 
of  physicians  and  other  health  manpower. 

While  the  capitation  grant  of  $6,000  per  graduating  student  that  the 
President  has  suggested  as  the  basis  of  funding  medical  education  is  -a  new 
•approach  to  the  institutional  support  of  our  medical  schools,  it  does  not 
increase  the  amount  of  money  available  for  such  support. 
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Two  programs  that  have  been  operating  in  the  past  have  given  medical 
schools,  in  effect,  the  same  $6,000  for  each  student  during  the  four  years  he 
spends  in  medical  school.  Title  VII,  Part  E,  Section  770-774,  does  this  in  two 
ways.  One  is  based  on  the  number  of  students  and  the  other  is  an  institutional 
grant.  Together  these  add  up  to  $1,500  per  student  per  year  or  $6,000  per 
graduate.  In  view  of  the  significant  inroads  that  inflation  has  made  in  the 
budgets  of  these  schools,  we  suggest  that  the  Committee  give  serious  considera- 
tion to  significant  increases  in  institutional  support.  We  support  full  appropri- 
ations to  the  level  authorized  in  the  Health  Manpower  Act;  namely,  $570,000,000. 

Deserving  students  from  low  and  middle-income  groups  are  effectively 
shut  out  from  training  institutions  in  the  health  care  field  by  reducing  appro- 
priations for  scholarships  and  student  loans.  The  vehicle  of  administering 
student  loans  is  particularly  important  because  of  the  antipathy  many  minorities 
and  low-income  groups  have  against  private  lending  institutions.  We  believe 
that  full  funding  of  loans  and  scholarships  administered  by  the  learning  insti- 
tutions would  be  a better  source  of  funds  for  these  students.  Therefore,  we 
request  that  $60,000,000  in  direct  loans  and  $29,000,000  for  scholarships  be 
appropriated  by  the  Committee.  In  contrast,  the  President's  budget  asks  for 
$22,027,000  for  direct  loans,  nearly  $3,000,000  less  than  appropriated  in  F.Y. 
1971,  and  only  $15.5  million  for  scholarships,  the  same  as  for  fiscal  1971. 

Institutional  support  for  nurses  training  is  important  to  assure  a better 
supply  of  one  of  the  most  important  resources  of  health  care  that  has  been  in 
short  supply  for  many  years.  Many  nurses  training  institutions  have  closed 
their  doors  because  they  had  insufficient  financial  support.  Bold  steps  are 
needed  to  give  these  institutions  adequate  support.  We  urge  the  Committee  to 
appropriate  $295,000,000  for  this  institutional  support.  The  President's  budget 
only  calls  for  $9.6  million  for  student  loans,  a reduction  of  $7.5  million  from 
fiscal  1971.  Scholarships  are  budgeted  at  $17  million  and  traineeships  at  $11.5 
million.  We  recommend  $25  million  for  loans,  $25  million  for  scholarships,  and 
$20  million  for  traineeships. 

. Institutional  support  for  schools  of  public  health  in- the  1972  budget 
remains  the  same  as  for  the  1971  budget  in  spite  of  inflation.  The  amount 
requested  for  public  health  traineeships  is  also  the  same  as  last  year.  In  view 
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of  the  great  emphasis  that  the  Administration  has  placed  on  air  and  water 
pollution  control,  it  seems  somewhat  of  a paradox  not  to  support  more  trained 
manpower  in  public  health.  We  recommend  the  budget  be  increased  $17  million 
for  institutional  support  and  $7.6  million  for  traineeships. 

In  order  to  achieve  the  goal  of  making  health  services  accessible  to  all 
Americans,  we  need  more  physicians  and  we  need  more  allied  health  professionals 
such  as  physician  assistants,  dental  assistants  and  pediatric  nurses  in  order  to 
utilize  physician  time  more  effectively  and  efficiently.  The  President's  budget 
asks  for  $10  million  for  institutional  support  and  only  $3,750,000  for  trainee- 
ships.  Nothing  is  requested  for  the  construction  of  schools  for  the  allied  health 
professions.  We  recommend  $20  million  for  institutional  support,  $6.5  million 
for  traineeships  and  $30  million  for  construction. 

OEO  APPROPRIATIONS 

The  proposed  budget  for  OEO  for  Fiscal  Year  1972  is  totally 
inadequate  to  effectively  carry  out  the  programs  and  functions  for 
which  it  is  responsible.  In  the  face  of  a report  from  the  Census 
Bureau  that  1.2  million  persons  were  added  to  those  counted  as  poor 
in  1970,  up  5 percent  from  1969  (a  not  unanticipated  statistic),  the 
OEO  budget  reflects  a disregard  for  proven  programs  which  can  effectively 
help  the  poor. 

The  proposed  OEO  budget  would  cut  the  Community  Action  alloca- 
tion by  more  than  6 percent,  and  increase  the  local  share  contribu- 
tion from  20  percent  to  25  percent.  This  increase  in  the  local  share 
contribution  is  hardly  justified  by  the  relatively  small  savings  that 
will  result  to  OEO.  And  in  view  of  the  Administration's  professed 
concern  for  making  additional  funds  available  to  local  communities 
through  its  revenue  sharing  proposals,  it  is  understandable  only  as 
a means  of  reducing  the  number  and  effectiveness  of  the  Community  Action 
Program. 

The  net  effect  of  the  increase  will,  in  many  communities, 
result  in  less  money  for  the  local  CAP  agency,  which,  in  turn, 
will  mean  reductions  in  staff  for  some  CAP-supported  agencies  and 
the  closing  down  of  others.  This,  coming  at  a time  of  high  unemploy- 
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ment  in  the  nation  as  a whole,  with  almost  double  the  national  unemployment  rate 

in  the  poverty  areas  where  local  CAPs  function,  would  serve  only  to  heighten  the 
frustration  of  those  who  are  forced  to  live  in  the  ghettos. 

The  Legal  Services  program  is  maintained  at  its  present  budget  level.  This 
program  which  had  the  general  support  of  the  legal  profession  and  has  been  of 
service  to  thousands  who  would  have  had  no  one  to  represent  them  in  the  civil  courts, 
deserves  to  be  strengthened  and  expanded.  Legislation  has  been  introduced  into 
the  Congress  by  the  Administration  and  others  that  would  restructure  the  Legal 
Services  program  by  insulating  it  within  a public  service  corporation.  Regardless 
of  whatever  is  taken  on  these  legislative  proposals,  solely  on  the  basis  of  its 
excellent  record  of  supplying  a basic  service  in  helping  the  poor  get  a fair  shake 
within  our  judicial  system,  the  Legal  Services  program  deserves  a substantially 
expanded  budget. 

In  the  area  of  nutrition,  while  there  has  been  substantial  expansion  in 
the  availability  of  food  stamps  and  commodities,  as  well  as  some  upgrading  of  these 
programs,  there  is  no  room  for  complacency  about  the  elimination  of  hunger  in  our 
land. 

Private  studies  by  reputable  citizens  suggest  that  hunger  is  still  very 
much  with  us.  In  view  of  the  rising  rate  of  unemployment  and  a concommitant 
increase  in  the  number  of  poor  people,  the  decision  by  the  Administration  not  to 
request  funds  for  Fiscal  Year  1972  for  the  Emergency  Food  and  Medical  Services,  is 
a gross  disservice  to  all  poor  people.  This  program  was  intended  to  fill  gaps 
in  the  Food  Stamps  and  Commodities  program  at  the  local  level,  to  provide  facilitativ( 
services  and  to  encourage  reform  of  local  practices.  These  objectives  and  needs  are 
still  valid  and  the  OEO  should  request  adequate  fudds  for  Fiscal  Year  1972  to  continut 
and  expand  this  program.  This  Is  hardly  the  time  to  start  retrerichihg  this  program 
for  ultimate  phase-out. 

VISTA  has  been  a useful  program  which  has  provided  an  avenue  for  young 
people  to  work  with  the  poor  toward  achieving  useful  social  and  economic  goals.  The 
Administration  has  indicated  that  it  plans  to  merge  VISTA  with  the  Peace  Corps. 

What  the  ultimate  fate  of  VISTA  will  be  is  not  clear  at  this  time. 


But  the 
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record  that  VISTA  has  written  warrants  a substantial  budgetary  increase  not  the 
proposed  cut  of  almost  9 percent  for  Fiscal  Year  1972.  Further,  VISTA  deserves 
to  be  continued  as  an  independent  program  within  OEO. 

It  seems  quite  clear  from  the  submissions  of  the  Administration  to  the 
Congress  on  revenue  sharing  that  the  request  for  a simple  two-year  extension  of 
the  Economic  Opportunity  Act  of  1964  is  merely  a holding  operation.  Under  the 
Administration's  revenue  sharing  proposals,  OEO  will  disappear  as  the  spearhead 
of  a federal  anti-poverty  effort,  and  its  various  programs  will  be  absorbed  by  old- 
line  federal  agencies  where  their  impact  and  visibility  will  be  lost. 

While  OEO  was  never  intended  to  be  the  sole,  or  even  the  major  anti-poverty 
vehicle  in  the  federal  drive  against  poverty,  it  was  intended  to  be  the  voice  of 
the  poor  within  the  federal  establishment  calling  attention  to  the  needs  of  those 
in  our  society  who,  for  whatever  reason,  have  not  shared  in  the  opportunity  to  attain 
the  bare  minimum  of  economic  and  social  stability.  To  diffuse  the  leadership  role 
that  OEO  has  played  in  helping  poor  people  toward  a better  life  would  be  callous 
indifference  to  their  needs.  OEO's  Fiscal  Year  1972  budgetary  requests  seem  to 
assume  that  OEO  as  an  independent  agency  is  finished. 

The  Congress,  in  the  final  analysis,  will  determine  whether  or  not  revenue 
sharing  is  to  become  the  policy  of  the  government.  Until  that  decision  is  finally 
made,  we  in  the  AFL-CIO  would  hope  that  your  Committee  will  recognize  the  need  for 
full  and  adequate  funding  for  all  OEO  programs. 

THE  PRESIDENT'S  COMMITTEE  ON  EMPLOYMENT  OF  THE  HANDICAPPED 
The  President's  Committee  on  Employment  of  the  Handicapped  is  requesting 
$726,000  for  fiscal  year  1972  - an  increase  of  a mere  $20,000  over  the  1971  figure 
of  $706,000. 

This  entire  increase  is  earmarked  for  such  mandatory  expenditures  as  salary 
increases  under  the  recent  Federal  Pay  Act,  ingrade  promotions  and  similar  items  the 
President's  Committee  is  obligated  to  meet. 

The  $20,000  increase  cannot  possibly  be  used  for  new  programs  or  new 
activities.  In  other  words,  the  fiscal  year  1972  budget  request  permits  the 
President's  Committee  to  do  little  more  than  tread  water,  to  stay  in  the  same  place, 
to  hold  its  own. 
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The  President's  Committee  needs  more  money  for  fiscal  year  1972.  The 
AFL-CIO  urges  an  additional  appropriation  of  $25,000.  These  additional  funds 
are  necessary  to  hire  an  additional  field  executive.  This  will  enable  the 
President's  Committee  to  work  more  closely  with  Governors'  Committees  on  Employment 
of  the  Handicapped  in  all  the  States  of  the  Union  in  efforts  to  improve  their 
operations. 

An  additional  field  executive,  responsible  for  improving  the  effectiveness 
of  Governors'  Committees  throughout  the  country  can  make  a considerable  contri- 
bution to  improving  the  total  climate  of  America  in  behalf  of  the  handicapped. 

He  would  work  with  several  States,  helping  establish  and  maintain  local  Committees 
on  Employment  of  the  Handicapped:  encouraging  State  funds  for  operating  expenses 
and  for  full  time  executive  secretaries  to  Governors'  Committees;  helping  design 
State  programs  eliminating  architectural  and  transportation  barriers;  and  working 
with  State  and  local  committees  in  mobilizing  all  State  organizations  and  agencies 
into  greater  service  to  the  handicapped. 

In  short,  a few  dollars  allotted  to  the  President's  Committee  will  pay  off 
in  countless  millions  of  dollars  worth  of  voluntary  service  to  handicapped  people 
who  need  rehabilitation  and  employment.  All  this  is  a bargain  for  a modest 
$25,000  increase  in  the  President's  Committee's  appropriation;  We  hope  the 
Congress  agrees. 

(Insert  HEW  Appropriations) 

HEW  APPROPRIATIONS 

Juvenile  Delinquency  Prevention  and  Control 

For  this  very  important  work  the  AFL-CIO  recommends  an  increase  from 
$10,000,000  to  $20,000,000. 
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OCCUPATIONAL  SAFETY  AND  HEALTH  ACT 

Mr.  Peterson.  We  urge  that  you  and  the  members  of  this  subcom- 
mittee find  these  recommendations  acceptable. 

The  AFL-GIO  regards  as  of  highest  importance  the  need  for  ade- 
quate funding  for  the  Departments  of  Labor  and  of  Health,  Educa- 
tion, and  Welfare,  to  implement  the  programs  under  the  Occupational 
Safety  and  Health  Act  of  1970. 

The  Congress  has  stated  that  the  goal  of  this  act  is  to  assure  as  far 
as  possible  every  Avorking  man  and  Avoman  in  the  Nation  safe  and 
healthful  v^orking  conditions  and  to  preserve  our  human  resources. 

Organized  labor  Avorked  long  and  hard  to  help  achieve  this  act 
and  the  programs  Avhich  it  contains.  Millions  of  Avorkers  exposed  to 
every  kind  of  occupational  safety  and  health  hazard  have  aAvaited 
enactment  and  the  effectiA^e  date  of  the  act  Avith  high  expectations  that 
noAV  they  see  the  beginnings  of  a Augorous  and  effectiA^e  program  that 
Avill  lessen  the  shadoAvs  of  death,  injury,  and  illness  that  hang  over 
America’s  millions  of  Avorkplaces. 

Their  expectations  must  be  brought  close  to  realization  by  adequate 
financial  resources  to  carry  out  the  strong  preventiA^e  and  remedial 
programs  Avhich  the  Congress  Avrought  in  building  and  passing  Public 
LaAv  91-596. 

Mr.  Chairman,  every  year  more  than  14,000  Avorkers  die,  2.6  million 
are  disabled  from  job-incurred  injuries.  Probably  half  a million  Avork- 
ers are  incapacitated,  and  hundreds  die  from  occupational  illnesses. 

The  investment  in  preventive  programs  to  reduce  this  grim  and 
mounting  toll  is  small  in  proportion  to  its  gains  Avhich  can  be-  achieved, 
gains  that  can  be  measured  by  added  dollars  in  production,  insteady 
Avages  and  salaries,  and  reduction  of  the  costs  of  Avorkman’s  compensa- 
tion, and  equally  important,  but  more  difficult  to  assess,  the  human 
gains  that  are  reflected  in  Avorkers’  lives,  and  the  AA^elfare  and  solidarity 
of  their  families. 

Organized  labor  most  urgently  requests  this  subcommittee,  therefore, 
to  consider  the  folloAving  proposals  Avith  respect  to  appropriations 
under  the  Occupational  Safety  and  Health  Act  for  fiscal  year  1972. 

The  Department  of  Labor’s  proposed  budget  of  $25.3  million  for 
fiscal  1972  is  Avoefully  inadequate  to  implement  meaningfully  the 
Occupational  Safety  and  Health  Act. 

With  4.1  million  American  Avorkplaces  covered  by  this  act,  Ave  recom- 
mend that  at  least  1,000  safety  officers  and  appropriate  departmental 
personnel  be  acquired  during  fiscal  year  1972. 

Only  Avith  a force  of  this  size  can  a compliance  program  be  started 
Avhich  Avill  give  this  act  some  meaning  to  the  millions  of  American 
Avorkers  Avho  have  for  so  long  been  exposed  to  every  kind  of  safety 
and  health  hazard  on  the  job. 

They  haA- e eAxry  right  to  regard  this  act  as  the  beginning  of  a neAv 
day  in  their  Avorking  lives,  and  not  to  expect  that  they  Avill  have  to 
Avait  for  years  before  they  begin  to  benefit  from  it. 

The  additional  costs  of  placing  1,000  inspectors  in  the  field  over 
fiscal  year  1972  aa’^^ouM  not  exceed  an  additional  $10  million.  There 
should  also  be  additional  funds  proAuded  for  personnel  engaged  in  the 
training  program. 
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There  are  6,000  applicants  already  for  these  kinds  of  positions.  Such 
a program  includes  not  only  preparation  of  safety  officers  for  the  field, 
but  carrying  out  the  Secretary’s  statutory  responsibilities  to  develop 
and  carry  out  training  programs  for  employees  and  management  per- 
sonnel so  that  they  can  better  work  together  in  reducing  accidents  and 
injuries  in  their  own  work  environments,  and  thus  promote  the  goals 
of  the  act  as  established  by  the  Congress. 

Increasing  the  capability  of  the  Federal  Government  to  carry  out 
its  responsibilities  is  clearly  needed  now,  particulariy  in  view  of  the 
fact  that  the  various  States  will  not,  for  some  time,  be  able  to  amend 
their  statutes  in  order  to  submit  plans  to  the  Secretary  for  assumption 
of  Federal  jurisdiction  of  some  or  all  occupational  safety  and  health 
areas,  as  provided  in  section  18(b)  of  Public  Law  91-596. 

The  legislatures  of  32  States  will  not  meet  again  until  next  year, 
although  a few  are  still  in  session.  Those  of  18  other  States  will  not 
convene  until  1973.  Even  with  regard  to  those  meeting  next  January, 
no  concrete  assumption  can  be  made  as  to  what  course  of  action  they 
will  take  in  amending  their  statutes  in  areas  that  would  be  required 
to  meet  the  criteria  of  the  act,  or  providing  the  necessary  appropria- 
tions and  training  manpower  to  satisfy  the  Secretary  that  such  a plan, 
if  submitted,  meets  the  tests  of  the  act. 

These  are  the  hard  facts  which  lead  inescapably  to  the  conclusion 
that  the  first  priority  of  implementing  this  act  should  be  that  of  rapid- 
ly building  up  the  capability  of  the  Department  of  Labor  to  carry  out 
its  major  responsibilities  and  not  diverting  scarce  resources  on  high 
pressure  campaigns  to  sell  the  States  on  participation. 

It  was  the  general  failure  through  the  years  of  the  States  to  protect 
worker  safety  and  health  when  they  had  the  chance  that  led  to  adop- 
tion of  Public  Law  91-596.  They  must  fully  demonstrate  a changed 
attitude  reflected  by  laws  and  programs  at  least  as  effective  as  those 
of  the  Federal  Government  as  provided  by  the  act. 

In  the  meantime.  Congress  should  make  sure  that  the  Department 
of  Labor  is  given  the  necessary  resources  to  fully  meet  its  responsi- 
bilities to  protect  the  health  and  safety  of  57  million  covered  workers 
with  a strong  beginning  in  fiscal  year  1972. 

We  urge  that  the  $8  million  additional  money  authorized  for  the 
newly  created  Institute  for  Occupational  Safety  and  Health  for  fiscal 
year  1972,  be  approved  by  this  subcommittee.  The  Institute  has  a vital 
role  to  play  under  the  act,  with  major  responsibilities  in  the  fields  of 
research,  demonstrations,  training,  development  of  criteria  and  rec- 
ommended standards,  and  monitoring,  measurement,  and  publishing 
and  maintaining  a list  of  toxic  materials,  used  or  found  in  America’s 
wormkplaces.  It  is  also  necessary  to  provide  the  funds  to  establish  its 
phvsical  location. 

Health  hazards  in  America’s  workplaces  are  increasing,  as  new 
processes,  new  chemicals,  and  physical  agents  are  being  developed  and 
placed  in  use  at  a rate  of  over  600  a year.  This  fact,  together  with  the 
need  to  develop  criteria  and  standards  over  many  of  known  occupa- 
tional health  hazards,  makes  the  operations  of  the  Institute  a major 
key  to  successful  prosecution  of  this  act. 

The  effective  operation  of  this  Commission  is  therefore  a major  key 
to  effective  enforcement. 
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We  wish  to  call  attention  to  the  fact  that  under  the  Coal  Mine  Safety 
Act,  a statute  of  limited  scope  in  terms  of  both  workers  and  establish- 
ments covered,  more  than  900  contested  enforcement  actions  are  being 
received  each  week  by  the  Department  of  the  Interior’s  Bureau  of 
Mines. 

The  Occupational  Safety  and  Health  Act  of  1970  covers  4.1  million 
establishments  and  57  million  workers — a coverage  enormously  larger 
than  that  of  the  Coal  Mine  Safety  Act. 

It  can  reasonably  be  expected  therefore,  that  the  volume  of  contested 
citations  that  will  face  the  Occupational  Safety  and  Health  Review 
Commission  will  very  quickly  surpass  by  a large  factor  the  enforcement 
matters  dealing  with  coal  mine  safety  regulations. 

If  the  resources  of  the  Commission  are  not  made  adequate  to  this 
expected  caseload,  it  could  very  well  be  the  bottleneck  of  the  total 
enforcement  program  under  the  act. 

The  fiscal  year  1972  budget  authorization  of  $300,000  for  the  activi- 
ties of  the  Commission  is  inadequate.  We  urge  that  it  be  at  least  doubled 
in  order  to  acquire  the  necessary  number  of  hearing  examiners  and 
backup  personnel  required  to  assure  swift  and  orderly  adjudication  of 
the  inevitable  file  of  contested  citations  during  the  year. 

Mr.  Chairman,  the  AFI^CIO  executive  council  in  its  policy  state- 
ment on  occupational  safety  and  health,  stated  that : 

For  the  first  time  in  the  history  of  the  Republic,  the  Federal  Government  can 
now  begin  to  undertake  a broad  and  progressive  program  to  make  the  workplaces 
of  America  safe  and  healthful. 

We  earnestly  request  your  subcommittee  to  aid  in  this  humanitarian 
attempt  by  voting  the  necessary  appropriations  to  make  this  act  work. 

Senator  F ong.  Thank  you  Mr.  Peterson. 

Mr.  Peterson.  Thank  you,  Mr.  Chairman. 

SUBCOMMITTEE  RECESS 

Senator  Fong.  We  will  recess  the  hearing  until  10  a.m.  on  Monday 
when  we  will  resume  the  Labor-HEW  hearings,  public  witnesses. 

(Whereupon,  at  11 :40,  Friday,  July  9,  the  subcommittee  was  recessed 
until  10  a.m.  Monday,  July  12.) 
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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


MONDAY,  JULY  12,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  ox  Appropbiatioxs, 

W ashington^  D.C. 

The  subcommittee  met  at  10  a.m.  in  room  1114:,  New  Senate  Office 
Building,  Hon.  Warren  G.  Magnuson  (chairman)  presiding. 

Present : Senator  Magnuson. 

DEPARTIMENT  OF  HEALTH,  EDUCATION,  AND  M"ELFARE 

Noxbepartmextal  Witnesses 

National  Institute  of  Mental  Health 

STATEMENT  OF  DR.  SYDNEY  BERMAN,  PRESIDENT,  AMERICAN 
ACADEMY  OF  CHILD  PSYCHIATRY,  WASHINGTON,  D.C. 

PSYCHIATRIC  RESIDENCY  TRAINING  PROGRAM 

Senator  Magnuson.  The  subcommittee  will  come  to  order. 

We  will  continue  to  receive  today  testimony  from  the  public  wit- 
nesses on  appropriations  for  HEW  for  fiscal  1972.  I hope  that  the 
witnesses  will  keep  their  testimony  as  brief  as  possible  in  order  that 
all  witnesses  will  have  an  opportunity  to  be  heard.  We  have  a list  of 
over  180  witnesses  who  want  to  appear.  Obviously,  we  couldnl  hear 
them  all  at  great  length,  but  we  will  get  the  gist  of  what  you  have  to 
say  and  understand  your  views  and  take  them  into  consideration. 

The  first  witness  we  have  this  morning  is  Dr.  Sydney  Berman  of 
the  American  Academy  of  Child  Psychiatry. 

Dr.  Berman? 

Dr.  Berman.  Senator  Magnuson  and  vour  committee,  I represent 
the  American  Academy  of  Child  Psychiatry  as  its  president,  but  I 
am  speaking  for  all  of  the  children  of  this  country  who  become  men- 
tally ill  and  are  mentally  ill.  Wien  one  considers  that  this  is  in  the 
area  of  approximately  2 million  children,  and  excludes  the  million 
who  will  visit  the  juvenile  courts,  this  means  that  many,  many  families 
in  this  country  are  involved  in  what  I am  pleading  for  today. 

The  American  Academy  of  Child  Psychiatry  is  the  only  national 
physicians'  organization  in  this  country  solely  and  specifically  devoted 
to  the  treatment  of  the  mentally  ill  children  of  this  country. 
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CORRESPONDENCE  WITH  SECRETARY  RICHARDSON 

We  were  in  communication  with  Secretary  Elliot  Richardson  and 
received  a letter  from  him  on  April  27,  1971. 

Senator  Magnuson.  Doctor,  your  statement  is  long  but  your  letter 
to  the  committee  contains  the  highlights  of  what  you  have  in  here.  If 
you  would  read  that  letter,  we  could  follow  it  and  get  to  the  gist  of 
your  concern. 

FUNDING  REDUCTION  AND  PROGRAM  PHASEOUT 

Senator  Magnuson.  You  may  proceed. 

Dr.  Berman.  The  Secretary  in  his  communication  to  us  stated  that 
he  was  going  to  phase  out  all  training  programs  that  are  vital  to  the 
treatment  of  children  who  become  mentally  ill,  and  in  the  budget  for 
the  fiscal  year  1972  there  is  going  to  be  a reduction  in  the  training 
funds  from  $32.4  million  down  to  $25.7  million ; but  eventually  there 
will  be  a phasing  out  of  this  form  of  support  for  individuals  who  are 
trained  to  treat  these  children. 

We  are  asking  that  this  committee  consider  the  inclusion  within  the 
funding  of  the  National  Institute  of  Mental  Health  for  these  funds 
which  will  train  child  psychiatrists  and  other  mental  health  personnel 
in  the  treatment  of  these  children  who  are  mentally  ill. 

The  American  Academy  of  Child  Psychiatry  respectfully  petitions 
the  Senate  Subcommittee  on  Appropriations  for  Labor  and  HEW  to 
continue  adequate  Federal  support  for  training  mental  health  per- 
sonnel and  to  include  this  in  the  budget  of  the  National  Institute  of 
Mental  Health. 

Our  organization  has  been  informed  by  the  Secretary  of  HEW, 
the  Honorable  Elliot  Richardson,  that  the  fiscal  year  1972  budget  for 
the  National  Institute  of  Mental  Health’s  psychiatry  residency  train- 
ing program  will  be  reduced  by  $6.7  million  from  the  1971  program. 

This  is  intended  as  an  initial  step  in  the  eventual  phasing  out  of  this 
approach  to  support  of  psychiatric  residency  training.  The  Depart- 
ment of  Health,  Education,  and  Welfare  also  intends  to  reduce  future 
Federal  support  for  this  type  of  professional  training  and  instead  will 
place  the  emphasis  on  per  capita  aid  to  medical  schools  rather  than 
this  type  of  specialized  training. 

The  American  Academy  of  Child  Psychiatry  recognizes  and  fully 
endorses  the  effort  to  aid  medical  schools,  for  they  are  the  basic  re- 
source for  the  manpower  so  desperately  needed.  However,  in  the  field 
of  child  mental  health,  there  continues  to  be  a dreadful  shortage  of 
personnel : child  psychiatrists,  psychologists,  social  workers,  and  other 
support  personnel. 

Although  this  year  child  mental  health  is  stated  to  hold  top  priority 
for  the  NIMH  program,  the  proposed  cutbacks  in  psychiatry  resi- 
dency training  will,  in  fact,  be  disastrous  to  the  recruitment  of  child 
psychiatrists,  let  alone  the  effective  staffing  of  community  mental 
health  centers  throughout  this  Nation. 

Within  the  United  States,  there  are  only  some  1,200  qualified  child 
and  adolescent  psychiatrists.  In  these  times  of  critical  need  for  chil- 
dren’s services,  there  should  be  at  least  5,000.  This  has  always  been  a 
scarce  and  neglected  manpower  category,  supported  more  through  the 
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desperate  demands  of  the  communities  for  servuce  than  through  any 
well-planned  and  vigorous  support  from  national  health  organizations, 
State  and  local  agencies,  or  the  medical  schools  themselves. 

Over  the  years,  only  by  means  of  limited  public  funding  have  we 
been  able  to  recruit  mental  health  personnel  for  children.  This  is  the 
reason  why  the  academy  pleads  for  categorical  grants  similar  to 
those  supporting  mental  retardation,  which  constitutes  a much  smaller, 
albeit  important,  segment  of  the  needs  of  the  mentally  and  emotion- 
ally handicapped  children. 

As  for  the  support  received  from  medical  schools — I would  like  to 
say  parenthetically  it  would  be  difficult  to  get  any  money  from  them — 
this  has  always  been  a token  response,  not  only  because  of  the  low 
priority  given,  but  also  because  no  medical  school  funds,  other  than 
those  specifically  designated  for  this  purpose  by  Federal,  State,  and 
other  grants,  have  ever  been  made  available  for  children. 

Additionally,  in  this  scarce  manpower  category,  which  requires  a 
longer  period  of  training  than  most  other  specialties,  it  is  very  diffi- 
cult to  recruit  residents  and  fellows,  due  to  intense  competition  in 
other  areas  of  medical  education.  In  fact,  statistically,  there  are  fewer 
child  psychiatrists  trained  than  any  of  the  other  specialty  categories 
insofar  as  medical  school  training  is  concerned. 

'Without  this  categorical  assignment  of  adequate  funds  for  train- 
ing grants,  it  will  be  well  nigh  impossible  to  attract  a sufficient  num- 
ber of  physicians  for  training  in  child  psychiatry  or  to  attract  other 
behavioral  scientists  to  this  field. 

In  1966,  the  XIMH  conservatively  estimated  that  1,400,000  chil- 
dren under  18  were  in  need  of  psychiatric  care.  This  does  not  take  into 
account  the  children  who  succumb  to  antisocial  behavior  and  end  up 
in  juvenile  courts,  the  children  in  receiving  homes,  the  students  who 
fail  accademically  and  drop  out  of  school,  and  the  many  others  re- 
quiring rehabilitation  programs.  Today’s  figures  undoubtedly  are  con- 
siderably higher  than  the  XIMH  estimate. 

The  burden  of  social  responsibility  for  the  care  of  these  children 
who  become  mentally  ill  or  emotionally  disturbed  falls  on  child  psy- 
chiatrists, most  of  whom  are  members  of  this  academy.  If  we  of  the 
academy  don’t  speak  out  to  this  consumer  need,  we  will  have  been 
derelict  in  our  responsibilities  to  these  children  and  their  parents. 

We  feel  that  this  need  cannot  be  relegated  to  a secondary  position 
and  has  never  been  forcefully  spoken  for  bv  others  solely  in  that 
context. 

The  general  hospitals  and  general  psychiatric  facilities,  including 
comprehensive  mental  health  centers,  cannot  be  expected  to  respond 
adequately  to  the  need  for  psychiatric  services  for  children.  They  have 
never  done  so  in  the  past ; and  with  further  limitations  on  their  funds, 
they  won’t  now. 

This  also  holds  for  medical  schools,  insofar  as  their  attitude  toward 
training  in  child  psychiatry  is  concerned. 

Paradoxically,  much  of  the  training  of  personnel  and  the  deliver^' 
of  mental  health  services  to  children  does  not  take  plare  in  medical 
school  based  programs.  Therefore,  those  training  and  treatment  pro- 
grams outside  of  the  sphere  of  influence  of  the  medical  schools  will 
have  no  access  to  funds  for  this  specific  type  of  training  if  Secretary 
Kichardson  follows  his  plan. 
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This  can  only  lead  to  further  major  problems  in  expanding  pro- 
grams in  children’s  mental  health  centers,  residential  treatment  cen- 
ters for  children,  children’s  community  clinics,  and  the  like. 

It  is  difficult  to  see  how  the  Federal  Government  can  embark  on 
programs  such  as  the  decision  to  make  child  mental  health  the  first 
priority  of  the  NIMH,  or  the  implementation  of  the  recommendations 
in  the  report  of  the  President’s  Task  Force  on  the  Mentally  Handi- 
capped (September  1970)  while  at  the  same  time  cutting  funds  to 
train  the  manpower  necessary  to  carry  out  these  avowed  objectives. 

Child  psychiatrists  and  other  child  mental  health  personnel,  al- 
ready hard  pressed,  are  faced  with  a real  dilemma  in  terms  of  sup- 
porting such  programs.  On  the  one  hand,  we  are  asked  to  engage  in 
vital  and  important  commitments,  and  on  the  other  are  given  insuf- 
ficient resources  to  meet  these  commitments. 

A good  example  of  this  was  the  Yarborough  bill.  For  the  first  time 
in  the  history  of  this  country,  $12  million  were  put  aside  for  the  sup- 
port of  these  particular  children,  but  these  funds  were  never  activated 
by  the  Government. 

This  is  why  the  academy  speaks  for  categorical  grants  for  mental 
health  services  for  children  similar  to  those  which  exist  for  the  men- 
tally retarded  child.  Indeed,  this  is  the  only  way  to  assure  funds  for 
adequate  mental  health  services  for  the  large  percentage  of  our  chil- 
dren who  will  not  otherwise  grow  into  responsible  adulthood. 

There  are  no  primary  physicians  who  can  do  so,  either.  If  the  Fed- 
eral Government  backs  away  from  this  responsibility,  we  shall  have 
failed  these  children  and  their  families. 

We  respectfully  call  your  attention  to  the  fact  that  the  limited 
moneys  made  available  in  the  i^ast  by  the  Federal  Government  to 
child  psychiatry  have  brought  rich  dividends — which  I am  sure  the 
Government  isn’t  aware  of — in  the  way  of  heroic  services  provided  by 
academy  members. 

In  spite  of  the  limited  funds  and  difficulties  in  recruitment,  the 
overwhelming  proportion  of  time  spent  by  child  psychiatrists  is 
directed  to  community  services,  teaching,  and  research. 

The  following  statistics,  based  on  a recent  survey  of  the  members 
of  the  American  Academy  of  Child  Psychiatry,  bear  this  out : 68  per- 
cent of  all  the  time  child  psychiatrists  are  involved  in  is  dedicated  to 
community  services  and  and  32  percent  to  private  practice ; 20  percent 
of  the  child  psychiatrists  are  engaged  in  full-time  community  and 
teaching  programs ; 25  percent  spend  80  percent  of  their  time  in  com- 
munity programs  and  teaching.  Only  2 percent  of  the  academy  mem- 
bers were  engaged  in  full-time  private  practice,  14  percent  spent  80 
percent  of  their  time  in  private  practice,  and  39  percent  combined 
halftime  private  practice  with  halftime  service  devoted  to  community 
programs,  teaching,  and  research.  Of  the  total  academy  membership, 
27  percent  spent  time  in  research-related  activities  in  addition  to  their 
other  duties. 

These  statistics  document  both  the  desperate  need  for  support  by  the 
Federal  Government  and  the  willingness  of  child  psychiatrists  to  re- 
spond to  the  needs  of  mentally  handicapped  children  and  their  fami- 
lies. 

The  American  Academy  of  Child  Psychiatry  therefore  urgently  re- 
quests that  there  be  no  reduction  in  the  Federal  appropriations  for 
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the  fiscal  year  1972  for  training  of  psychiatrists  and  other  behavioral 
science  personnel,  and  further  petitions  that  included  in  the  appropria- 
tions will  be  categorical  grants  for  training  of  child  psychiatrists 
and  associated  beha^fioral  scientists  in  the  area  of  sertfices  to  mentally 
and  emotionally  handicapped  children. 

T\"e  further  hope  that  these  grants  can  be  made  secure  over  a period 
of  5 years  in  the  support  of  services,  training,  and  research  persoimel. 
The  American  Academy  of  Child  Psychiatiy  would  feel  privileged 
to  use  its  resources  in  helping  to  plan  and  implement  such  legislation. 

If  these  grants  are  not  made  secure,  we  shall  have  failed  the  emo- 
tionally handicapped  children  and  families  of  this  Xation  who  have 
never  had  an  adequate  voice  on  their  behalf.  T\A  feiwently  hope  that 
our  petition  will  be  considered  favorably. 

I would  like  to  add  a petition  from  the  division  of  child  j^sychiatry 
of  the  medical  school  of  the  State  of  IVashington.  I had  a communi- 
cation from  them  in  wliich  they  asked  me.  Senator  Magnuson,  to  call 
on  your  office  personally.  I am  taking  this  opportunity  to  do  so,  to 
save  your  time  and  to  express  the  concern  of  those,  of  us  who  bear  this 
very,  very  heavy  responsibility. 

Senator  ^Iagxvsox.  Doctor,  I notice  that  in  exhibit  1.  the  April 
letter  from  the  Secretary  to  you,  he  first  talks  about  the  reduction  of 
S6.7  million,  and  then  he  talks  about  the  assignment  of  priorities  of 
F ederal  funds  in  this  field.  He  says : 

As  Tou  know,  the  psychiatric  residency  training  program  is  the  only  federally 
funded  residency  training  program,  and  was  initiated  to  provide  an  incentive 
for  physicians  to  enter  this  field  when  there  were  only  3,000  psychiatrists  in  the 
country.  The  goal  of  the  program  at  that  time  was  ifi.OOO  psychiatrists.  Today 
there  are  about  25,000  psychiatrists. 

This  does  not  mean  that  more  psychiatrists  are  not  needed,  but  we  do  feel  that 
this  type  of  residency  training  can  no  longer  imiquely  qualify  for  Federal  support. 

As  I understand,  your  plea  here  to  the  committee  is  that  we  continue 
the  program  as  we  have  in  the  past.  Is  that  right  ? 

Dr.  Berxeax.  Yes,  sir.  This  is  where  the  Secretary  and  the  Academy 
disagree. 

Senator  MAOXTrsox".  You  are  in  complete  disagreement  with  the  Sec- 
retaiw  on  this  matter. 

Dr.  Berzsiax’.  And  we  are  still  in  communication  with  him.  I received 
a letter  from  liim  yesterday  in  which  he  said  that  his  ad  hoc  com- 
mittee— it  is  an  Ad  Hoc  Committee  on  Child  Mental  Health — in  a 
report  to  the  Director  of  the  Xational  Institute  of  Mental  Health, 
places  the  highest  priority  on  the  need  to  fund  manpower  for  children's 
services.  Tliis  is  in  the  report  here  dated  February  1971. 

This  is  rather  jDaradoxical,  on  the  one  hand  to  make  a statement  like 
this  in  an  ad  hoc  connnittee  and  on  the  other  to  cut  those  fmids. 

Senator  MAGX''trsox''.  Have  you  testified  before  the  House? 

Dr.  Ber^iax”.  X es,  sir,  I went  before  the  House.  I would  simplv  like 
to  read  for  the  record  specifically  what  they  state  is  the  priority^ 

Give  the  highest  priority  to  strengthen  the  child  mental  health  component  in 
the  basic  psychiatric  residency,  social  work,  psychology,  and  psvchiatric  nursing 
program  in  support  of  these  needs  for  children. 

This  is  the  paradox,  sin  THien  you  cut  back  these  funds,  you  are 
going  to  drive  these  individuals  who  are  well  trained  into  private 
practice,  because  there  is  no  place  for  them  to  survive  in  these  com- 


2026 


munity  mental  health  centers  and  medical  schools  and  the  like.  This 
is  the  paradox.  There  are  too  few  of  us  already,  as  it  is. 

Senator  Magnuson.  Are  you  asking  for  the  restoration  of  the  $6.7 
million  specifically  ? 

Dr.  Berman.  So  that  it  will  include  within  it  the  manpower  avail- 
able for  children’s  services.  It  is  the  only  way  we  get  those  children’s 
services. 

Senator  Magnuson.  I didn’t  quite  get  the  answer.  Are  you  asking 
the  committee  to  consider  the  restoration  of  $6.7  million  ? 

Dr.  Berman.  Indirectly. 

Senator  Magnuson.  Or  are  you  asking  the  committee  to  do  some- 
thing about  the  policy  downtown,  or  both  ? 

Dr.  Berman.  Both,  sir. 

Senator  Magnuson.  This  is  all  under,  “Training  Grants  and  Fel- 
lowships.” In  1971,  we  agreed  to  $116  million.  This  program  was 
within  that. 

In  1972,  the  budget  asked  for  $113  million,  or  a reduction  of  $3 
million.  But  they  didn’t  specify  that  that  reduction  necessarily  would 
be  directed  toward  what  you  are  talking  about.  They  merely  said  the 
overall  program  of  training  in  all  of  these  fields  would  be  $113,300,000. 

What  we  are  really  talking  about  here  is  administrative  policy. 

Dr.  Berman.  And  the  proper  funding  in  relationship  to  administra- 
tive policy. 

Senator  Magnuson.  Supposing  they  have  $116  million,  what  they 
had  last  year ; they  could  do  it  ? 

Dr.  Berman.  Yes,  they  could  keep  it  right  at  the  level  where  it  is 
now,  if  they  changed  their  policy. 

Senator  Magnuson.  It  is  not  so  much  the  question  of  money.  Surely, 
within  the  $116  million,  or  even  if  the  committee  decided  to  add  more, 
this  program  could  proceed. 

Dr.  Berman.  It  could  proceed.  Otherwise,  there  is  no  way  to  go  but 
down. 

Senator  Magnuson.  But  the  Department  says  they  don’t  want  to 
continue  it.  They  want  to  phase  it  out.  That  is  a matter  of  administra- 
tive policy  and  not  merely  an  Appropriations  Committee  matter. 

Dr.  Berman.  I don’t  know  where  else  to  go. 

Senator  Magnuson.  If  we  provide  enough  money  for  the  pro- 
gram— 

Dr.  Berman.  This  is  what  happened  to  the  Yarborough  bill. 

Senator  Magnuson.  If  we  provide  enough  money  for  the  program, 
then  the  Appropriations  Committee  has  done  their  job.  Isn’t  that 
right  ? 

Dr.  Berman.  Yes,  that  is  right.  But  they  have  called  attention  to 
this  need  to  the  executive  branch  of  the  Government  and  that  it  should 
not  be  neglected. 

Senator  Magnuson.  We  will  do  that. 

This  committee,  almost  every  day  around  here,  runs  into  the  situa- 
tion that  even  if  we  appropriate  the  money,  they  don’t  spend  it. 

Dr.  Berman.  I know  that,  sir.  I still  save  to  speak  for  these  children 
and  their  families. 

Senator  Magnuson.  You  are  directing  yourself  more  to  policy  than 
to  appropriations ; is  that  correct  ? 

Dr.  Berman.  To  both. 
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Senator  Magnuson.  If  you  add  $3  million  or  $6.7  million,  that  won’t 
necessarily  go  to  this  program. 

Dr,  Berman.  If  you  add  it,  give  us  the  chance  to  go  to  Secretary 
Richardson  and  continue  to  put  this  into  focus  in  relationship  to 
HEW ; it  means  you  will  directly  support  it. 

Senator  Magnuson.  There  is  no  legislation  needed. 

Dr.  Berman.  That  is  true.  The  legislation  is  there.  You  are  right. 

Senator  Magnuson.  They  can  do  it  if  they  want  to,  if  we  appro- 
priate for  the  total  in  training  grants  and  fellowships  a sufficient 
amount  of  money  for  all  of  their  programs.  Of  course,  they  establish 
some  of  their  priorities. 

Dr.  Berman.  Senator  Magnuson,  be  our  conscience  and  make  it 
known ; please,  make  it  known  so  that  they  carry  the  guilt  of  the  short- 
comings rather  than  that  we  do. 

Senator  Magnuson.  We  will  ask  them  about  it.  We  will  ask  them 
why  when  they  come  up  here.  That  is  the  reason  we  hear  so-called  out- 
side witnesses  first,  so  we  can  have  some  background  to  ask  the  Secre- 
tary and  the  Institutes  about  this,  and  see  what  they  say. 

It  would  be  a question  of  some  money,  but  we  are  surely  going  to  ask 
them  why  they  are  asking  for  less  than  they  had  last  year. 

If  we  ask  them  that,  “If  you  are  going  to  get  less,  where  do  you 
intend  to  make  the  cut?”  then  the  answer  probably  will  be  that  what 
you  are  talking  about  is  one  of  the  places. 

Dr.  Berman.  That  is  right.  Taking  the  small  allowance  from  the 
children  in  order  to  do  something  else. 

Senator  Magnuson.  We  can  find  out  about  it. 

There  are  several  other  cuts  that  they  will  have  to  make.  The  pro- 
gram could  continue  like  it  did  last  year  with  $116  million  ? 

Dr.  Berman.  Yes,  sir. 

Senator  Magnuson.  Then,  part  of  this  program  is  in  rehabilitation 
services. 

Dr.  Berman.  Indeed. 

Senator  Magnuson.  There  is  some  overlapping. 

Dr.  Berman.  Indeed,  there  is  the  overlapping.  I am  quite  well  aware 
of  it.  But  the  manpower  is  required  in  these  areas,  and  crucially  so. 

Senator  Magnuson.  Of  course,  this  is  part  of  what  I think  the  com- 
mittee is  very  conscious  of,  the  lack  of  health  manpower  in  this  coun- 
try in  all  phases.  This  is  part  of  it. 

We  thank  you  very  much. 

Dr.  Berman.  Thank  you  very  much.  Senator. 

Senator  Magnuson.  We  will  put  Secretary  Richardson’s  letter  to  you 
in  the  record. 

(The  letter  follows :) 
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Exhibit  1 

THE  SECfTCTARY  OT  HEALTH.  EDUCATION.  AND  WCLEARE 
VVA  SHIKGTON.D  C.  20201 


Sidney  Berman,  M.D. 

President 

American  Academy  of  Child  Psychiatry’ 

1700  - 18th  Street,  N.W. 

Washington,  D.  C.  20009 

Dear  Dr.  Ber.nan: 

Please  forgive  the  delay  in  responding  to  your  letter  of  February  17 
on  behalf  of  the  .i\ir;erican  Academy  of  Child  Fsychiatr\’  regarding  a 
possible  modification  in  the  present  system  of  stipends  and  also 
the  question  of  Federal  support  for  training  mental  health  personnel. 

The  FY  1972  budget  includes  $25.7  million  for  the  National  Institute 
of  Mental  Health’s  psychiatric  residency  training  program.  This  i.s 
a reduction  of  $6.7  million  from  the  1971  program  level  and  is  intended 
as  an  initial  step  in  the  eventual  phasing  out  of  this  approach  to 
support  for  residency  training.  The  Department’s  intention  is  to 
redirect  future  Federal  support  for  professional  training  through  per 
capila  aid  to  medical  schools  rather  than  specialized  categorical 
training  grant  programs. 

It  is  a conscious  effort  to  assign  first  priority  for  Federal  funds 
to  increasing  the  number  of  physicians  concerned  v.’ith  the  provision 
of  primary  health  care. 

As  you  may  knov.’  the  psycriiatric  residency  training  program  is  the  only 
Federally  funded  residency  training  program,  and  was  ini.t.iated  to 
provide  an  incentive  for  physicians  to  enter  this  field  when  there 
were  onl.y  3,000  p-:.}  chi  atri  sts  in  tlie  coLuitry.  Tine  goa.l  of  the  program 
at  that  tii;ie  vras  12,00'J  psychiatrists.  Today  there  are  about  25,000 
psyclii  atris  ts . This  does  not  mean  that  more  psychiatrists  arc  not 
needed,  but  \re  do  feel  that  this  type  oi  residency  training  can  no 
longer  uniquely  qualify  for  Federal  svipport. 

At  the  same  time  the  Department  is  cognizant  of  priorities  within  the 
funds  that  remain  available  for  psychiatric  residency  training.  This 
year  child  mental  health  has  held  top  priority  for  NIMfl  programming 
and  every  effort  will  be  made  to  provide  maximal  possible  support  for 
training  programs  vdiich  contribute  to  better  mental  health  services 
for  cliildren. 

With  kindest  regards, 

Sincere.ly , 

^ .A,' P'1, , ( 

Secretary 
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STATEMENTS  OF; 

NORMAN  V.  LOURIE,  DEPUTY  SECRETARY,  PENNSYLVANIA 
DEPARTMENT  OF  PUBLIC  WELFARE,  AMERICAN  PUBLIC 
WELFARE  ASSOCIATION 

DR.  WILLIAM  BECHILL,  NATIONAL  ASSOCIATION  OF  SOCIAL 
WORKERS,  WASHINGTON,  D.C. 

ALLEN  JENTSEN,  THE  NATIONAL  LEGISLATIVE  CONFERENCE, 
NATIONAL  GOVERNORS  CONFERENCE  STAFF 

JOSEPH  POLLARD,  COUNTY  OF  LOS  ANGELES 

HAROLD  HAGEN,  THE  AMERICAN  PUBLIC  WELFARE  ASSOCI- 
ATION 

INTRODUCTION  OF  ASSOCIATES 

Mr.  Lourie.  Good  morning,  Senator. 

You  had  listed  as  separate  witnesses  Dr.  William  Bechill,  repre- 
senting the  National  Association  of  Social  Workers,  and  Dr.  Eichard 
Hodes,  of  the  Florida  House  of  Eepresentatives.  But  we  are  going  to 
be  talking  together. 

Dr.  Hodes  unfortunately  could  not  be  present.  But  he  is  repre- 
sented, as  the  National  Legislative  Conference  is  represented,  by  Mr. 
Allen  Jentsen,  who  is  on  my  far  right.  Dr.  William  Bechill  is  on  my 
immediate  right,  and  also  with  me  today  are  Mr.  Joseph  Pollard, 
representing  Los  Angeles  County,  and  Mr.  Harold  Hagen,  repre- 
senting the  American  Public  Welfare  Association. 

PREPARED  STATEMENT 

You  will  notice,  sir,  that  on  the  first  page  of  our  testimony,  which 
I am  asking  to  be  submitted  and  put  into  the  record,  we  are  repre- 
senting the  11  jurisdictions  and  organizations  which  are  listed  on  the 
first  page. 

Senator  Magnuson.  We  will  put  that  in  the  record  in  full. 

(The  statement  follows :) 
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Mr.  Chairman; 

I am  appearing  before  your  Committee  today  in  behalf  of  the 

following  jurisdictions  and  organizations; 

The  Commonwealth  of  Pennsylvania 

The  State  of  Illinois 

The  County  of  Los  Angeles 

The  County  of  San  Diego 

The  National  Governors'  Conference 

The  National  Legislative  Conference 

The  National  Association  of  Counties 

The  California  County  Supervisors'  Association 

The  National  Association  of  Social  Workers 

The  American  Public  Welfare  Association 

Tl\e  Joint  Commission  on  the  Mental  Health  of  Children 

Our  common  purpose  in  jointly  endorsing  this  statement  is  to 

explain  the  difficulties  that  would  result  from  the  proposal  to  enact  a 

new  sec.  208  of  the  general  provisions  of  the  HEW  Appropriations  Act. 

This  proposal  would  place  a ceiling  on  the  federal  matching  payments  to 

states  for  the  costs  of  administration,  social  services,  and  staff 

training  which  are  authorized  under  the  public  assistance  titles  of  the 

Social  Security  Act. 
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Limiting  expenditures  for  services,  administration  and  training 
to  a 10  percent  increase  over  1971  estimated  costs  will  reduce  states' 
capacities  to  run  the  public  assistance  program,  will  curtail  the  services 
we  now  provide  and  will  discourage  states,  counties  and  cities  from 
planning  for  any  service  expansion. 

If  the  Administration's  proposal  to  submit  appropriations  language 
in  Section  208  of  the  general  provisions  of  the  Federal  Budget  for  Fiscal 
Year  1972  is  enacted  and  implemented,  the  result  is  inevitable:  reduced 

efficiency  and  accountability  in  operating  the  public  assistance  program, 
poorly  trained  eligibility  and  service  staff,  retarded  efforts  to 
improve  the  quality  of  social  service  programs,  and  a sharp  curtailment 
in  rehabilitative  and  preventive  services. 

In  effect,  the  Federal  government  would  be  downgrading  its 
effort  to  encourage  states  to  rehabilitate  welfare  recipients,  prevent 
economic  dependency,  protect  abused  and  abandoned  children,  strengthen 
family  life  and  provide  assistance  for  the  physically  and  mentally 
handicapped. 

Only  since  the  1967  Social  Security  Amendments  have  the  states 
been  mandated  to  provide  potentially  dependent  persons  with  services  that 
will  help  keep  them  self-supporting,  and  to  provide  the  unemployed  with 
services  that  will  help  them  to  secure  and  keep  jobs.  Under  this 
mandate,  we  have  been  expanding  services  as  rapidly  as  possible. 

In  an  economic  climate  marked  by  increasing  unemployment,  with 
the  unskilled  being  the  first  casualties,  we  take  very  seriously  the 
mandate  to  provide  supportive  services.  These  are  particularly  essential 
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in  view  of  the  little-known  fact  that  the  AFDC  caseload  is  not  static, 
and  that  the  single  major  cause  of  both  openings  and  closings  of  cases 
is  finding  or  losing  a job.  Certainly,  the  major  solution  to  the 
problems  of  poverty  is  in  increased  and  improved  employment.  Many  of  our 
services  have  this  as  the  goal. 

But  there  are  many  who  need  other  kinds  of  services,  and  even 
more  so  when  unemployment  is  rising.  Sound  early  childhood  develop- 
ment programs  are  needed  to  bolster  growth  into  productive  maturity; 
family  planning  and  homemaker  services  encourage  stable  family  life; 
services  for  the  elderly  are  essential  to  prevent  personal  deterioration 
and  overuse  of  medical  institutions;  community  services  of  all  kinds  for 
the  mentally  ill  and  retarded  reduce  the  demand  for  institutional  care. 

Congress  has  shown  its  understanding  of  the  need  for  these 
services  in  its  development  of  social  programs  and  the  appropriations 
necessary  to  support  them.  We  are  confident,  therefore,  that  no  action 
to  deprive  millions  of  people  of  essential  and  compassionate  aid  would 
be  taken  by  Congress  without  careful  consideration  of  the  social  policy 
qxoestions  involved. 

At  the  present  time,  state  public  welfare  agencies  under  these 
federal  mandates  have  been  steadily  increasing  their  service  programs  to 
meet  the  needs  of  the  nation's  poor.  Former  recipients  and  low  income 
persons  who  might  otherwise  become  dependent  are  being  offered  services 
at  an  increasingly  accelerated  rate.  Aside  from  increased  costs  in 
administration  due  largely  to  a continually  rising  unemployment  rate, 
costs  for  staff  training  and  services  alone  have  continued  to  show 


2033 


substantial  gains.  Total  expenditures  for  services  and  training  by  state 
increased  from  $497.2  million  in  1969  to  $1.4  billion  in  1972.  Federal 
funds  included  in  these  amounts  have  decreased  from  76.3  percent  to 
72.6  percent  of  the  total  while  states  have  contributed  increased 
amounts  from  $118  million  to  $389  million. 

Although  the  percentage  of  increase  in  funds  for  services  and 
training  has  shown  a reduction  from  58.5  percent  in  1971  over  the 
preceding  year  to  23.2  percent  in  1972  over  1971,  a 10  percent  limitation 
over  1971  expenditures  would  seriously  affect  the  expansion  of  preventive 
rehabilitative  and  remedial  services  now  planned  by  states  in  the 
progressive  implementation  of  the  1967  service  amendments  to  the  Social 
Security  Act. 

H.  R.  1,  now  pending  in  the  House,  proposes  new  social  service 
legislation  with  an  effective  date  of  July  1,  1972.  It  seems  neither 
logical  nor  reasonable,  therefore,  to  interpose  a spending  limitation  in 
the  intervening  year,  thus  changing  a long-standing  policy  for  one  year 
only.  Surely  any  new  approach  to  administration  and  services  should  be 
considered  in  one  package. 

Administration 

During  the  next  fiscal  year,  public  assistance  caseloads  all 
over  the  nation  can  be  expected  to  continue  their  accelerated  growth. 

The  Bureau  of  Labor  Statistics  reports  that  the  national  unadjusted 
jobless  rate  has  reached  6.2  percent.  Growing  caseloads  are  the 


inevitable  result. 
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During  the  fiscal  year  now  ending,  the  number  of  persons 
receiving  Federally-aided  public  assistance  increased  nearly  14  percent 
over  the  previous  year.  HEW  now  estimates  another  14  percent  increase  in 
beneficiaries  from  12.4  million  to  14.3  million  in  Fiscal  1972  over 
Fiscal  1971  - an  increase  of  almost  2 million  persons. 

Since  the  number  of  persons  on  welfare  is  increasing  with  growing 
rapidity,  we  may  well  consider  realistic  methods  of  coping  with  this 
development.  In  our  judgment,  cutting  off  funds  is  not  one  of  them. 

Merely  administering  this  caseload  with  no  increase  in  the  kind  and 
quality  of  service  would  more  than  absorb  a 10  percent  increase  in  adminis- 
trative costs. 

In  addition,  salary  increases  for  caseworkers  and  administrators 
are  expected  to  increase  between  6 percent  and  15  percent  during  the  next 
fiscal  year,  in  accordance  with  the  rising  costs  of  living.  Rents, 
supplies  and  all  other  costs  of  doing  business  are  also  rising.  Here, 
again,  are  the  factors  that  in  themselves  could  absorb  a 10  percent 
increase. 

Further,  this  ceiling  on  administrative  expenditures  would  come 
at  a time  when  the  Federal  government  is  encouraging  states  to  separate 
the  functions  of  income  maintenance  and  social  services  in  order  to 
strengthen  the  latter.  Obviously,  this  will  increase  service  expenditures 
and,  although  we  project  eventual  savings  both  in  administration  and  in 
actual  assistance  payments  - as  rehabilitative  services  improve  - the 
experience  of  the  past  few  years  is  that  the  start-up  costs  of  the  initial 
phases  of  separation  bring  a slight  increase  in  administrative  costs  as 
systems  are  perfected. 
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Staff  Training; 

In  addition  to  the  on-going  need  to  improve  the  quantity  and 
quality  of  staff  training,  the  separation  of  income  maintenance  and 
social  services  has  special  implications  for  this  effort. 

The  quality  of  the  two  parts  of  the  program,  however,  will 
depend  on  how  well  the  functions  are  performed.  Clerical-administrative 
staff  must  be  carefully  and  continuously  trained  to  perform  the 
eligibility  determination  function  well.  And  casework  staff  - whether 
it  be  composed  of  college  graduates,  professionally- trained  social 
workers  or  indigenous  non-professionals  - cannot  do  a good  supportive 
and  rehabilitative  job  without  intensive  training. 

There  is  a high  return  on  the  training  dollar,  since  its  effect 
is  multiplied  by  every  client  moved  toward  independence  by  each  worker 
who  is  trained. 

If  we  are  really  committed  to  the  Social  Security  Act's  goals  of 
strengthening  family  life  and  making  as  many  welfare  clients  as  possible 
self-supporting,  we  must  be  willing  to  make  the  maximum  investment  in 
training  our  workers  to  reach  these  goals  with  their  clients. 

Therefore,  a 10  percent  increase  in  staff  means  more  than  a 
10  percent  increase  in  training  costs,  since  staff  will  now  have  to  be 
trained  to  do  their  jobs  not  only  differently  but  more  intensively. 

Social  Services 

The  impact  of  a closed  end  appropriation  on  services  would  be  a 
serious  blow  to  recently-accelerating  efforts  by  the  states  to  provide 
help  for  poor  people. 
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During  the  past  three  years,  states  have  been  taking  increasing 
advantage  of  the  flexible  social  service  funding  arrangements  provided 
for  in  1962  and  1967.  The  states  have  begun  to  serve,  not  only  those 
persons  currently  receiving  public  assistance  but  those  who,  without 
services,  would  be  likely  to  become  dependent  on  cash  aid. 

Under  the  current  arrangement,  the  burden  is  on  the  states  and 
localities  to  identify  pressing  needs  and  develop  programs  to  meet  them. 

Some  of  the  more  familiar  services  being  provided  include  day 
care,  homemaker  services,  family  counseling,  money  management  and 
consumer  education,  referrals  for  education  and  employment,  protective 
services  for  abused  and  neglected  children,  family  planning,  health  and 
foster  care  arrangements  for  the  aged  and  infirm,  securing  support  from 
deserting  fathers,  counseling  for  unmarried  mothers,  and  many  others. 

Social  services  funds  are  also  being  used  to  develop  special 
programs  that  would  otherwise  have  no  financial  support. 

Some  examples  of  these  are: 

- Mental  retardation  day  care  and  residential-vocational  services 
to  keep  the  mentally  retarded  in  the  community  and  out  of  state 
institutions  which  are  both  more  expensive  and  less  encouraging  of 
independence; 

- Mental  illness  community  outpatient  and  treatment  centers, 
halfway  houses  and  vocational  centers  to  keep  emotionally-disabled  persons 
out  of  state  hospitals; 

- New  forms  of  day  care,  such  as  family  day  care,  to  increase 
the  number  of  placements  in  cities  where  group  center  facilities  are 


scarce  and  expensive; 
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- Adoptive  and  educational  services  for  mothers  of  illegitimate 
children  as  a means  to  prevent  their  becoming  recipients  of  AFDC: 

- Day  care  services  and  early  childhood  education  for  the 
children  of  poverty  areas,  enabling  their  mothers  to  take  jobs  and 
training; 

- One-stop  neighborhood  information  and  referral  centers  to 
enable  poverty  area  residents  in  large  cities  to  benefit  from  the 
services  that  exist  to  keep  them  self-supporting  and  independent. 

Many  of  these  services  are  provided  directly  by  the  welfare 
departments  and  others  are  purchased  from  non-profit  voluntary  agencies. 
In  some  cases,  as  with  crucially  needed  services  like  day  care  and 
homemaker  services,  contracts  are  developed  with  private  organizations. 

The  availability  of  social  services  money  has  also  made 
possible  the  development  of  programs  with  the  private  and  voluntary 
sectors  that  the  Federal  government  has  wished  to  encourage  for  some 
time.  With  a shortage  of  funds  occasioned  by  a closed  end  appropriation, 
these  new  coalition  efforts  would  be  the  first  to  go. 

The  advantages  of  the  current  manner  of  funding  social  services 
are  many.  First,  the  open-ended  appropriation  that  provides  75  percent 
Federal  sharing  in  eligible  programs  allows  the  development  of  services 
as  needed.  The  many  restrictions  imposed  by  project  grant  funding  are 
avoided. 

Second,  the  funding  of  services  under  other  Federal  auspices  is 
very  limited.  Financing  of  community  services  under  the  Economic 
Opportunity  Act  is  being  curtailed,  with  the  result  that  many  active  and 
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necessary  programs  are  being  phased  out  and  closed.  These  include  such 
vital  services  as  day  care,  homemaking,  information  and  referral  units, 
housing  and  employment  services. 

Projects  that  have  proven  themselves  viable  can  be  picked  up  under 
Social  Security  Act  funding.  But  if  their  source  is  dried  up  by  a 
10  percent  limitation,  thousands  of  worthy  programs  that  have  been 
productive  for  as  much  as  five  years  will  be  abruptly  cut  off. 

Looking  forward  to  whatever  social  services  program  will  be 
enacted  as  a companion  to  new  federal  public  assistance  legislation,  we 
still  would  have  to  face  a barren  period  of  more  than  one  year.  The 
proposed  effective  date  of  H.  R.  1 is  July  1,  1972  - the  beginning  of 
fiscal  year  191^.  Experience  shows,  however,  that  there  is  a substantial 
time  lag  between  effective  dates  and  actual  implementation  of  new  programs. 
As  a result,  the  reduction  of  support  for  social  services  could  extend 
well  beyond  the  coming  fiscal  year  if  the  appropriations  ceiling  is 
approved. 

HEW  has  moved  during  the  past  few  years  to  strengthen  services  by 
requiring  new  and  costly  operation  by  the  states.  Some  of  these  include 
requiring  new  high  administrative  positions  to  direct  and  develop  adult 
services;  state  staff  assistance  for  localities  in  developing  services;  a 
fair  hearing  and  grievance  procedure  for  services  that  will  force 
expansion  in  these  areas;  and  a whole  new  services  administration  apparatus. 
Also,  HEW  has  mandated  the  provision,  state-wide,  of  certain  prescribed 
services:  five  kinds  of  protective  services,  four  kinds  of  services  to 

enable  persons  to  return  to  their  own  homes  or  communities  from 
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institutions,  six  kinds  of  services  to  meet  health  needs,  and  three  kinds 
of  self-support  services  for  handicapped  persons. 

Certainly,  compliance  with  these  regulations  would  be  impossible 
under  a 10  percent  limitation  on  increased  expenditures. 

There  are  two  additional  factors  that  must  be  considered.  One  is 
the  base  point  on  which  the  10  percent  increase  will  be  calculated,  and 
the  other  is  the  effect  of  different  rates  of  social  services  spending  in 
different  states. 

We  understand  that  the  base  point  for  the  increase  will  be 
expenditures  made  by  states  for  fiscal  year  1971.  This  annual  cost  will 
not  reflect  the  substantially  increased  rate  of  expenditure  achieved 
by  the  end  of  the  year  in  many  states,  as  years  of  planning  came  to 
fruition. 

Many  states  have  increased  their  spending  this  year  more  than 
10  percent  for  day  care  services  alone. 

Therefore,  the  actual  rate  of  spending  at  the  end  of  fiscal  1971 
could  well  be  10  percent  above  the  average  rate  estimated  for  the  entire 
fiscal  year.  If  the  10  percent  increase  is  calculated  on  the  annualized 
figure,  the  next  fiscal  year  could  bring  no  increase  at  all  in  states 
that  have  been  rapidly  expanding  their  services  this  year. 

In  addition,  many  initiatives  begun  during  this  fiscal  year  will 
be  ready  for  full  implementation  in  fiscal  1972.  A 10  percent  increase 
next  year  will  not  even  cover  the  day  care  expansion  plans  underway  in 
many  states.  These  plans  will  have  to  await  proposed  federal  funding  in 
the  next  fiscal  year. 
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A further  difficulty  arises  from  the  disparity  among  states' 
current  spending  rates  under  Public  Assistance  Titles.  Of  the  approxi- 
mately $998  million  in  Federal  money  estimated  to  be  spent  for  social 
services  and  training  for  fiscal  1972,  the  State  of  California  would 
spend  about  $323  million,  or  24  percent;  New  York  $125  million,  or  12 
percent;  Pennsylvania  $63  million,  or  6 percent.  Maryland,  Michigan, 
and  Wisconsin  would  spend  over  $40  million.  Two  other  states  would 
expend  over  $30  million;  four  states  over  $20  million;  nine  would 
spend  between  $10  and  $20  million  a year,  and  the  other  29  states  would 
spend  less  than  $10  million  a year  each. 

If  the  appropriation  were  left  open,  all  the  states,  with 
technical  assistance  from  the  Federal  government,  could  be  expected  to 
increase  their  services  as  they  learn  more  about  how  to  implement  the 
enabling  legislation.  But  a closed  end  appropriation  would  perpetuate 
the  gap  and  disproportionately  reward  the  states  who  take  a 10  percent 
increase  on  the  existing,  higher  base. 

This  is  not  to  say  that  we  would  recommend  penalizing  the  states 
that  have  shown  the  most  initiative  and  responsiveness.  Rather,  we  would 
recommend  measures  to  insure  that  all  states  do  likewise. 

Conclusion  and 
Recomme nd at  ions 

We  are  very  much  aware  of  the  concern  that  the  Bureau  of  the 
Budget  and  the  Congress  have  about  expenditures  that  do  not  have  a 
legislated  ceiling.  However,  it  is  our  judgment  that  the  disadvantages 
of  imposing  such  a tight  control  at  this  time  far  outweigh  any  argument 
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for  fiscal  prudence.  In  fact,  cutting  rehabilitative  services  could  well 
be  fiscally  imprudent. 

The  arguments  about  whether  or  not  a panacea  for  the  problems  of 
poverty  exists  in  either  money  or  services  are  idle.  There  is  general 
agreement  that  an  adequate  income  maintenance  system  must  be  accompanied 
by  a broad  program  of  public  social  services  designed  both  to  prevent 
dependency  and  provide  rehabilitation  for  those  who  can  benefit. 

It  is  ironic  that  the  recognition  of  services  as  an  eventual  curb 
on  dependency  should  be  flatly  contradicted  by  a budgetary  policy  that 
will  pull  the  rug  out  from  under  all  our  plans  to  move  seriously  toward 
comprehensive  services. 

We  agree  with  criticism  of  the  social  services  program  as  lacking 
in  evaluation  and  mechanisms  for  accountability.  There  is  no  justification 
for  the  assumption  that  the  value  of  services  should  be  taken  on  faith. 

The  value  can  be  shown,  and  we  should  be  held  accountable  to  show  it. 

The  fact  is  that  states  have  been  so  busy  building  essential  services  in 
the  past  few  years  that  the  necessary  evaluation  mechanisms  are  just  being 
developed.  It  would  be  wasteful  indeed  to  abandon  these  services  just  when 
we  are  beginning  to  be  able  to  measure  their  results.  HEW  should  be  required 
to  give  high  grade  technical  assistance  to  states,  to  develop  measures  of 
evaluation  and  accountability  and  to  hold  states  responsible  for  results 
in  this  field. 

We  strongly  urge  that  the  ceiling  on  these  expenditures  be  removed 
from  the  Federal  budget  provisions  for  fiscal  1972. 
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The  implications  of  a closed  end  go  far  beyond  the  next  fiscal 
year.  Once  established,  it  could  set  a precedent  for  services  under 
H.  Ro  1 or  other  proposed  federal  programs,  thereby  removing  any 
possibility  of  reducing  dependency  in  the  foreseeable  future. 

Realistic  controls  over  expenditures  could  be  accomplished 
another  way.  Rather  than  closing  the  end  on  services  expenditures  across 
the  board,  consideration  should  be  given  to  encouraging  the  laggard 
states  to  catch  up  with  the  more  active  ones  in  this  area.  This  could 
be  done  by  establishing  a time  period  during  which  all  states  could 
reach  the  level  of  the  top  states,  while  at  the  same  time  allowing  the 
top  states  to  increase  their  programs  by  at  least  25  percent  per  year. 

At  the  end  of  the  time  period,  an  equitable  growth  rate  could  be 
established  in  connection  with  a new  social  services  law,  and  Federal 
sharing  could  be  limited  to  the  established  rate  of  growth. 

If  Federal  social  services  funding  is  reduced,  the  states  will 
have  only  two  alternatives,  both  undesirable.  Either  way  they  will  be 
forced  to  eliminate  valuable,  productive  programs  for  children,  alcoholics, 
the  mentally  retarded,  the  aged,  broken  families  and  the  like;  or,  they 
will  have  to  pick  up  the  expenses  of  these  programs  without  Federal  aid, 
thus  putting  even  more  pressure  on  currently  strained  state  and  local 
treasuries. 

Either  way,  the  poor  will  lose  opportunities,  the  economy  will 
lose  potentially  productive  taxpayers  and  the  rhetoric  of  public 
responsibility  for  reducing  dependency  will  be  exposed  as  insubstantial 
promises . 
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EXPEX3LTTTRES  FOR  SOCIAL  SER'/ICES  AND  TRAINING  FOR  THE  , 
PUBLIC  ASSISTANCE  PR0GRA^1S  FOR  FISCAL  YEARS  I969-1972i/ 


Actual 

Expend! tures 
Thousands ) 

1970 

Estimated  Expenditure s2/ 
(In  Thousands) 

1971  1972 

Alabama 

1 

$2,550 

$3,400 

$5,772 

$7,356 

2 

1,941 

2,413 

4,329 

5,517 

3 

609 

987 

1,443 

1,639 

Alaska 

1 

1,146 

2,028 

3,055 

3,538 

2 

659 

1,483 

2,272 

2,630 

3 

287 

545 

783 

908 

Arizona 

1 

2,088 

2,436 

4,000 

5,47$ 

2 

1,582 

1,827 

3,000 

4,105 

3 

506 

609 

1,000 

1,368 

Arkansas 

1 

1,445 

2,215 

2,568 

2,844 

2 

1,108 

1,568 

1,901 

2,103 

3 

337 

647 

667 

741 

California 

1 

166,289 

212,223 

238,843 

323,295 

2 

126,321 

159,168 

216,633 

242,472 

3 

39,968 

53,055 

72,210 

80,823 

Colorado 

1 

5,016 

11,762 

17,793 

25,642 

2 

3,804 

8,822 

13,344 

19,230 

3 

1.212 

2.940 

4.449 

6.412  . 

Conn. 

1 

4,244 

6,002 

9,586 

16,817 

2 

3,216 

3,860 

7,086 

12,612 

3 

1,028 

2,142 

2,500 

4,205 

Delaware 

1 

548 

369 

4,160 

4,751 

2 

416 

277 

3,106 

4,211 

3 

132 

92 

1.054 

540 

Dist.  of  Col. 

1 

4,463 

5,308 

11,206 

15,326 

2 

3,347 

3,980 

5,677 

10,187 

3 

1,116 

1,328 

5,529 

5,141 

Florida 

1 

10,487 

14,543 

16,736 

27,452 

2 

7,864 

10,907 

12,554 

20,589 

3 

2.623 

3.636 

4.184 

6.863 

Georgia 

1 

8,171 

i,9S5 

I^j'TSO 

22,440 

2 

6,128 

7,467 

14,835 

16,830 

3 

2,043 

2,488 

4,945 

5,610 

Guam 

1 

- 

65 

277 

221 

2 

- 

40 

173 

110 

3 

. 

25 

104 

m. 

Hawaii 

1 

925 

1,466 

1,376 

3,521 

2 

695 

1,057 

1,032 

2,641 

3 

230 

409 

344 

880 

Idaho 

1 

974 

1,490 

2,188 

2,373 

2 

731 

1,095 

1,642 

1,779 

3 

243 

395 

546 

594 

Illinois 

1 

22,369 

30,527 

37,337 

43,791 

2 

17,065 

20,393 

21,510 

32,844 

3 

5,304 

10,134 

15,627 

10,947 

Indiana 

1 

3,250 

4,205 

5,120 

5,650 

2 

2,437 

3,153 

3,840 

4,238 

3 

813 

1.052 

1.280 

1.412 

Iowa 

1 

6,289 

8,824 

9,196 

12,296 

2 

4,717 

5,706 

6,897 

9,221 

3 

1,572 

3,118 

2,299 

3,075 

Kansas 

1 

3,994 

6,706 

9,659 

10,262 

2 

2,994 

4,509 

7,245 

7,698 

3 

1.000 

2.197 

2.414 

2.564 

Kentucky 

1 

4,045 

4,^$4 

T047 

ll,oS4 

2 

3,046 

3,691 

8,135 

8,293 

3 

999 

1,243 

2,712 

2,761 

Louisiana 

1 

8,920 

9,322 

12,956 

17,068 

2 

6,819 

6,979 

9,689 

12,765 

3 

2.101 

2.343 

3.26? 

4.303 

Maine 

1 

1,474 

4,267 

4,523 

5,4l8 

2 

1,133 

3,200 

3,321 

3,970 

3 

341 

1,067 

1,207 

1,448 

Maryland 

1 

8,227 

16,843 

59,331 

64,672 

2 

6,269 

12,634 

42,992 

46,880 

3 

1.958 

4.209 

16.33? 

17.792 

Mass. 

1 

7,713 

10,873 

10,352 

10,372 

2 

5,785 

8,154 

7,764 

7,779 

3 

1,928 

2,719 

2,588 

2,593 

Lina  1 * Total  Expenditures 
Line  2 = Federal  Expenditures 
Line  3 • State  Expenditures 

'jJ  Actual  expenditures  for  1969  and  1970;  estimated  expenditures  for  1971  end  1972. 
y State  estimate. 
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EXPENDITURES  FOR  SOCIAL  SERVICES  AND  TRAINING  FOR  raE  , 
PUBLIC  ASSISTANCE  PROGRAMS  FOR  FISCAL  YEARS  1969-1972i/ 


(Continued) 


Actual  Expenditures 
(in  'Wiousands) 
1969  1970 

Estimated 

(In 

1971 

[ Expenditures?/ 
Thousands ) 

1972 

Michigan 

1 

$15,361 

$27,877 

$33,379 

$59,745 

2 

12,296 

18,394 

25,035 

44,810 

3 

3,065 

9,483 

8,344 

14,935 

Minnesota 

1 

5,353 

7,329 

17,995 

20,860 

2 

4,015 

5,496 

13,497 

15,645 

3 

1.330 

1.833 

4.498 

5.215. 

Mississippi 

1 

2,170 

2,497 

1,642 

1,760 

2 

1,645 

1,873 

1,196 

1,283 

3 

525 

624 

446 

477 

Missouri 

1 

15,287 

17,120 

17,383 

18,938 

2 

11,538 

12,839 

13,038 

14,203 

3 

3.749 

4.281 

4.345 

4.735 

Montana 

1 

1,448 

2,352 

3,516 

3,690 

2 

1,092 

1,764 

2,632 

2,764 

3 

356 

588 

884 

926 

Nebraska 

1 

1,487 

4,661 

7,991 

7,551 

2 

1,116 

3,496 

5,99  5 

5,663 

3 

371 

1.165 

1.996 

1.888 

Naveida 

1 

1,043 

1,412 

1,962 

i)i94 

2 

782 

1,058 

1,472 

1,722 

3 

261 

354 

490 

572 

New  Hampshire 

1 

701 

1,489 

1,836 

2,203 

2 

527 

1,117 

1,377 

1,654 

3 

174 

372 

459 

549 

New  Jersey 

1 

8,511 

18,902 

36,200 

37,860 

2 

6,450 

13,226 

27,150 

28,395 

3 

2,061 

5,676 

9,050 

9,465 

New  Mexico 

1 

3,867 

5,455 

5,478 

8,262 

2 

2,899 

4,092 

4,108 

6,196 

3 

968 

1.363 

1.370 

2.066 

New  York 

1 

76,129 

101,971 

156,428 

190, 757 

2 

57,134 

76,478 

103,277 

125,295 

3 

18,995 

25,493 

53,151 

65,462 

N.  Carolina 

1 

4,532 

8,156 

19,411 

22,663 

2 

3,416 

6,099 

13,223 

15,507 

3 

1.116 

2.057 

6.188 

7.156 

N.  Dakota 

1 

M36 

i,856 

3,199 

3,4^1 

2 

1,651 

2,068 

2,400 

2,588 

3 

485 

788 

799 

863 

Ohio 

1 

9,470 

11,850 

29,146 

33,240 

2 

7,125 

8,000 

18,026 

20,280 

3 

2.345 

3.850 

11.120 

12.960 

Oklahoma 

1 

6,-026 

7,575 

9,848 

9,848 

2 

4,955 

5,568 

7,362 

7,362 

3 

1,071 

2,007 

2,486 

2,486 

Oregon 

1 

2,820 

7,088 

35, 344 

46,369 

2 

2,119 

5,316 

26,508 

34,776 

3 

701 

1,772 

8.836 

11.593 

Pennsylvania 

1 

13,143 

24,676 

66)  n6 

9§,§4§ 

2 

10,933 

16,707 

44,662 

62,982 

3 

2,210 

7,969 

21,654 

29,260 

Puerto  Rico 

1 

211 

4,263 

5,173 

6,372 

2 

158 

2,448 

3,190 

3,991 

3 

53 

1.815 

1.983 

2.381 

Rhode  Island 

1 

2,849 

5,289 

5,808 

8,511 

2 

2,188 

3,535 

4,136 

6,064 

3 

661 

1,754 

1,672 

2,448 

S.  Carolina 

1 

1,720* 

2,163 

3,845 

6,665 

2 

1,390 

1,622 

2,879 

4,999 

3 

330 

541 

966 

1.666 

S.  Dakota 

1 

1,816 

2,487 

2,717 

3,306 

2 

1,456 

1,866 

2,036 

2,478 

3 

360 

621 

681 

828 

Tennessee 

1 

5,514 

7,698 

19,000 

24,520 

2 

4,420 

5,771 

14,251 

18,391 

3 

1.094 

1.927 

4.749 

6.129 

Texas 

1 

7,076 

13,988 

22trS2 

29,Cl3 

2 

5,351 

10,487 

16,625 

21,659 

3 

1,727 

3,501 

5,537 

7,364 

ijlne  1 * Total  Expanditiires 
Line  2 » Federal  Expenditures 
Lina  3 = State  Expenditures 

'J  Actual  expenditures  for  1969  and  1970;  estimated  expenditures  for  1971  and  1972. 
2/  State  estimate. 
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EXPENDITOTES  FOR  SOCIAL  SERVICES  AND  TRAINING  FOR  THE 
PUBLIC  ASSISTANCE  PROGRAMS  TOR  FISCAL  YEARS  1969-19721/ 
(Continued) 


Actual 

Experjdltures 

Estimated 

Expenditures^/ 

(In  Thousands; 

(In 

Thousands ) 

1969 

1970 

1971 

1972 

Utah 

1 

$3,778 

$4,283 

$5,510 

$5,585 

2 

2,903 

3,212 

4,171 

4,228 

3 

875 

1,071 

1,339 

1,357 

Vermont 

1 

548 

1,667 

2,389 

2,241 

2 

413 

1,251 

1,619 

1,681 

3 

135 

416 

770 

560 

Virgin  Islands 

1 

18 

2 

- 

- 

- 

7 

3 

• 

_ 

- 

11 

Virginia 

1 

4,469 

6,599 

14,066 

18,511 

2 

3,370 

4,947 

10,521 

13,881 

3 

1.119 

1.652 

3.547 

4.630 

Vfashington 

1 

8,741 

26,053 

37,245 

49,681 

2 

7,363 

19,504 

27,935 

37,261 

3 

1,378 

6,549 

9,310 

12,420 

W.  Virginia 

1 

4,530 

10,080 

14,213 

16,400 

2 

3,398 

7,559 

10,659 

12,300 

3 

1.132 

2.521 

3.554 

4.100 

tAsconsin 

1 

11,416 

18,489 

26,379 

45,700 

2 

8,727 

13,867 

19,784 

34,275 

3 

2,689 

4,622 

6,595 

11,425 

ifyoming 

1 

419 

1,318 

1,046 

1,224 

2 

328 

988 

785 

918 

3 

91 

330 

261 

306 

TOTALS 

1 

$497,220 

$727,406 

$1,153,299 

$1,421,125 

2 

379,435 

533,031 

828,526 

1,031,962 

3 

117,785 

194,375 

324,773 

389,163 

Percent  ChaTiga 

from 

Previous  Year 

1 

♦46.396 

♦58.596 

♦23.296 

2 

. 

♦40.596 

♦55.496 

♦24.696 

3 

■ 

♦65.096 

♦67.196 

♦19.8% 

Ratio  Line  2/Ll 

ne  1 

76.39« 

73.396 

71.896 

72.696 

Ratio  Line  3/Line  1 

23.796 

26.796 

28.2^ 

27.496 

V Actual  expenditures  for  1969  and  1970;  estimated  expenditures  for  1971  and  1972. 
\/  State  estimate. 


Derived  from  data  prepared  by: 

Department  of  Health,  Education,  anl  Welfare 
Social  and  Rehabilitation  Service 
Program  Statistics  and  Data  Systems 
National  Center  for  Social  Statistics 
(May  1971) 


Prepared  by:  Office  of 

Planning  and  Research 
Department  of  Public  Welfare 
OoiHDonrealth  of  Pennsylvania 
June  17,  1971 
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Proposed  110%  Ceiling  on  Public  Assistance 
PROGRAMS  FOR  SOCIAL  SERVICES,  TRAINING  AND  MAINTENANCE  ASSISTANCE  ADMINISTRATION 
THE  EFFECT  ON  PENNSYLVANIA'S  PROGRAM 
May  15,  1971 

At  the  present  time  the  Federal  Government  shares  with  the  States, 
at  various  percentage  rates,  the  costs  of  all  public  assistance  programs 
mandated  in  the  Social  Security  Act.  The  Administration  has  proposed  that  a 
ceiling  be  placed  on  Federal  payments  for  certain  portions  of  these  programs . 
Fiscal  year  1971-72  payments  for  social  services , training  and  maintenance 
assistance  administration  (including  eligibility  determination  for  cash 
grants)  would  he  limited  to  110%  of  the  fiscal  year  1970-71  payments  for 
these  items.  The  Department  of  Health,  Education , and  Welfare  is  presently 
preparing  appropriation  language  to  effect  this  change.  During  the  previous 
fiscal  year  similar  language  v;as  proposed  to  both  the  House  and  the  Senate 
under  Section  208  of  the  Appropriation  Bill  (HR  18515) . This  previous 
Appropriation  Bill  provision  was  defeated  in  both  Houses  of  the  Congress . 

This  proposed  110%  limit  will  impose  a severe  financial  burden 
on  Pennsylvania  for  these  reasons: 

1.  For  1971-72  current  estimates  of  costs  for  social  services , 
training  and  maintenance  assistance  administration  are 
$116.8  million  (under  present  funding  arrangements,  $74.6 
million  Federal,  $4  2.  2 million  State).  These  estim.ates  are 
based  on  actual  commitments  for  programs  being  implemented. 

Since  the  estimated  expenditures  for  1970-71  are  $87.0  million 
($53.0  million  Federal,  $24.0  million  State),  the  losses 
imposed  by  the  110%  are  severe. 


FUNDS  FOR  SOCIAL  SERVICES,  TRAINING  AND  MAINTENANCE  ASSISTANCE  ADMINISTRATION 

(in  millions) 


Total 

Federal 


Est.  1970-71 

Estimate  - 1971-72 

(as  of  5-15-71) 

as  of 

Without 

With 

Increase  + 

5/15/71 

110%  Limit 

110%  Limit 

Decrease  - 

$87.0 

$116.8 

$116.8 

- 0 - 

53.0 

74.6 

58.3 

- 16.3 

State 


34.0 


42.2 


58.5 


+ 16.3 


2047 


2.  Following  the  national  trend,  Pennsylvania  has  experienced  a rapid 
and  continuing  increase  in  the  number  of  public  assistance  cash 
grant  reciuients . The  cost  of  m.aintenance  assistance  administration 
is  rising  proportionately . 

Average  Monthly  Number  of  Recipients 

Year 

Federal  Categories 

General  Assistance* 

V 1966-67 

325,400 

33,481 

1967-68 

365,558 

38,130 

1968-69 

413,530 

50,187 

1969-70 

503,346 

84,020 

**  1970-71 

664,800 

96,000 

1971-72 

757,300 

109,800 

* (Pennsijlvania  has  a statewide  general  assistance  program, 
in  addition,  which  is  financed  entirely  by  State  funds. 

It  has  also  increased  at  the  same  rate) . 

**  Estimated  monthly  average 

If  Federal  payments  for  maintenance  assistance  administration 
(now  50%  of  State  costs)  were  limited  to  110%  of  Federal 
payments  for  1970-71,  the  State  share  of  these  costs  for 
1971-72  would  increase  almost  $1  million  but  would  fall 
within  the  110%  limitation. 


Funds  For  Maintenance  Assistance  Administration* 


(in  millions) 

Estimate  1971-72 
(as  of  5-15-71) 

Est 

as 

. 1970-71 
of  5-15-71 

Without 
110%  Limit 

With 

110%  Limit 

Increase  + 
Decrease  - 

Total 

. $25.9 

$27.6 

$27.6 

- 0 - 

Federal  Share 

13.0 

13.8 

13.8 

-0- 

State  Share 

12.9 

13.8 

13.8 

- 0 - 

Because  of  limitation  of  state  financial  resources  only  a small 
number  of  additional  staff  has  been  included  in  the  budget  to 
meet  the  need  for  eligibility  determination  due  to  increasing 
caseloads.  We  have  already  converted  many  social  services 
personnel  to  eligibility  determiners.  This  has  cut  severely  into 
our  ability  to  rehabilitate  public  assistance  grant  recipients. 
Should  the  state  also  have  to  bear  the  burden  of  additional  costs 
for  social  services  due  to  a 110%  limit  on  federal  contributions 
to  services , even  more  drastic  cuts  would  have  to  be  made  in  the 
services  program  in  order  to  meet  essential  administrative  costs. 

* Includes  eligibility  determination  for  cash  grants 
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■3.  Using  the  Congressional  mandates,  incorporated  in  the  1962  and 
1967  Amendments  to  the  Social  Security  Act,  Pennsylvania  is 
providing  a wide  variety  of  social  and  rehabilitative  services 
to  public  assistance  recipients  and  other  low  income  individuals . 

As  of  February  15,  1971,  the  Department  of  Public  Welfare  has  in 
force  purchase  of  service  contracts  for  Day  Care  and  Early  Child- 
hood Development  Programs  amounting  to  $32.5  million.  These 
contracts  provide  that  service  be  available  to  12,600  children . 

Should  the  110%  limitation  of  Federal  funding  become  an  actuality , 
these  programs  would  have  to  be  drastically  curtailed . Throughout 
the  Commonwealth,  the  effect  upon  the  availability  of  day  care  to 
working  mothers  would  be  disastrous . These  programs  involve  health, 
education , social  services  and  parent  education  components  of 
immense  benefit  to  young  children  and  their  parents. 

In  addition , other  current  purchase  of  service  contracts  between  the 
Commonwealth  and  universities , colleges  and  community  agencies  for 
social  services  and  training  total  $6.1  million.  Included  are 
legal  services , housing  services  to  residents  of  public  housing  and 
community  services  to  public  assistance  and  other  low  income  parsons. 
If  the  110%  limitation  were  imposed,  Pennsylvania  would  be  forced 
to  sharply  curtail  these  valuable  services . 

4.  Pennsylvania  has  been  involved  in  the  process  of  separating 
eligibility  determination  from  service  functions  in  order  to 

free  staff  to  provide  a variety  of  services  in  behalf  of  recipients 
of  public  assistance  and  other  low  income  persons.  This  major 
effort  to  restructure  the  public  assistance  system  would  be 
seriously  crippled  by  the  imposition  of  the  Administration's  proposal. 

5.  The  present  financing  arrangement  has  triggered  broad  community 
commitment.  Pennsylvania  is  developing  a most  promising  combination 
of  state-local-private  funding  to  match  Federal  money  for  coordina- 
tion and  delivery  of  social  and  restorative  services . The  flexibility 
of  the  open-ended  budget,  by  permitting  states  and  localities  to 
develop  programs  on  a planned  and  phased-in  basis,  has  acted  as  a 
very  real  stimulus  to  local  incentive  and  participation. 

In  cooperation  with  the  United  Funds,  Health  and  Welfare  Councils , 
Housing  A.uthorities , Opportunity  Industrialization  Centers  and 
many  neighborhood-based  agencies , the  Department  has  developed 
cirect  service  activities  such  as  tenant  relations  projects , pre- 
hospitalization and  after-care  for  mental  patients  and  the  mentally 
retarded,  legal  services , casefinding , housing  liaison,  employment 
and  manpower  activities . It  participates  in  community  developm^ent 
activities  throughout  the  State,  especially  in  Model  Cities.  It  is 
essential  that  these  beginning  partnerships  of  public  and  private 
capabilities , be  extended  rather  than  diminished. 
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6.  -ha  Department  has  placed  a top  priority  on  concentrating  efforts 
in  the  area  of  manpower,  staff  development  and  training , and  is 
at  present  reorganizing  its  administrative  structure  to  provide 
adequate  planning  and  training  programs.  The  success  of  the 
public  welfare  program  hinges  on  the  Departm.ent  being  able  to 
prepare  enough  people  with  sufficiently  adequate  skills  to  give 
concentrated  services  and  more  effective  administration.  Putting 
a top  on  this  funding  m,edium  will  markedly  hamper  staff  training 
at  a time  v/hen  the  already-grave  imbalance  in  the  supply -demand . 
equation  for  a variety  of  qualified  professionals  and  allied 
personnel  is  v/idely  acknowledged. 

7.  Should  the  Family  Assistance  Plan, or  some  version  of  it,  be 
enacted,  it  is  possible  that  the  number  of  families , children , 
aged,  blind  and  disabled  persons  would  increase  the  eligible  group. 
Under  this  plan,  the  states  would  be  required  to  provide  social 
services  to  those  persons  who  will  be  given  m.oney  payments  under 
this  new  program.  Pennsylvania  and  other  states  would  have  to 
increase  their  service  potential  with  insufficient  increased 
funding  to  meet  these  needs.  It  is  inconsistent  for  the  Adminis- 
tration and  the  Congress  to  be  pressing  the  states  for  m.ore  future 
rehabilitation  of  poor  people  while  at  the  same  time  cutting  back 
on  such  services  which  are  already  under  way. 

8.  Che  states  are  required  to  provide  services  and  preparation  for 
employment  and  child  care  services  under  the  WIN  Program.  If 
this  program  is  to  be  extended  under  the  present  law,  the-  ability 
of  the  state  to  increase  the  supportive  services  needed  will  be 
greatly  hampered  if  the  110%  limitation  is  imposed. 


Should  the  Administration's  proposal  be  enacted  it  v/ould  result  in 
budget  language  nullifying  to  a great  extent,  promises  made  by  Congress  in 
the  1962  and  1967  Services  Amendments  to  the  Social  Security  Act,  which 
Pennsylvania  in  good  faith  has  been  implementing. 


Pennsylvania  Departm.ent  of  Public  Welfare 
June  16,  1971 


COMMONWEALTH  OF  PENNSYLVANIA 


Public  Assistance  Costs  for  Social  Services , 

and  Maintenance  Assistance  Administration 
eligibility  determination  for  cash  grants) 


Training , 
(includes 


TOTAL 
Federal 
State-Local 

DETAIL  BY  SELECTED  OBJECT 
Social  Services 
Training 

Maintenance  Assistance  Administration 

DETAIL  OF  SOCIAL  SERVICES 
Non-WIN  Dag  Care 
Purchased  AFDC  Services 
Purchased  Adult  Services 


Estimated 

Estimated 

5/15/71 

5/15/71 

for  1970-71 

for  1970-72 

(in  m.illions) 

(in  m.illions ) 

$ 87.0 

$ 116.8 

53.0 

74.6 

34.0 

42.2 

60.0 

88.0 

1.0 

1.5 

26.0 

27.6 

23.4 

36.4 

1.7 

10.1 

.9 

1.9 

26.0 

27.6 

Salaries  and  Other 
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SOCIAL  SERV! 
BY  FEiWSYLVANIA  DEPART 
UXDER  TITLES  I , IVA,  X,  XIV, 


CES  PROVIDED 
TEXT  OF  PUBLIC  WELFARE 
OF  THE  SOCIAL  SECURITY 


ACT 


Dcy  Care  and  Child  Developinent 

i_egai  Services 

Pub i i c Education 

Research  and  Deve  i op.T.ent 

Assessment  for  suitabliity  for  employment 

Recipients  referred  for  emp ! oyment 

Recipients  enrol  led  i n WIN  (Work  Incentive)  Program 

Recipients  enrolled  in  other  employment  and  training  programs 

Services  to  use  or  obtain  medical  or  dental  care 

Services  to  improve  financial  management 

Services  to  maintain  home 

Homemaker  services 

Services  to  secure  support  of  children 

Services  to  secure  better  housing  or  improve  housing  conditions 
Counselling  on  marital  functioning 

Services  to  maintain  family  life  and  improve  family  functioning 

Family  planning  services 

Services  related  to  parental  functioning 

Services  to  maintain  or  improve  social  re  1 ationsh i ps  and 
part i ci paTion  in  community  life 

Neighborhood  Service  Center  services 

Pro~ective  services  for  children 

Services  to  unmarried  parents 

Services  to  children  v/ i th  speclai  problems 

Services  to  children  with  physical  or  menta i ' retardat i on  prooiemis 

Services  to  cnilcren  with  school  adjustment  problems 

Services  to  children  with  behavior  problems 

:nTorm.aTion  and  Referral  services 

services  related  to  adult  seif-oare 

Specialized  services  to  the  blind 

Community  Planning 
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CRISIS  IN  CHILD  MENTAL  HEALTH 

A Summary  of  the  Findings  and  Recommendations 
of  the  Joint  Commission  on  Mental  Health  of  Children,  Inc. 


The  Joint  Commission  on  Mental  Health  of  Children  recently  completed 
a Congressional ly  authorized  three-year  study  of  the  mental  health  needs  of 
children  in  this  country.  The  study  was  authorized  under  Public  Law  89-87, 

Social  Security  Amendments  of  1965.  This  study  grew  out  of  a long-standing 
chronic  dissatisfaction  with  the  lack  of  availability  of  mental  health  services 
for  the  millions  of  children  and  families  in  the  United  States  who  needed  them. 
This  state  of  affairs  existed  in  spite  of  many  recommendations  to  deal  with  the 
mental  health,  personal,  and  community  functioning  of  our  children  and  youth 
which  had  been  made  over  at  least  three  decades  in  White  House  Conferences,  and 
other  proposals  for  programs  which  were  never  put  into  action.  This  communica- 
tion attempts  to  summarize  the  findings  and  recommendations  made  by  the  task 
forces  and  working  committees  of  the  Joint  Commission  involving  500  to  600 
knowledgeable  professionals  covering  all  childhood  fields.  It  is  apparent  that 
even  though  our  information  is  incomplete,  and  research  must  continue,  we 
already  know  enough  to  make  predictable  gains  in  mental  health  if  we  apply  what 
we  know  now. 

FINDINGS 

In  viewing  the  findings  on  which  the  recommendations  were  made,  it 
is  apparent  that  the  constitutional,  developmental  and  social  forces  involved 
are  inseparable.  Thus,  particularly  in  the  early  years  of  life,  it  is  impossible 
to  separate  health  from  mental  health  problems,  and  impossible  to  separate  both 
of  these  from  family  and  community  problems.  To  summarize  briefly: 

Constitutional  aspects.  The  studies  repeatedly  point  to  the  roots 
of  mental  health  (vs.  mental  illness  or  maladjustment)  being  in  the  earliest 
years  of  life. 
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Factors  influencing  the  individual's  constitutional  "givens" 
begin  in  the  prenatal  period. 

Distortions  in  constitutional  makeup  can  create  vulnerability 
to  difficulties  in  adjustment  through  uneven  development,  which 
we  now  know  enough  about  so  that  many  can  be  identified,  and 
if  properly  handled,  most  often  compensated  for  before  two  years 
of  age. 

Developmental  aspects.  Critical  periods  in  development  of  a range 

of  functions  in  the  early  years  can  now  be  identified. 

Most  of  these  functions  have  their  foundations  laid  down  during 
the  period  when  the  brain  is  growing  faster  than  it  ever  will 
again;  i.e.,  in  the  first  18  months  of  life. 

Inappropriate,  deficient,  or  distorted  inputs  in  this  period  of 
life  are  the  most  frequent  precursors  of  later  problems. 

Corrective  and  remedial  approaches  brought  to  bear  later  cannot 
always  bring  about  complete  recovery  of  function  and  recapture 
all  of  the  individual's  original  potential. 

Later  stages  of  childhood  (preschool,  school  age,  puberty,  early, 
middle,  and  late  adolescence)  in  addition  to  having  their  specific  devel- 
opmental tasks  to  accomplish,  offer  opportunities  to  rework  earlier  poor 
answers  to  developmental  processes.  If  remedial  services  are  available  to 
assist  in  the  reworking  process  for  not  only  the  most  severely  and  moderately 
ill  children,  but  also  the  mildly  disturbed,  accumulations  of  poor  answers 
are  not  carried  into  later  developmental  stages. 

At  least  10  million  of  our  young  people  under  25  are  thought  to 
suffer  from  mental  and  emotional  disorders.  It  is  estimated  that  .6  percent 
are  psychotic  and  that  another  two  to  three  percent  are  severely  disturbed. 

An  additional  eight  to  ten  percent  are  in  need  of  some  kind  of  help  from 
knowledgeable  persons. 

Societal  aspects.  The  responsibility  of  the  community  ^'and  nation) 
for  the  proper  development  of  its  children  begins  with  the  basic  consideration 
that  in  the  United  States  among  the  unalienable  rights  for  all  citizens  are 
"Life,  liberty  and  the  pursuit  of  happiness." 
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The  right  to  life  for  infants  and  children,  while  not  a basic 
concern  to  this  study,  has  implications  for  mental  health,  not 
only  in  infant  mortality  statistics,  but  also  in  the  increasing 
number  of  children  born  with  handicaps. 

The  right  to  liberty  can  be  interpreted  to  mean  having  the 
equipment  which  allows  freedom  of  choice  which  is  a basic  concept 
of  good  mental  health.  The  options,  choices,  and  opportunities 
"'which  are  taken  away  from  children  by  inadequate  or  inappropriate 
early  care  represent  one  aspect  of  liberty  which  is  not  taken  into 
consideration  by  our  standards  of  individual  rights. 

The  pursuit  of  happiness  involves  having  the  equipment  which 
allows  the  individual  to  achieve  his  optimal  potentials,  but 
above  all,  involves  having  the  capacity  for  good  personal  and 
-group  relationships,  security  in  knowing  that  basic  needs  will 
be  met,  and  freedom  from  those  patterns  of  mental  functioning 
which  limit  the  areas  in  which  he  can  successfully  function. 

The  Constitution  of  the  United  States  defines  the  responsibility 
of  the  community  "to  promote  the  general  welfare,"  which  assumes  Insuring 
the  right  of  each  child  to  grow  up  to  be  as  normal  as  possible.  Since  it  is 
the  community's  responsibility  to  provide  the  services  for  the  child  to  this 
end  when  the  parents  cannot,  these  services  should  be  structured  to  be  avail- 
able from  the  beginnings  of  life.  For  example,  currently  educational  services 
are  required  to  be  attended  at  latest,  by  age  7 in  most  communities  in  this 
country,  when  for  many  deprived  children  we  have  evidence  that  even  by  three 
years  of  age  it  is  too  late  to  recapture  even  incompletely  the  learning 
concepts  that  allow  them  to  function  in  formal  education.  Since  we  can  point 
to  many  other  areas  of  the  child's  functioning  in  which  this  is  true,  the 
community's  responsibility  to  insure  the  child's  rights  should  start  much 
before  school  age^  and  not  only  when  the  child's  life  is  in  danger  as  in  child 
abuse  and  gross  physical  neglect. 

The  future  of  this  country  has  been  said  many  times  to  depend  on 
the  best  possible  development  of  its  children.  We  are  allowing  to  be  created 
and  developed  millions  of  children  each  year  who  are  predictably  going  to  be 
dependent  on,  rather  than  contributors  to,  our  national  resources.  Thus, 
retardates  in  the  educational,  vocational,  and  functional  sense  are  being 
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created  by  neglect  of  their  health  and  mental  health  needs,  and  the  basis  for 
maladjustment  is  allowed  to  be  established  in  significant  numbers  before 
children  ever  get  (if  they  can)  into  Head  Start  programs,  much  less  formal 
school . 


One  of  the  major  dilemmas  facing  society  is  how  to  structure  service 

delivery  systems  which  can  reach  the  unreached. 

Currently  the  services  to  deal  with  the  interdependent  health 
and  mental  health  care,  especially  of  children  in  the  most 
important  first  three  years  of  life,  are  not  structured 
or  manned  sufficiently  to  reach  more  than  a fraction  of  those 
who  need  them.  This  is  particularly  true  in  the  one- third  of 
this  nation  which  is  too  poor  to  buy  these  services.  There  is 
also  a fragmentation  and  lack  of  continuity  of  services  which 
allows  millions  of  children  to  have  haphazard,  incomplete  and  often 
non-existent  care  when  identifiable  defects  and  vulnerabilities  are 
present. 

The  cost  of  remedial  and  corrective  services  is  in  the  billions 
when  the  community  is  forced  to  provide  them  in  the  form  of  special 
education,  delinquency  correction  and  preventive  programs,  programs 
for  the  maladjusted,  mentally  ill,  vocationally  handicapped,  etc. 

It  is  strongly  suggested  that  a program  for  earlier  intervention 
and  preventive  approaches  for  children  who  can  be  identified  as 
being  at  risk  would  be  less  costly  in  the  long  run. 

There  is  considerable  overlapping  and  duplication  as  well  as  fragmen- 
tation of  services  for  children  leading  to  the  need  for  better 
coordination  and  integration  which  would  require  blurring  of  the 
traditional  professional  and  agency  lines  and  responsibilities. 

This,  in  turn,  is  already  a major  concern  of  our  national  profes- 
sional organizations  as  they  reassess  their  functions  in  the 
ongoing  reorganizations  taking  place  in  the  fields  of  health, 
education,  and  welfare. 

Even  when  services  are  structured  to  avoid  fragmentation  and 
to  provide  continuity  of  care,  there  are  many  children  who  do 
not  get  the  benefit  of  the  needed  care.  There  are  many  causes 
for  this,  ranging  from  problems  of  distance  and  transportation 
to  apathetic,  helpless,  hopeless,  dependent,  passive,  disinterested, 
suspicious,  alienated  or  sick  parents.  If  the  services  are  to  be 
effectively  utilized  for  all  children,  there  needs  to  be  availability 
of  the  services  to  the  children  themselves,  or  conversely,  the 
children  have  to  be  available  to  the  services.  In  turn,  any  type 
of  retardation  or  handicapping  becomes  a hazard  to  the  mental 
health  of  the  individual.  Systems  must  therefore  be  developed 
which  (1)  have  access  to  all  the  children,  so  that  they  are  known 
and  their  development  monitored;  and  (2)  provide  a pattern  of 
services  in  which  are  available  the  settings,  comprehensiveness  and 
continuity  of  care  for  infants,  children,  and  their  families  even 
when  their  parents  cannot  arrange  for  or  get  to  necessary  care 
themselves.  To  be  truly  effective,  this  requires  a universal 
monitoring  system  so  that  at  least  we  know  where  all  the  children 
are  and  which  ones  are  not  getting  to  private  or  public  services. 
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Roots  of  many  of  the  major  community  problems  are  in  the  earliest 
years  of  life.  Problems  presented  by  the  6 to  10  percent  of  the 
population  who  require  75  to  85  percent  of  the  public  funds  on 
closer  examination  can  be  traced  to  the  individual's  patterns  of 
response  in  the  areas  of  self  esteem,  sense  of  responsibility, 
ability  to  function  in  formal  learning  situations,  use  of  violence, 
attitudes  toward  racism,  dependency,  respect  for  law  and  property 
rights,  among  others  which  are  documented.  These  can  be  defined 
and  interventions  planned  to  provide  alternative  models  and  choices 
when  distortions  are  evident,  if  we  know  early  enough  that  the  young 
child's  life  experience  is  distorting  and  limiting. 

There  are  not  now  the  manpower  resources  to  carry  out  appropriate 
services  to  meet  these  needs  more  than  on  a pilot  basis.  This 
has  many  implications  in  training,  including  the  revision  of 
curricula  in  the  training  of  all  the  disciplines  involved  (as 
well  as  for  new  sources  of  manpower)  to  make  available  the  newer 
information  about  the  first  years  of  life  and  other  new  dimensions 
involved  in  community  programs. 

The  current  important  concerns  with  ecological  influences  on  human 
existence  and  functioning  are  only  minimally  involved  with  the 
developmental  process.  Thus  the  range  of  environmental  control 
approaches  covering  what  the  growing  child  is  exposed  to,  and 
influenced  by,  inside  and  outside  his  house — whether  it  is  over- 
stimulating,  understimulating,  or  inappropriately  stimulating-- 
is  not  being  studied  and  programmed  to  enhance  his  development. 

The  corrective  approaches  to  dealing  with  the  crisis  in  our  cities 
are  likewise  only  minimally  concerned  with  the  influences  on,  and 
meeting  the  needs  of , the  developing  child  and  youth.  Thus,  whether 
it  is  planning  for  housing,  transportation  systems,  or  service 
networks,  the  concept  of  a "city  for  human  development"  must  be 
kept  in  mind. 

The  Joint  Commission's  recommendations  fall  into  three  major  areas: 

A.  Those  related  to  the  maintenance  of  health  and  mental 

' health  in  infants  and  children. 

B.  The  remedial  and  corrective  clinical  services  needed  for 
help  to  those  children  who  have  broken  down  along  the  way. 

C.  The  systems  for  implementing  these  recommendations. 

In  terms  of  priorities,  it  is  strongly  felt  that  equal  emphasis 
should  be  given  to  both  the  clinical  recommendations  and  the  preventive 


approaches. 
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RECOMMENDATIONS 

I.  A Child  Advocacy  System  to  Safeguard  Mental  Health 

The  Commission  recommends  that  Federal  funding  be  provided  for  the  estab- 
lishment of  an  advocacy  system  at  every  level  of  society. 

At  the  National  level,  the  Commission  urges  that  Congress  provide 
for  the  President  to  appoint  an  Advisory  Council  on  Children  similar  to  the 
Council  of  Economic  Advisors.  This  Advisory  Council  would  advise  the 
President,  the  Cabinet,  the  Congress,  and  the  Bureau  of  the  Budget.  It 
would  be  charged  with  the  responsibility  of  studying  and  gathering 
information  on  the  problems  of  children  and  youth  in  the  United  States 
and  with  doing  long-range  planning,  policy  making,  and  programming,  both 
for  services  and  for  manpower.  It  would  advise  the  President  and  Congress 
on  the  effectiveness  of  programs  and  would  make  recommendations  for  legislative 
and  program  changes  and  on  the  allocation  of  monies  spent  for  children 
and  families. 

The  Commission  further  recommends  that  the  Secretary  of  HEW  should 
have  a strong  unit,  headed  by  a high  official  in  his  office,  to  give  leader- 
ship to  all  programs  for  children  and  youth.  Included  in  this  function  would 
be  policy  clearance  and  development,  coordination  of  efforts,  evaluation 
of  results,  and  recommending  allocation  of  resources  to  the  Secretary. 
Coordination  of  Federal  interprogram  relationships  to  State  Comprehensive 
Plans  would  rest  in  this  unit. 

The  advocacy  concept  at  the  state  level  would  be  carried  out  by  a 
State  Child  Development  Agency.  This  Agency  would  be  charged  with  developing 
a comprehensive  state  plan  for  children  and  youth  on  an  on-going  basis  and 
be  governed  by  law  and  regulations  not  unlike  the  Federal  Comprehensive  Health 
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Planning  requirements.  Its  crucial  task  would  be  to  develop  a state  plan 
--in  conjunction  with  broad  Federal  guidelines--and  to  lay  out  program  goals 
and  operating  guides  for  all  the  services  and  programs  required  to  meet  the 
needs  of  children  and  youth  in  the  state.  The  Commission  recommends  that 
Congress  provide  that  the  State  Comprehensive  Plan  include  consideration  of 
all  child  and  youth  programs,  not  just  those  that  are  Federally  funded.  The 
State  Agency  would  also  advise  the  Governor  on  programs  and  allocations  for 
children.  It  would  plan  the  creation  of  local  Child  Development  Authorities 
and  Councils  and  assist  in  their  development.  It  would  review  applications 
from  local  Authorities  for  the  establishment  of  Councils  and  would  periodically 
evaluate  the  Councils.  Local  Authorities  and  Councils  would  develop  local 
plans  for  the  State  Agency.  The  Federal  agency  would  act  on  the  State  Compre- 
hensive Plans,  and  on  approval,  would  fund  the  State  Agency  and  the  local 
Authorities  and  Councils. 

At  the  local  governmental  jurisdiction  (city,  county,  or  combination 
of  these),  a local  Child  Development  Authority  would  be  created.  It  would 
serve  as  a coordinating,  planning,  and  policy-setting  body  for  all  human 
services  in  its  political  jurisdiction  as  assigned  by  state  law  within  Federal 
guidelines.  It  would  develop  a local  comprehensive  plan  for  the  State  Agency 
and  would  initiate  and  organize  the  Child  Development  Councils  in  neighborhoods 
within  its  jurisdiction. 

At  the  neighborhood  level,  the  Commission  recommends  that  Federal 
funding  be  provided  for  the  establishment  of  a network  of  Child  Development 
Councils  throughout  the  Nation.  The  location  and  operation  of  these  Councils 
would  vary,  according  to  community  needs.  These  Councils  would  act  as  the 
direct  advocates  for  children  and  youth.  They  would  have  the  responsibility 
and  prerogative  of  insuring  that  complete  diagnostic,  treatment,  and  preventive 
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services  are  made  available  to  all  children  and  youth  in  the  neighborhoods 
which  they  serve.  The  spectrum  of  services  to  be  obtained  and  insured  for 
children  and  youth  by  the  Child  Development  Councils  are  summarized  below 
in  recommendation  II. 

At  all  levels — neighborhood,  local,  state  and  national--participation 
and  representation  in  the  various  advocacy  bodies  would  include  professionals, 
laymen  and  citizens.  At  the  neighborhood  level,  consumers  of  services  would 
be  involved  in  the  planning  and  operating  of  the  Councils.  It  should  be 
emphasized  that  these  advocacy  bodies  are  concerned  with  planning,  facilitating 
and  coordinating  services  and  with  insuring  these  services  to  children,  youth 
and  their  families.  In  no  instance  are  these  bodies  responsible  for  provid- 
ing services  directly.  This  function  would  be  incompatible  with  their  advocate 
roles.  However,  where  necessary.  Councils  may  set  up  services  directly,  but 
would  operate  these  only  until  they  could  be  run  effectively  by  another  agency. 

Funds  will  come  mainly  from  Federal  and  state  sources.  Local  funds 
would  be  supplied  according  to  state  decision.  In  general.  Federal  grants 
would  be  provided  in  accordance  with  a state  plan  developed  by  the  State  Child 
Development  Agency;  however.  Federal  law  should  provide  that  direct  local  grants 
for  local  planning  could  be  made  where  states  do  not  develop  plans. 

Ultimately,  it  is  hoped  that  Child  Development  Councils  will  be  estab- 
lished to  serve  every  child  and  youth  in  America.  However,  the  Commission 
recognizes  that  these  cannot  be  funded  and  established  overnight.  We  recom- 
mend that  the  following  steps  be  taken  within  the  immediate  future: 

A.  The  creation  of  the  President's  Advisory  Council 
on  Children. 

B.  The  establishment  of  a State  Child  Development  Agency 
in^  each  state  to  develop  the  state  comprehensive  plan 
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for  services  (with  option  to  consolidate  under  present 
regional  planning  areas) . Federal  funds  would  be  pro- 
vided to  develop  the  state  plan  based  on  Federal  guide- 
lines. 

C.  The  establishment  of  at  least  one  local  Child  Development 
Authority  in  each  state. 

D.  The  establishment  of  approximately  100  Child  Development 
Councils  throughout  the  Nation,  with  at  least  one  in  each 

state. 

E.  The  creation,  by  full  Federal  funding,  of  approximately 
10  Evaluation  Centers,  with  each  being  placed  in  a 
different  type  of  community.  These  Evaluation  Centers, 
whether  independent  of  or  related  to  the  Child  Development 
Councils,  would  study,  test  and  evaluate  the  goals  proposed 
for  the  Councils  and  would  provide  data  for  the  establish- 
ment of  future  Councils  and  for  improvement  of  already 
existing  Councils. 


II.  Community  Services  and  Programs  of  a Supportive,  Preventive,  and  Remedial 
Nature 

The  Commission  recommends  the  creation  of  a network  of  comprehensive, 
systematic  services,  programs  and  policies  which  will  guarantee  to  every 
American,  from  conception  through  age  24,  the  opportunity  to  develop  to 
his  maximum  potential.  These  should  be  linked  to  the  Child  Development 
Councils  recommended  above. 

Among  the  components  of  highest  priority  are: 

A.  Systematic  and  comprehensive  health  and  mental  health  and 
supportive  services: 

(1)  Family  planning  and  birth  control  services, 
including  genetic  counseling. 

(2)  Systematic  prenatal  care. 

(3)  Comprehensive  pediatric  and  supportive  services 
for  children  under  the  age  of  three. 

(4)  Physical  and  mental  health  services  for  children 
beyond  age  three,  to  be  coordinated  with  the 
educational  system. 

(5)  Remedial  mental  health  services  which  are  dispensed 
according  to  the  child's  level  of  functioning 
rather  than  on  the  basis  of  diagnostic  labels. 

(6)  Increased  development  of  community  based  facilities 
which  will  keep  children  as  closely  as  possible 
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within  their  normal,  routine  settings. 

(7)  For  those  who  must  be  institutionalized,  highly 

personalized  and  individualized  treatment,  habilitation 
and  rehabilitation  services  should  be  made  available. 

The  Commission  stresses  the  need  for  a broad  range  of  interrelated 

remedial  services  based  on  sound  child  development  knowledge. 

To  insure  the  foregoing,  the  Commission  recommends  that  the  Federal 

Government: 

***  Enact  a system  of  national  health  insurance,  national 

health  service,  or  some  other  system  to  guarantee  equal 
access  to  services;  and 

***  Establish  the  facilities  and  services  required  to  meet 

the  physical  and  mental  health  needs  of  American  children 
and  their  families. 

B.  Employment,  Assistance  and  Environmental  Programs : 

Because  of  the  many  adverse  effects  which  poverty  has  on  child 
mental  health  and  development,  the  Commission  recommends; 

(1)  Guaranteed  employment  for  all  who  are  able  and 
willing  to  work,  with  provisions  for  training  and 
employment  for  persons  with  physical,  mental,  and 
social  handicaps,  especially  youth,  as  well  as 
legislation  which  will  provide  a minimum  wage  level 
and  humane  working  conditions. 

(2)  Revision  of  all  present  income  maintenance  programs 

to  insure  a guaranteed  minimum  income  for  all  Americans, 
including: 

(a)  Public  assistance  based  on  need  and  national 
minim'um  standards. 

(b)  Uniform  and  realistic  unemployment  compensation. 

(c)  Increased  Social  Security  payments. 

(d)  Children's  Allowances  established  in  law  to  provide 
an  adequate  universal  system  of  assistance  to  our 
Nation's  children. 

(3)  Federal  Food  Programs  should  be  upgraded.  We  recommend: 

(a)  That  Federal  expenditures  for  food  programs  be 

increased,  that  distribution  not  be  dependent  upon 
local  or  state  option,  that  the  system  be  free  of 
stigma,  and  based  only  on  the  criterion  of  need. 
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(b)  That  food  and  nutrition  programs  for  school 
children  be  universally  available,  and  that 
nutritional  supplements  be  administered  through 
Federal  medical  programs,  especially  for  pregnant 
women  and  infants. 

(c)  That  consumer  education  be  made  more  effective. 

(4)  Because  the  physical  and  mental  health  of  millions 

of  our  children  are  threatened  by  poor  and/or  segregated 
housing,  the  Commission  recommends: 

(a)  Universal  open  housing  laws. 

(b)  Elimination  of  the  ghetto  and  the  creation  of  wholesome 
unsegregated  communities  through  sound  housing,  urban 
and  community  development  programs. 

(c)  Converting  the  public  monies  spent  for  housing  in  slum 
dwellings  into  positive  programs  of  home  ownership  and 
rehabilitation  of  dwellings. 

(d)  Giving  priority  to  human  needs  in  planning  housing 
programs. 

(e)  Greater  Federal  expenditures  to  communities  for  self- 
help  and  community  development  programs. 

C.  Social  Services: 

Because  of  the  deficiencies  in  our  service  system,  the  Commission 
recommends  that  Congress,  or  the  President's  Advisory  Council 
on  Children,  establish  a body  which  would  undertake,  directly 
or  indirectly,  the  assessment  of  problems  such  as  manpower;  avail- 
ability of  services;  new  approaches  to  services  and  alternative 
strategies  for  attaining  service  goals;  formulation  of  experimental 
approaches  to  delivering  high  quality  child-centered  services;  as 
well  as  systems  of  data  gathering. 

We  believe  these  functions  would  best  be  carried  out  by  a permanent 
study  group  which  is  relatively  small  but  substantially  funded, 
combined  with  a series  of  temporary  programs  which  the  group 
would  bring  into  being  to  focus  on  particular  problems. 

Turning  to  more  immediate  solutions  to  the  deficiencies  in  our 
child  services,  we  stress  the  need  for  coordination  of  welfare 
services  and  policies  at  all  levels  of  government  and  between 
public  programs  and  voluntary  agencies,  as  well  as  integration 
of  these  with  other  components  of  the  suggested  network  of  services. 
We  recommend  that  the  services  below  be  available  as  a social 
utility  through  coordinated  service  systems, 

(1)  Programs  for  the  pre-school  child  including  day  care  and 
pre-school  programs. 

(2)  Adoption  and  Foster  Care,  (including  institutional  care) 
should  be  improved  through: 
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(a)  Strengthening  and  expansion  of  foster  care  and 
adoption  services. 

(b)  Comprehensive  services  for  children  born  out  of 
wedlock,  including  assistance  to  mothers. 

(c)  Mental  health  services  for  all  populations  served 
by  child  welfare  agencies. 

(d)  Funding  for  small  group  residences  and  half-vay  houses 
for  institutional  care  provided  by  social  agencies 
and  for  further  experimentation  in  the  group  care  of 
infants  and  young  children. 

(3)  Other  social  services  which  need  to  be  extended  to  all 
communities  are  vocational  rehabilitation  services; 
probation  services  which  insure  for  the  court  care  and 
treatment  services;  legal  services;  family,  marital  and 
pre-marital  counseling;  homemaker  services;  and  protective 
services  for  children  who  are  neglected  or  abused. 

D.  Education: 

We  recommend  the  creation  of  high  quality,  universally  available 
pre-school  educational  and  day  care  programs  which  are  continuous, 
based  on  sound  knowledge  of  child  development,  and  integrated  with 
comprehensive  health,  mental  health,  social,  and  recreational 
services.  These  pre-school  programs  should  include  special 
schools  and  programs  for  the  emotionally  disturbed  and  mentally 
ill  children. 

For  the  school  to  be  a mentally  healthy  environment,  there  must 
be  a change  in  the  concept  of  how  this  institution  shall  serve 
society  through  the  children  it  educates.  The  Commission  recommends: 

(1)  Federal  grants  for  programs  undertaking  responsibility  for 
mental  health  goals  as  an  integral  part  of  the  educative 
process. 

(2)  That  the  U.S.  Office  of  Education  establish  contracts  with 
diversified  school  systems  in  cooperation  with  university 
centers  to  develop  pilot  programs  specializing  in  devel- 
opment of  diversified  curricula,  evaluation  of  teaching 
innovations,  strategies  for  recruiting  men  teachers, 
flexible  and  differentiated  use  of  instructional  personnel, 
planning  administratively  for  an  "open  school"  design, 

use  of  the  school  as  a broad  gauge  community  center  involv- 
ing parents,  and  the  development  of  in-service  training 
programs  for  teachers  with  focus  on  mental  health  components, 

(3)  Opportunities  for  Higher  Education,  including  a comprehensive 
program  from  the  elementary  to  the  post- secondary  school  levels 
to  provide  financial  assistance,  information,  and  counseling 
programs  and  enrichment  courses  to  prepare  children  for  work, 
participation  in  a democracy,  further  training,  and  the 
flexibility  to  assimilate  new  ideas;  free  public  education 
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at  least  two  years  beyond  high  school;  expansion  of 
public- supported  junior  colleges  to  train  youth  in 
both  technological  and  human  services  employment  fields; 
and  amendment  to  the  Higher  Education  Act  of  1965  to 
provide  funds  to  assist  colleges  to  develop  programs  in 
student  development. 

(4)  Special  Education.  In  addition  to  the  special  classes 

and  schools  recommended  above,  the  Commission  urges  expansion 
in  teacher  training  for  the  handicapped  and  disturbed.  We 
also  recommend  that  the  U.S.  Office  of  Education,  Bureau  of 
the  Handicapped,  undertake  a national  survey  to  assess  the 
quality  and  outcome  of  current  programs  and  determine  needed 
changes;  establish  demonstration  districts  to  develop  models 
of  service;  and  collect  and  disseminate  information  related 
to  a broad  spectrum  of  educational  services  for  the  handicapped. 

(5)  Crisis  Conditions.  To  help  meet  crises  conditions,  the 
Commission  recommends  that  the  U.S.  Office  of  Education 
establish  three  regional  centers  to  provide  assistance  to 
schools  upon  request. 

(6)  School-Community  Relations.  Federal  funding  should  be 
provided  for  model  programs  to  demonstrate  the  effect  of 
school  initiated  projects  in  bringing  about  closer  school- 
community  relations. 

(7)  The  Education  of  Minority  Group  Children.  Special  attention 
should  be  given  to  the  development  of  relevant  curriculum; 
to  the  physical  setting,  age  of  entry  into  school,  length 
of  the  school  day,  study  space  for  children  after  school, 
ways  of  increasing  achievement  motivation,  and  development 
of  Incentives  to  attract  well-qualified  teachers  to  schools 
serving  oppressed  minorities.  Boarding  schools  for  Indian 
children  should  be  eliminated  and  quality  education  in  local 
schools  substituted  as  soon  as  possible.  Existing  boarding 
schools  should  be  upgraded  to  meet  the  psychological  require- 
ments of  students. 

E.  Work,  Leisure,  and  Preparation  for  Adult  Roles: 

With  the  changing  times,  we  have  provided  our  children  and  youth 
less  opportunities  to  interact  with  adults,  younger  children,  and 
those  from  different  social  and  cultural  backgrounds,  and  with 
fewer  opportunities  to  learn  adult  roles  or  to  be  meaningfully 
involved  in  society.  Many  new  programs  need  to  be  created.  We 
recommend  increased  Federal  support  for: 

(1)  Leisure  activities,  such  as  year-round  camping  programs, 
teen  centers,  well-equipped  and  supervised  playgrounds, 

and  community  and  neighborhood  recreational  programs.  Youth 
should  be  involved  in  the  planning  and  operating  of  these 
activities. 

(2)  Participatory  activities  which  involve  young  people  in  helping 
others,  reaching  into  their  communities,  reforming  their 
schools,  and  serving  in  a variety  of  ways. 
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(3)  Vocational  Readiness  Programs  which  begin  in  the  elementary 
school  and  include  realistic  occupational  preparation  at 
the  high  school  level  as  well  as  publically  supported  post- 
secondary courses  and  increased  job-training  programs, 

(4)  Vocational  Education  based  on  the  ability  to  succeed  in 

a field  of  work  rather  than  on  academic  grades,  and  increased 
funding  for  several  recommended  programs  in  this  area. 

(5)  Expansion  of  Youth  Work-Training  Programs  which  include 
built-in  opportunities  for  advancement.  The  Federal 
Government  should  aid  communities  to  develop  their  own 
manpower  system;  provide  incentives  to  industry  to  establish 
work- training  programs  and  incentives  to  unions  to  expand 
apprenticeship  programs  and  drop  present  exclusionary  policies 
which  bar  youth  from  obtaining  bonding.  Further,  police 
records  should  be  based  on  convictions,  not  arrests,  and 
potential  employers  should  be  barred  from  viewing  juvenile 
arrest  records. 

(6)  Appropriations  for  Vocational  Readiness  for  the  Handicapped, 
Retarded,  Delinquent,  and  Severely  Disturbed,  as  provided  for 
in  legislation  (Vocational  Education  Act  of  1963)  supporting 
programs  in  residential  schools.  We  also  recommend  that 

the  Federal  Goverment  provide  incentives  to  involve  community 
employers  in  all  facilities  which  serve  the  various  types  of 
handicapped  youth.  We  urge  professionals  involved  in  the 
care  and  rehabilitation  of  these  children  to  become  more 
employment  oriented  and  include  this  in  their  treatment 
programs.  After-care  services  should  be  part  of  the  services 
and  include  supportive  counseling  after  job  placement. 

(7)  Youth  Employment.  The  Commission  recommends  Federal  funding 
for  expanded  training  and  employment  opportunities  for  youth, 
particularly  in  the  human  services;  and  amendment  of  the 
Fair  Labor  Standards  Act  to  establish  a minimum  wage  rate 
for  teenagers  and  covered  employment  at  75  percent  of  the 
standard  minimum  wage  for  adult  workers. 

Ill . Research 


The  Commission  recommends  increased  support  for  research  which  will  give 
high  priority  to  the  establishment  and  preservation  of  a national  research 
climate  which  optimizes  the  productivity  and  opportunities  of  the  individual 
researcher ; support  both  for  basic  and  applied  research,  as  well  as  multi- 
disciplinary collaboration  between  researchers.  There  is  also  a drastic 
need  for  longitudinal  studies  of  human  development;  for  multi-variate  research 
and  for  more  epidemological  studies. 

We  further  recommend  that: 
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A.  The  NIMH  sponsor,  in  connection  with  its  Clearinghouse 
activities,  studies  which  would  develop  techniques  for 
evaluating  material  which  should  be  quickly  retrieved  and 
more  rapidly  disseminated  to  the  relevant  professions,  and 
increases  in  the  training  of  research  manpower. 

B.  The  Commission  makes  a number  of  recommendations  for  research 
Into  specific  areas  of  child  development  and  mental  health. 

We  further  recommend  that  10  child  mental  health  research  centers 
be  established  under  the  auspices  of  NIMH  or  NICHD  to  study  issues 
related  to  childhood  mental  health.  These  centers  should  be 
concerned  with  such  problems  as: 

(1)  The  development  of  a more  adequate  system  of  classification 
of  emotionally  disturbed  children. 

(2)  The  longitudinal  study  of  the  natural  history  of  emotional 
disturbance  in  children  from  the  point  of  earliest 
Identification  through  the  adult  years. 

(3)  The  study  of  early  childhood  autism,  childhood  schizophrenia, 
and  similar  severe  disturbances  from  both  a biological 

and  behavioral  point  of  view. 

(4)  The  study  of  the’ effects  of  various  forms  of  therapeutic 
intervention  on  the  course  and  life  of  the  child,  including 
the  effects  of  institutionalization  and  prolonged  drug  use. 

(5)  The  comparative  study  of  the  effectiveness  of 
various  kinds  of  intervention  procedures. 

(6)  The  development  of  assessment  procedures  to  facilitate 
the  types  of  studies  noted  in  (4)  and  (5)  above. 

C.  The  Commission  also  recommends  support  for  research  into  the  several 
topics  included  in  our  recommendations,  such  as  education,  work, 
manpower,  assessment  of  Child  Development  Councils,  and  so  on. 

IV,  Manpower  and  Training 

The  Commission  recommends  that  high  priority  be  given  to  devising  new 
approaches  to  constructively  and  realistically  meet  the  present  problems 
in  the  mental  health  manpower  field. 


The  acute  shortage  in  manpower  in  the  core  professions  concerned 
with  child  mental  health  and  related  services  calls  for  new  solutions  to 
meet  the  need  for  both  preventive  and  therapeutic  services.  However,  we 
cannot  expect  mental  health  professionals  to  assume  total  responsibility 
for  the  mental  health  of  our  children  and  youth.  All  of  us--as  parents, 
legislators,  teachers,  urban  planners,  professionals,  etc. --are  ultimately 
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involved  in  the  development  of  our  young.  Those  who  are  expert  in  the 
mental  health  and  related  fields  must  extend  their  areas  of  influence. 

They  must  reach  out  to  all  of  us  and  advise  us  as  to  the  ways  in  which  each 
of  us  may  enhance  the  development  and  mental  health  of  our  children.  They 
must  provide  mental  health  training  throughout  the  community  so  that  all 
those  who  come  into  contact  with  children,  or  are  sought  to  advise  on  their 
behavior,  can  establish  a series  of  "helping  relationships"  in  which  one 
person  can  aid  others  in  developing  their  talents  and  capabilities. 

But  those  in  the  health  professions  must  do  more  than  advise 
and  train.  They  must  also  listen.  They  must  be  sensitive  to  the  times  and 
determine  the  needs  and  expectations  of  the  various  communities  they  serve. 

They  must  look  at  the  shortcomings  within  their  own  professions  and  devise 
ways  of  evoking  in  their  members  a genuine  sense  of  the  responsibility  which 
underlies  their  public  trust.  And  they  must  support  new  solutions  to  the 
problem  of  manpower. 

A.  Federal  Programs: 

To  help  meet  the  need,  the  Commission  recommends  that  the  Federal 
Government : 

(1)  Develop  an  effective  Federal  manpower  policy  which 
will  grapple  with  the  priority  problems  of  the  various 
professions. 

(2)  Expand  training  facilities  and  personnel. 

(3)  Subsidize  students  for  both  professional  and  para- 
professional  training.  Special  efforts  should  be  made 
to  recruit  persons  from  lower- socioeconomic  strata  and 
ethnic  minorities. 

(4)  'Allot  a minimum  of  50  percent  of  training  funds  of  the 

NIMH  to  the  education  of  psychiatrists,  psychologists, 
social  workers,  psychiatric  nurses,  teachers,  counselors, 
and  other  mental  health  specialists  for  work  with  children 
and  youth. 


(5)  'Provide  tax- incentives  to  facilitate  a more  equitable 

geographic  distribution  of  scarce  manpower. 

(6)  Establish  some  form  of  National  Service  which  would 
allow  young  people  of  18  and  over  to  participate  in 
service  programs.  We  recommend  that  a number  of  National 
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Service  pilot  programs  be  established  in  different 
regions  of  the  country  to  determine  the  amount  and 
type  of  participation  desired  by  youth  and  young  adults. 

B.  Specific  Professions; 

The  Commission  hopes  that  the  Federal  Government  will  provide 
technical  and  financial  assistance  in  providing  manpower  and 
training  in  such  specific  areas  as:  medical  personnel  for  services 

to  the  mother  and  young  child;  personnel  for  services  to  adolescents; 
family  specialists;  foster  care;  child  care  workers  for  institutionally 
children  (at  various  levels  of  professional  training) ; clinical 
personnel;  various  types  of  personnel  for  Re-ED  type  schools;  and 
paraprofessionals  to  serve  in  health,  education,  and  welfare  services. 

C.  Paraprofessionals ; 

The  Commission  has  made  a number  of  recommendations  which  are  specific 
to  all  of  the  above  professions;  however,  the  most  important  area, 
for  the  purpose  of  increasing  our  manpower  supply,  is  that  of  para- 
professional  training  and  utilization.  Concerning  paraprofessionals, 
the  Commission  recommends: 

(1)  the  development  of  a heirarchy  of  new  careers  and  the 
restructuring  of  old  ones.  These  careers  should  range 
from  trainee  positions  to  fully- trained  ones,  and  be 
based  on  the  concent  of  progressive  development  of  the 
individual.  A "career  ladder"  concept  must  allow  the 
the  individual  to  move  both  vertically  and  horizontally 
within  public  programs.  Wages  must  be  adequate  to  attract 
interested  personnel. 

(2)  Generic  education  and  training  in  the  field  of  health, 
education  and  welfare. 

(3)  Recruitment  and  employment  based  on  the  Interests  of 
the  potential  employee  and  the  work  to  be  done, 

(4)  Well  supervised  but  flexible  in-service  training  and 
coordination  of  the  educational  and  job  programs. 

Trainees  must  be  paid  for  the  time  spent  in  in-service 
education  and  training. 

D.  Manpower  for  Child  Development  Councils: 

As  Councils  move  from  the  initial  pilot  stage  to  full  scale  operation 
across  the  Nation,  the  proposed  goals  will  require  an  immense  increase 
in  manpower.  In  fact,  this  problem  is  so  Important  that  it  constitutes 
a major  argument  for  a Federal  advocate  agency  which  would  be  given 
the  specific  challenge  to  recruit  workers  for  staffing  both  the 
Councils  and  the  service  Institutions  with  which  the  Councils 
colloborate.  Expert  sources  indicate  that  several  categories  of 
personnel  are  needed: 

(1)  People  from  existing  professional  groups  and  especially 
from  the  newer  technician  levels  being  developed  in 
pediatrics,  psychology,  etc. 
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(2)  A new  professional  group  .trained  in  child  development 
at  a number  of  levels  (B.A.,  M.A.,  Ph.D.,  Ed.D.,  etc,)» 
to  serve  as  administrators,  educationally  oriented 
child  care  specialists ^ to  supervise  day-care  and  pre- 
school facilities,  and  child-parent  counselors  to 
visit  homes  and  train  and  supervise  paraprofesslonal 
workers. 

(3)  A new  paraprofesslonal  group  of  child-care  workers, 
aides,  "upbringers,"  etc.,  approximately  at  the  level 
of  the  high  school  graduate  who  could,  if  they  desire, 
move  into  professional  roles. 

(4)  Adolescents  for  both  service  and  training  to  work  with 
children  in  various  programs. 

(5)  Volunteers,  paid  and  otherwise,  who  are  employed  full 
or  part  time. 


This  report  is  being  made  at  an  opportune  time,  when  there  is  general 
dissatisfaction  with  our  structure  of  agencies,  services,  and  delivery  systems 
and  when  reorganizations  are  actively  taking  place.  Our  purpose  with  these 
recommendations  is  to  offer  some  guidelines  which  could  make  this  restructuring 
more  effective  in  dealing  with  those  problems  faced  by  the  country  which  have 
their  roots  in  the  ability  of  its  citizens  to  function  happily  and  productively. 

It  should  also  be  kept  in  mind  that  the  conscience  of  the  country 
about  its  children  is  alive  and  vigorous,  but  it  does  not  always  have  the 
awareness  of  what  it  should  be  concerned  with  until  children  are  hurting  or  the 


community  is  hurting. 
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PUBLIC  ASSISTANCE 

Senator  Magnuson.  Your  first  two  pages  are  a summary. 

Mr.  Lourie.  I am  going  to  read  my  summary  statement. 

The  jurisdictions  and  organizations  joining  in  presenting  this  testi- 
mony are  seriously  concerned  over  the  proposal  to  place  a 110  percent 
ceiling  on  increases  in  Federal  matching  payments  to  States  for  the 
costs  of  administration,  social  services,  and  staff  training  under  the 
public  assistance  programs. 

Limiting  expenditures  for  services,  administration,  and  training  to 
a 10-percent  increase  over  1971  estimated  costs  will  reduce  States’ 
capacities  to  rim  the  public  assistance  program,  will  curtail  the  serv- 
ices we  now  provide,  and  will  discourage  States,  counties,  and  cities 
from  planning  for  any  service  expansion. 

If  the  administration’s  proposal  to  submit  appropriations  language 
in  section  208  of  the  general  provisions  of  the  Federal  budget  for 
fiscal  year  1972  is  enacted  and  implemented,  the  result  is  inevitable: 
reduced  efficiency  and  accountability  in  operating  the  public  assistance 
program,  poorly  trained  eligibility  and  service  staff,  retarded  efforts 
to  improve  the  quality  of  social  service  programs,  and  a sharp  curtail- 
ment in  rehabilitative  and  preventive  services. 

Since  the  enactment  of  the  1967  amendments,  the  Department  of 
Health,  Education,  and  Welfare  has  been  mandating  and  encouraging 
the  States  to  expand  and  strengthen  their  efforts  in  these  three  areas. 
In  many  States,  progress  has  been  slow,  and  the  tooling-up  period  is 
just  now  being  completed.  Any  kind  of  a ceiling  related  to  current 
or  recent  expenditures,  therefore,  would  make  it  virtually  impossible 
for  these  States  to  attain  their  objectives. 

Moreover,  the  Department  has  continued  to  add  to  its  demands  upon 
the  States  at  the  same  time  that  it  proposes  to  hold  back  on  the  Fed- 
eral matching.  One  example  is  the  demands  upon  States  to  separate 
management  and  operation  of  the  assistance  programs  from  the  serv- 
ice programs.  This  is  a costly  undertaking. 

Similarly,  the  States  are  being  required  to  put  on  extra  staff  to 
monitor  quality  control ; and,  as  a result  of  the  regulations  on  fair  hear- 
ings, increased  numbers  of  hearing  officers  are  being  required. 

During  the  next  fiscal  year,  public  assistance  caseloads  all  over  the 
Nation  can  be  expected  to  continue  their  accelerated  growth.  During 
the  fiscal  year  now  ending,  the  number  of  persons  receiving  federally- 
aided  public  assistance  increased  nearly  14  percent  over  the  previous 
year. 

HEW  now  estimates  another  14-percent  increase  in  beneficiaries  from 
12.4  million  to  14.3  million  in  fiscal  1972  over  fiscal  1971 — an  increase 
of  almost  2 million  persons. 

While  the  public  assistance  rolls  have  been  increasing,  I am  sure 
you  are  aware  of  the  fact  that  there  is  a constant  turnover,  a constant 
number  of  many  thousands  of  people  leaving  the  assistance  rolls,  and 
we  are  quite  aware  of  the  fact  that  if  it  were  not  for  the  social  services, 
the  numbers  of  people  leaving  the  rolls  and  the  pace  at  which  they  leave 
would  be  slowed  down. 

Further,  as  you  know,  the  situation  produces  a tremendous  amount 
of  unemployment  among  minority  groups,  and  many  of  them  are 
beginning  to  shy  away  from  employment  and  develop  a state  of  de- 
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pendence,  and  without  the  presence  of  good  services,  we  will  not  be 
able  to  move  the  people  off  the  rolls. 

In  addition,  salary  increases  for  caseworkers  and  administrators 
are  expected  to  increase  between  6 percent  and  15  percent  during  the 
next  fiscal  year,  in  accordance  with  the  rising  costs  of  living.  Rents, 
supplies,  and  all  other  costs  of  doing  business  are  also  rising.  Here, 
again,  are  factors  that  in  themselves  could  absorb  a 10-percent  increase. 
The  States  would  need  a 25  percent  increase  to  keep  themselves  at  their 
present  level  and  produce  some  movement. 

HEIY  has  moved  during  the  past  few  years  to  strengthen  services 
by  requiring  new  and  costly  operation  by  the  States.  Some  of  these 
include  requiring  new  high  administrative  positions  to  direct  and 
develop  adult  semfices ; State  staff  assistance  for  localities  in  developing 
services;  a fair  hearing  and  grievance  procedure  for  services  that  will 
force  expansion  in  these  areas;  and  a whole  new  services  administra- 
tion apparatus. 

Also,  HEIY  has  mandated  the  provision,  statewide,  of  certain  pre- 
scribed services : Five  kinds  of  protective  services,  four  kinds  of  serv- 
ices to  enable  persons  to  return  to  their  own  homes  or  communities 
from  instiutions,  six  kinds  of  services  to  meet  health  needs,  and  three 
kinds  of  self-support  serHces  for  handicapped  persons. 

In  addition,  m.any  initiatives  begiui  during  this  fiscal  year  will  be 
ready  for  full  implementation  in  fiscal  1972.  A 10-percent  increase  next 
year  will  not  even  cover  the  day  care  expansion  plans  underway  in 
many  States.  These  plans  will  have  to  await  proposed  Federal  funding 
in  the  next  fiscal  year. 

As  vou  know,  the  whole  issue  of  reducing  public  assistance  rolls 
by  letting  mothers  make  their  choice,  is  not  going  to  be  solved  in  this 
country  unless  we  do  a really  good  job,  a much  more  expanded  job,  in 
day  care. 

The  States  have  entered  into  plans  for  developing  their  services  pro- 
grains  in  good  faith,  at  the  urging  of  the  Federal  Govenmient.  Many 
are  just  now  gaining  momentum.  The  States  are  not  in  a position  to 
bear  alone  all  of  the  new  costs  above  a 10-percent  annual  increase. 

The  result  of  the  proposed  ceiling  would  inevitably  mean  that  this 
momentum  would  be  lost  just  at  the  time  when  the  new  welfare  re- 
form legislation  is  being  developed. 

If  I might  add  one  word  on  another  matter  which  relates  to  what 
Dr.  Bemian  is  talking  about,  the  Joint  Conmiission  on  Mental  Health 
for  Children,  while  it  is  not  mentioned  in  the  body  of  the  testimony, 
would  like  to  make  a plea  for  the  committee  to  consider  including  in 
the  budget  of  the  National  Institute  of  Mental  Health  moneys  specifi- 
cally for  children.  lYe  are  quite  appalled  at  the  fact  that — while  both 
the  administration  and  the  Institute  claim  that  cliildren  are  the  first 
priority— there  aren't  anv  specific  funds  for  the  children  in  the  XIMH 
bn  ^ 


you  very  much.  Y e would  like  to  answer  any  questions  that 
you  might  have. 


Senator  Magxusox.  I want  to  say  to  you  gentlemen,  first,  that 
there  is  nothing  that  gives  us  more  trouble  and  more  argument,  both 
in  marking  up  this  bill  and  if  and  when  we  go  to  conference,  than 
this  110-percent  restriction,  section  208. 
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Last  year,  I tried  in  the  full  committee  to  make  it  120  percent. 
This  was  based  upon  an  analysis — I guess  we  will  have  it  this  year — 
of  how  it  affected  each  State. 

Of  the  50  States,  the  110  percent,  the  testimony  was — I will  get  the 
exact  figure  in  the  record — about  18  were  not  affected  at  all,  or  it  just 
remained  the  same.  Then  there  were,  as  I recall,  20  or  22  States, 
including  my  own  State  of  Washington,  of  which  the  110-percent 
restriction  would  seriously  handicap  their  programs. 

What  you  point  out  is  that  these  programs  have  been  enlarged  since 
the  last  appropriation.  Some  of  the  plans  are  coming  into  fruition, 
and  therefore,  I would  think  that  that  number  of  States  which  would 
be  so  vitally  affected  would  be  a much  longer  list  this  time,  than  last 
year. 

Mr.  Lourie.  Yes,  sir.  Some  of  the  States  that  wouldn’t  be  affected 
too  much  or  probably  not  at  all  were  States  that  hadn’t  started  their 
plan,  but  they  had  to  go  on  with  their  programs.  They  were  a little 
late.  Many  of  them  have  now  brought  themselves  up-to-date. 

Senator  Magnuson.  Of  course,  we  received  wires  and  telephone 
calls  from  every  governor  about  this  matter  at  the  instance  of  their 
own  State  people  who  told  them  what  would  happen.  We  are  receiving 
many  communications  now  and  I will  put  them  in  the  record  later. 

The  Secretary,  everyone  at  HEW  testified  that  this  was  their  most 
important  item.  It  was  their  nmnber  one  priority  to  hold  down  these 
spiraling  costs  of  welfare.  That  was  his  plea,  and  the  Senate  initially 
approved  a 115-percent  limitation,  but  the  vote  to  knock  out  section 
208  was  overwhelming — at  least  three  to  one. 

We  will  have  to  take  a close  look  at  this.  After  the  House  action 
last  year,  I think  we  got  those  figures  on  what  it  would  mean  to  the 
States  from  the  Department. 

Mr.  Lourie.  At  the  back  of  our  testimony  there  is  a table  which  I 
put  together  from  information  Avhich  the  House  committee  got.  HEW 
didn’t  make  these  figures  public  yet,  but  the  House  committee  got  these 
figures  State  by  State  from  HEW.  I put  them  into  this  form. 

One  of  the  things  out  of  my  amateur  analysis  reveals.  Senator,  a 
very  interesting  fact  that  I think  you  have  put  your  finger  on,  that  as 
this  has  moved  along,  the  percentages  of  the  totals  for  services  have 
increased  on  the  State  side  and  decreased  on  the  Federal  side,  which 
is  an  indication  of  the  fact  that  the  States  have  a tremendous  concern 
for  putting  these  services  into  the  welfare  clientele,  into  the  low- 
income  clientele,  in  order  to  try  to  make  them  self-sufficient,  independ- 
ent people,  you  see. 

One  of  the  reasons,  I think,  you  are  getting  so  much  attention  on 
this  matter  is  that  those  of  us  who  were  down  on  the  firing-line  and 
all  the  folks  here  at  this  table  representing  the  practitioners  and  the 
local  budgeting  operations,  what  we  are  convinced  of  is  this  growing, 
dependent,  economically  dependent  population,  is  not  going  to  be- 
come independent  alone  by  the  activities  of  their  own  selves.  A lot  of 
them  are  going  to  need  help,  and  particularly  in  the  minority  popula- 
tions. 

I picked  a clipping  out  of  the  newspaper  this  morning  about  the 
Urban  League  being  very  worried  about  this  situation.  As  you  know, 
the  Urban  League,  which  is  not  one  of  the  most  militant  groups,  but  one 
of  the  groups  that  has  been  working  on  employment,  is  not  a scared 
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outfit,  but  when  they  get  to  the  point  of  saying  that  38  percent  of  un- 
employment among  black  youth  is  beginning  to  frighten  them,  and  a 
lot  of  these  youth  are  acting  as  if  they  don’t  want  to  get  into  the  labor 
market,  then  I think  we  who  operate  these  programs  have  to  worry 
about  putting  good  service  people  to  try  to  turn  that  group  around. 

Senaor  Magnuson.  The  percentage  of  money  you  are  talking  about 
here  would  affect  the  State  employees  under  a Federal  grant.  Is  that 
it,  mainly  ? 

Mr.  Lourte.  Yes.  Many  of  them  are  local  and  county  and  State  em- 
ployees. 

Senator  Magnuson.  You  are  not  talking  about  employees  of  HEW? 

Mr.  Lourie.  No,  sir. 

Senator  Magnuson.  You  are  talking  about  State  employees  in  a 
State  program.  A section  208  goes  across  the  board  for  every  pro- 
gram, in  which  we  have  appropriated,  I hope,  more  money  this  ypr 
in  some  of  these  programs  than  last  year,  which  means  you  are  going 
to  enlarge  them  and  you  have  to  have  help  to  do  that  right.  These  are 
administrative  employees,  who  render  specific  services,  as  I under- 
stand it. 

This  is  what  the  Secretary  is  getting  at.  We  haven’t  heard  from  him 
yet  on  this,  but  we  are  going  to  hear  him  later. 

These  people  receive  Federal  money,  matching  grants,  to  carry  out 
a State  program  which  the  Federal  Government  must  put  its  approval 
on  or  it  wouldn’t  appropriate  in  the  rest  of  the  bill  hundreds  of  mil- 
lions of  dollars  for  these  programs. 

So  if  you  are  going  to  enlarge  the  programs,  obviously  you  are  go- 
ing to  need  additional  people,  unless  you  are  overstaffed — of  course, 
none  of  you  fellows  would  admit  that,  will  you  ? 

Mr.  Lourie.  I will  let  some  of  my  colleagues  comment  on  that. 

Incidentally,  Mr.  Pollard  points  out  that  while  these  are  State  and 
county  and  local  employes,  we  are  operating  under  the  law  that  is 
basically  a Federal  law.  As  a matter  of  fact,  I would  suspect  if  we 
didn’t  have  the  Social  Security  Act  and  there  were  no  Federal  public 
assistance  program,  we  might  have  very  many  fewer  employees. 

Senator  Magnusox.  You  will  admit  there  are  many  people  in  Con- 
gress, right  or  wrong,  and  on  the  Appropriations  Committees  of  both 
Houses,  that  think  you  are  overstafed.  They  actually  believe  that. 
Sometimes  that  is  due — they  will  find  a certain  condition,  isolated  per- 
haps, and  that  will  impress  them  that  the  whole  thing  is  overstaffed. 

I can  go  home  to  my  State  and  find  you  a couple  of  programs  or 
offices  that  are  overstaffed,  but  if  we  are  going  to  take  care  of  more 
people,  you  have  to  have  more  help.  It  is  as  simple  as  that. 

Mr.  Lourie.  As  a matter  of  fact.  Senator,  the  thing  that  always  kind 
of  gets  at  me,  when  we  look  at  the  staffing  question,  when  you  take  the 
dollar  size  of  the  programs  'and  the  numbers  of  people  that  we  deal 
with,  and  then  you  look  at  the  administrative  expense  and  you  match 
that  against  the  commercial  and  business  and  industry  and  manufac- 
turing world ; when  accounting  groups  come  in  who  are  used  to  dealing 
with  industry,  they  are  amazed  that  we  can  run  what  we  are  running 
as  well  as  we  do  and  have  as  little  spillage  as  we  do  with  the  size  of  the 
administrative  dollar. 

We  are  the  cheapest  administrative  program  in  the  United  States 
in  terms  of  relationship  of  administration  to  dollars. 
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Senator  Magnuson.  I am  somehat  intrigued  with  your  suggestion  on 
page  13  of  your  statement,  in  which  you  suggest  that  rather  than  clos- 
ing the  end  on  services  expenditures  across  the  board,  consideration 
should  be  given  to  encouraging  the  laggard  States  to  catch  up  with 
the  more  active  ones. 

This  was  the  list  that  was  pretty  controlling  last  year  of  some  of 
these  States  that  it  wouldn’t  bother  at  all,  or  they  would  come  up  to  less 
than  the  110.  This  could  be  done  by  establishing  a time  period,  you  say, 
during  which  all  States  could  reach  the  level  of  the  top  States,  while 
at  the  same  time  allowing  the  top  States  to  increase  their  programs  by 
at  least  25  percent. 

What  would  your  suggestion  be  on  the  time  limitation?  How  long 
would  it  take  ? I know  you  can’t  quote  a date  or  an  exact  date,  but  what 
is  your  estimate  ? A couple  of  years  ? 

Mr.  Lourie.  I would  say  that  2 fiscal  years  would  be  fair.  I say  that 
on  the  basis  of  my  own  experience.  In  my  State  last  year,  for  instance, 
we  became  very  conscious  of  the  increasing  welfare  load.  We  went  at 
it  very  consciously  saying  we  thought  women  would  choose  to  work 
if  they  were  given  the  opportunity. 

In  my  State,  with  this  75-percent  opportunity.  Senator,  we  started 
in  1 year  $34  million  of  new  day  care.  That  is  going  primarily  to  women 
who  have  chosen  to  work.  Their  children  are  in  these  day  care  centers. 

It  would  seem  to  me  that  if  one  State  had  that  kind  of  experience: — 
I can’t  speak  for  all  the  other  States — a lot  of  other  States  would  have 
the  same  experience,  but  we  are  just  beginning  to  see  some  of  the  lag- 
gard States  beginning  to  pick  up. 

I think  I have  spoken  to  10  or  12  States  in  the  last  2 months  who  have 
come  and  said,  “We  want  to  look  at  your  experience;  how  do  you  get 
this  thing  going?”  We  feel  very  encouraged  about  it. 

Senator  Magnuson.  To  clear  up  the  record,  at  the  end  of  your  state- 
ment you  have  prepared  this  chart,  “Public  assistance  programs  for  the 
fiscal  years  1969, 1970,  and  1971.” 

Mr.  Lourie.  State  by  State. 

Senator  Magnuson.  Let’s  take  Alabama  to  begin  with.  In  1969, 
the  actual  expenditure  was  $2.55  million,  and  in  1970  it  was  $3.4  mil- 
lion; estimated  in  1971,  $5,772  million,  and  estimated  in  1972,  $7,356 
million. 

As  I look  down  the  list,  they  have  all  doubled,  or  some  of  them  have 
tripled,  since  1969. 

Mr.  Lourie.  Some  of  us  had  no  programs  in  certain  fields. 

Senator  Magnuson.  What  does  this  number  “1, 2, 3,”  mean  ? 

Mr.  Lourie.  “1”  is  the  total  expenditures;  “2”  is  the  Federal;  “3”  is 
the  State  dollar.  It  is  total.  Federal  and  State  dolHrs. 

Senator  Magnuson.  No.  1 is  the  total,  and  No.  2 is  the  Federal  con- 
tribution ? 

Mr.  Lourie.  Yes,  sir. 

Senator  Magnuson.  And  No.  3 is  the  State  contribution? 

Mr.  Lourie.  Yes,  sir. 

Senator  Magnuson.  The  Federal  contribution  is  about  three  times 
the  State  contribution.  Is  that  a good  average  ? 

Mr.  Lourie.  Y es,  it  is  a 25-75.  We  like  that  very  much. 

Senator  Magnuson.  In  my  State,  for  instance,  the  State  contribution 
is  $12  million  and  the  Federal  is  $37  million ; three  times. 
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Mr.  Lourie.  Eight.  You  will  notice  your  State  contribution  has 
has  gone  up  from  1969,  $1.3  million,  up  to  $12  million  estimated.  Your 
State  is  one  of  the  States  doing  a very  exciting  job  with  growth. 

Senator  Magnuson.  On  the  estimated,  just  use  any  State — is  that 
estimated  without  the  110  percent,  for  Alabama — or  what  would  the' 
figure  be  for  these  States  if  the  110  j>ercent  stayed  in  ? 

Mr.  Lourie.  It  would  be  much  lower. 

Senator  Magnusox.  Surely,  Alabama  estimates  in  1971,  $5,772,000, 
and  estimates  in  1972,  $7,356  million.  That  would  have  to  be  cut  down 
considerably,  if  section  208  was  law. 

Mr.  Lourie.  No  question. 

Senator  JMagxusox.  Would  this  be  true  for  all  of  them  ? 

Mr.  Lourie.  Yes,  sir.  In  Alabama,  I have  had  some  conversations 
recently,  and  their  estimates  are  based  on  their  plans  for  day  care. 

Senator  Magxusox.  Alabama  could  only  get  10  percent  above 
$5,772  million,  or  approximately  close  to  $600,000. 

Their  estimates  are  up  at  least  20  percent.  Some  of  them  here  are 
15  and  some  of  them  20.  But  most  all  of  them  are  in  that  area. 

We  will  take  a look  at  this  again.  I don’t  know  what  the  full 
committee  will  do.  But  it  is  surely  not  lacking  the  attention  of  the 
committee.  It  is  one  of  the  matters  that  we  have  a great  deal  of  dis- 
cussion, a great  deal  of  argument,  a great  deal  of  divergent  views, 
and  all  based  on  the  fact  that  we  are  all  concerned  about  the  spiral- 
ing costs  of  welfare. 

Of  course,  with  unemployment  it  gets  even  worse  in  many  States. 

If  any  of  you  other  gentlemen  have  anything  you  want  to  add, 
I will  be  glad  to  hear  you. 

Mr.  Jextsex.  My  name  is  Allen  Jentsen,  and  I am  with  the  National 
Governors’  Conference  staff  here  in  Washington.  I want  to  personally 
add  our  endorsement  to  the  statement  made  by  Mr.  Lourie. 

As  you  have  indicated,  many  of  the  Governors  expressed  their 
concern  about  this  limitation  to  the  committee  as  reflected  in  the  de- 
bate on  the  floor  of  the  Senate  last  year. 

We  certainly  are  again  very  greatly  concerned  about  this  limitation 
and  we  feel  that  the  States  are  making  great  progress. 

About  a month  ago,  I visited  with  the  Governor  of  the  State  of 
Delaware  and  the  members  of  the  legislature  there  and  members  of 
the  administrative  staff.  They  are  right  in  the  midst,  now,  of  develop- 
ing a very  coordinated  effort  involving  rehabilitation  programs  and 
the  social  services,  to  have  a concerted  effort  to  train  thes  people  to 
provide  the  necessary  servfices. 

This  is  happening  all  over  the  coutry.  Many  States  are  just  now 
getting  reorganized,  as  your  own  State  has,  so  far  as  reorganiza- 
tion of  State  government.  This  is  enabling  them  to  really  gear  up 
to  the  kind  of  services  which  you  have  indicated  are  much  needed 
to  moderate  the  increase  in  the  costs  of  welfare. 

Senator  Magxusox.  You  mentioned  H.E.  1.  We  can’t  operate  on 
that.  We  don’t  know  what  is  going  to  happen  to  that.  We  have  got 
to  operate  on  what  the  law  is  now. 

Mr.  Lourie.  That  is  one  of  the  things  in  our  testimony. 

Senator  Magxusox.  But  I thoroughly  agree  that  this  sort  of  thing 
^uld  establish  a precedent  for  future  administration  of  whatever  the 
Congress  finally  passes  out.  It  could  have  that  effect. 
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Maybe  the  best  argument  not  to  have  the  ceiling  would  be : “Let  us 
go  ahead  with  these  programs  until  Congress  makes  the  basic  decision 
on  exactly  what  we  are  going  to  do  in  this  whole  welfare  field.” 

Mr.  Lourie.  We  agree. 

Senator  Magnuson.  This  would  be,  to  me — being  the  devil’s  ad- 
vocate here — ^the  best  argument  you  could  make  right  now. 

Mr.  Lourie.  It  is  one  of  the  arguments  in  our  testimony. 

Senator  Magnuson.  Because  something  is  going  to  come  out  of  this 
Congress  on  the  whole  welfare  matter.  Whta  it  is  going  to  be,  I can’t 
tell  you.  'No  one  can. 

But  it  won’t  be  completed  by  the  time  we  mark  up  this  bill,  I can 
tell  you  that.  So  we  have  got  to  deal  with  what  we  have  in  front  of  us 
and  what  the  law  is  now. 

Mr.  Jentsen.  I think  you  are  aware,  Mr.  Chairman  that  the  Cov- 
ernors  are  on  record  in  support  of  welfare  reform.  It  is  a national 
problem. 

We  think  that  some  of  the  progress  being  made  in  the  establishment 
of  minimum  standards — $2,400  in  H.R.  1 being  considered — certainly 
makes  a step  in  the  right  direction.  We  think  that  there  is  a need  to  go 
beyond  this,  as  far  as  helping  out  those  States  with  the  highest  income 
payment  level. 

Senator  Magnuson.  The  open-ended  appropriation  is  still  at  75 
percent  ? 

Mr.  Lourie.  Yes,  sir. 

Senator  Magnuson.  That  will  stay  ? 

Mr.  Lourie.  Yes,  sir. 

Senator  Magnuson.  Have  you  testified  before  the  House  yet  ? 

Mr.  Lourie.  Yes,  sir. 

eSnator  Magnuson.  Along  the  same  lines  ? 

Mr.  Lourie.  Y es,  sir. 

Senator  Magnuson.  We  are  going  to  have  to  wait  until  the  House 
sends  the  bill  over,  which  I understand  will  be  the  27th  of  this  month. 
Then  we  will  have  to  take  a look  at  this. 

If  you  have  any  written  statements,  the  record  will  be  open  at 
least  a week  or  so,  if  you  want  to  add  to  this. 

Mr.  Bechill  ? 

Mr.  Bechill.  My  name  is  William  Bechill.  I am  with  the  National 
Association  of  Social  Workers.  I would  like  to  get  on  record  our 
support  of  the  position  that  the  Federal  programs  of  public  assistance 
should  be  nationalized  at  an  early  date. 

In  fact,  as  the  former  Commissioner  of  the  Administration  on  Aging, 
I am  very  delighted  to  see  one  step  taken  in  the  House  bill,  that  is,  the 
nationalization  of  the  adult  program,  old  age  assistance,  and  aid  for 
the  disabled  and  blind. 

But  I would  like  to  speak  very  much  for  the  Association’s  support  of 
Mr.  Lourie’s  testimony.  Senator.  The  National  Association  of  Social 
Workers  is  very  concerned  that  we  develop  a broad  and  comprehensive 
social  services  program  in  the  United  States. 

I think  what  has  been  happening  in  the  last  year  or  two  is  that  the 
States  have  used  this  time  to  build  up  their  programs,  to  build  up  the 
services.  I think  you  are  now  getting  the  payoff  of  this  work  effort. 


2077 


I have  one  other  comment.  That  is,  we  want  very  much — and  it  is 
mentioned  in  Mr.  Lourie’s  testimony — that  social  services  be  account- 
able to  the  public  and  to  the  people  who  are  receiving  them. 

We  personally  feel  there  is  nothing  exotic  about  social  services. 
They  are  important,  they  are  meaningful  to  people  of  all  ages.  Thank 
you. 

Senator  Magnuson.  We  thank  you  all  very  much.  We  will  have  to 
wait  and  see  what  the  House  does  on  the  figure. 

Mr.  Lourie.  We  very  much  appreciate  your  interest  and  the  time  you 
have  give  us.  Senator.  Thank  you. 

LETTERS  AND  STATEMENTS  FROM  STATES  ON  110-PERCENT  LIMITATION 

Senator  Magnuson.  Thank  you.  As  I mentioned  earlier  we  have 
received  a number  of  letters  and  statements  from  Governors  and  Direc- 
tors of  State  welfare  departments  on  the  matter  of  the  110-percent 
limitation  that  is  proposed.  Undoubtedly,  we  will  be  receiving  more  in 
the  next  few  days.  We  will  insert  these  official  communications  in  the 
record  at  this  point. 

(The  letters  and  statements  follow :) 
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State  of  Alabama 


DEPARTMENT  OF  PENSIONS  AND  SECURIT 


MONTGOMERY 


Ruben  K.  King 


Governor  George  C.  Wallace 


COMMISSIONER 


C H A 


E BOARD 


Hon.  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health, 

Education  and  Welfare 
Committee  on  Appropriations 
U.  S.  Senate 

Room  1108,  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 

I have  been  informed  by  the  American 
Public  Welfare  Association  that  the  Senate 
Appropriation  Subcommittee  is  now  holding 
hearings  on  the  HEW  appropriation. 

As  Commissioner  of  the  Department  of 
Pensions  and  Security  which  administers  the 
public  welfare  program  in  Alabama,  I am 
attaching  my  statement  with  particular 
reference  to  the  new  proposal  to  enact  a 
new  Section  208  placing  a 110  percent  ceiling 
on  Federal  matching  funds  for  administration, 
services,  and  staff  training. 

I am  requesting  that  my  statement  be 
incorporated  in  the  record  of  the  Committee. 


cc 


Alabama  Congressional  Delegation 
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STATEMENT 

of 

Ruben  K.  King,  Commissioner 
Alabama  State  Department  of  Pensions 
and  Security 
To  The 

Senate  Appropriation  Subcommittee 


I am  Ruben  K.  King,  Commissioner  of  the  Alabama 
State  Department  of  Pensions  and  Security.  I have  been 
informed  that  there  is  a proposal  to  enact  a new  Section 
208  in  the  HEW  Appropriation  Bill  which  would  place  a 
110  percent  ceiling  on  Federal  matching  funds  for  the 
cost  of  administration,  services,  and  staff  training. 

It  is  particularly  inappropriate  for  the  Senate 
to  consider  placing  a limitation  on  funds  for  the 
cost  of  administration,  services,  and  staff  training 
at  this  critical  time.  Should  H.R.  1 or  a portion 
thereof  be  enacted,  state  public  welfare  agencies  would 
be  expected  to  provide  an  expanded  array  of  social  ser- 
vices while  at  the  same  time,  the  number  of  persons 
eligible  for  such  services  would  be  doubled.  The  states 
would,  therefore,  be  placed  in  an  untenable  position  to 
provide  services  to  an  increased  number  of  persons  with 
virtually  no  increase  in  funds.  The  necessity  for  additional 
training  for  workers  to  provide  social  services  would  be 
acute,  and  additional  staff  could  not  be  employed  to  adminis- 
ter such  a service  program  if  the  limitation  prevailed. 

Unquestionably,  the  110  percent  limit  would  particu- 
larly penalize  low- income  states  such  as  Alabama.  Service 
programs  currently  in  operation  could  not  be  adequately  staffed 
and  it  would  be  impossible  to  undertake  any  additional  pro- 
grams. Even  in  the  event  H.R.  1 fails  to  be  enacted,  public 
welfare  caseloads  are  increasing  at  such  a rapid  rate  that  a 
10  percent  increase  for  services,  administration^  and  staff 
training  would  be  totally  inadequate  to  meet  the  demands  of 
the  clients  served.  if  states  are  to  meet  increasing  Federal 
requirements  for  Federal  matching  purposes,  it  is  imperative 
that  at  the  present  time  an  open-end  appropriation  for  adminis- 
tration, services,  and  staff  training  be  enacted.  It  is  unreason- 
able for  a limitation  to  be  placed  on  these  costs  until  the  fate 
of  H.R.  1 has  been  determined  or  until  a more  stabilized  caseload 
is  reached  in  the  nation. 
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Ronald  Reagan 

GOVERNOR 


of  otnm 

GOVERNOR’S  OFFICE 
SACRAMENTO  9581-4 


The  Honorable  Warren  G.  Magnuson 
Subcommittee  on  Labor  and  Health, 

Education  and  Welfare 
Committee  on  Appropriations 
United  States  Senate 

Room  110  8,  New  Senate  Office  Building 
Washington,  D.  G.  20510 

Dear  Senator  Magnuson: 

It  has  been  brought  to  my  attention  that  the  Senate  Appropriations 
Subcommittee  in  its  hearings  on  the  Health,  Education  and  Welfare 
appropriation,  is  considering  a proposal  to  enact  a new  Section  208 
which  would  place  a 110  percent  ceiling  on  federal  matching  funds 
for  the  costs  of  administration,  services  and  staff  training. 

On  behalf  of  California,  I wish  to  register  our  most  strenuous  objec- 
tions to  this  proposal.  Rising  welfare  costs  are  already  threatening 
this  state  and  other  states  with  bankruptcy.  Existing  federal 
regulations  prevent  the  reduction  in  scope,  coverage  and  quality  of 
social  service  programs  that  would  be  necessary  if  such  a limitation 
were  placed  upon  federal  participation  in  the  funding  of  these 
programs . 

The  total  cost  to  state  and  local  government  in  California  could  well 
amount  to  $100  million  the  first  full  year.  No  rational  person  questions 
the  need  for  economies  in  welfare  spending,  but  it  makes  no  sense  to 
seek  federal  savings  at  the  expense  of  the  states.  This  is  simply  a 
proposal  to  artificially  limit  federal  reimbursement  via  a "back  door 
constraint  in  the  President's  budget,  which  would  bypass  fiscal 
provisions  in  the  law,  and  would  give  states  no  lead  time  and  no 
avenues  for  adjusting  their  programs  accordingly. 

A proposal  to  place  a 115  percent  limit  on  federal  matching  for  these 
costs  was  killed  on  the  Floor  of  the  Senate  last  year  when  it  was  made 
clear  that  even  that  more  generous  ceiling  would  wreak  fiscal  disaster 
upon  state  and  local  governments.  California  was  joined  in  opposition 
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to  the  proposal  by  the  Council  of  State  Public  Welfare  Administrators, 
the  Association  of  Public  Welfare  Administrators,  the  National 
Association  of  Counties,  the  National  Governors'  Conference,  the 
League  of  Cities,  and  other  state  governments.  The  fiscal  situation 
in  welfare  is  worse  now  than  it  was  at  that  time,  and  the  present 
proposal  is  clearly  and  totally  unacceptable. 

The  answer  to  the  runaway  costs  of  welfare  lies  in  genuine  reform  of 
the  welfare  system.  California  is  currently  attemipting  to  overhaul  its 
own  laws  and  regulations  to  bring  about  reform  at  the  state  level.  It 
is  my  belief  that  the  federal  government  could  accomplish  more  by 
supporting  reform  efforts  of  this  kind  than  by  placing  additional 
financial  burdens  upon  the  states  while  not  changing  the  federal  laws 
and  regulations  that  have  created  the  problem  in  the  first  place. 

Sincerely, 


KUIMAUU 

Governor 
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E)i:ea.kxme:?ct' 


RrSSELI.  W.  PETEK«ON 


The  Honorable  Warren  G.  Magnusson 
Chairman 

Subcommittee  on  Labor,  Health, 
Education  and  Welfare 
Committee  on  Appropriations 
U.  S.  Senate 
Room  1108 

New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Senator  Magnusson; 


In  your  deliberations  on  HEW  Appropriations,  we 


strongly  urge  you  not  to  impose  a ceiling  of  Federal  matching 
funds  for  the  costs  of  administration  services  and  training. 

We  have  recently  implemented  a joint  action  program 
with  our  Vocational  Rehabilitation,  Social  Services  and 
Employment  Services  agencies  which  we  feel  can  be  a model  for 
the  rest  of  the  nation  and  provide  valuable  demonstration 
value  for  proposed  programs  in  the  welfare  reform  legislation. 


With  limited  resources  available  to  us,  we  have 


made  a commitment  to  this  program  as  well  as  expansion  of 
child  care  and  other  supportive  services.  These  will  not  be 
possible  without  the  anticipated  federal  matching.  Any 
ceiling  on  this  open-end  matching  would  seriously  impair  our 
human  service  programs. 


Thanh  you  for  your  anticipated  cooperation  in  our 


continued  efforts  to  provide  meaningful  rehabilitative 
services  in  order  to  help  more  citizens  to  become  contributing 
members  of  society. 


cc;  The  Honorable  J.  Caleb  Boggs 

The  Honorable  William  V.  Roth,  Jr. 

The  Honorable  Pierre  S.  du  Pont,  IV 

P.  S.  I want  you  to  know  that  my  grandfather  came  here  from 
Sweden  in  1879.  His  name  was  Peter  Magnus  Magnusson. 


Sincerely, 


Russell  W.  Peterson 
Governor 
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Statement  by 

James  N.  Gillman 
Commiss ioner 

Iowa  Department  of  Social  Services 
to  the 

Subconmittee  on  the  Departments  of 
Labor  - Health,  Education  and  Welfare 

of  the 

Senate  Committee  on  Appropriations 

Mr.  Chairman: 

The  proposal  to  enact  a new  Section  208  in  the  Labor  - HEW 
Appropriations  bill  would  place  a ceiling  of  110  percent  in  FY  1972  on 
federal  participation  in  costs  of  public  welfare  administration, 
services,  and  staffing.  This  restriction  would  severely  inhibit  the 
development  of  service  programs  at  a time  when  caseloads  are  increasing 
rapidly  and  will  continue  to  do  so. 

In  Iowa  the  number  of  persons  receiving  AFDC  increased  from 
68,666  in  June  1970  to  78,421  in  May  1971.  Projections  indicate  a 
continued  increase  of  800  to  1,000  persons  per  month  for  an 
unpredictable  period  of  time.  Service  needs  of  elderly  and  disabled 
persons  are  also  becoming  more  critical,  and  new  programs  to  meet  these 
needs  are  now  in  the  initial  stages.  Inadequate  funding  results  in 
attention  to  those  with  most  potential  for  success,  leaving  behind  those 


most  in  need  of  intensive  services. 


2084 


A ceiling  of  10  percent  over  our  present  expenditures  would 
seriously  handicap  comprehensive  planning  and  joint  funding  with  private 
and  other  governmental  agencies  for  services  designed  to  restore  and 
rehabilitate.  Furthermore,  10  percent  over  current  expenditures  would 
not  be  sufficient  to  fund  the  normal  increase  in  the  administrative 
costs  of  providing  present  services. 

We  believe  that  a measure  of  this  kind  will  be  detrimental  to 
needy  persons  over  the  entire  country  and  urge  you  to  consider  the 
proposal  with  full  knowledge  of  its  consequences. 


Olf'  THE 

FRAJ^-KFORT,  KBSTTUCKY  40601 


I-Ol^IK  B.  XLTX^X 
GOVERNOR 


Honorable  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health, 

Education  and  "Welfare 
Committee  on  Appropriations 
U.  S.  Senate 

Room  1108,  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 

The  President's  budget  for  fiscal  1972  again  advances  the  proposal, 
which  was  first  introduced  last  year  and  rejected  by  Congress,  to  place 
a ceiling  of  110  percent  on  federal  matching  funds  available  to  states  for 
the  costs  of  administration,  social  services,  and  staff  training  in  the 
public  assistance  categories. 

Such  an  action  would  have  a seriously  adverse  effect  on  a number  of 
state  programs.  With  the  ever  rising  caseloads  in  the  states,  administration 
costs  will  inevitably  increase  along  with  the  costs  for  subsistence  payments. 
Moreover,  the  states  recognize  the  urgent  need  to  expand  their  social  service 
programs,  and  have  welcomed  the  encouragement  of  the  federal  government 
to  move  in  that  direction.  However,  some  of  the  states,  including  Kentucky, 

I where  the  need  for  such  expansion  is  great,  have  experienced  the  greatest 

difficulty  in  finding  the  supporting  resources.  A number  of  states  have  only 
recently  been  able  to  lay  plans  for  strengthening  their  service  programs. 

The  proposed  precentage  limitation  on  federal  funds  would  thus*  have  the  effect 
of  holding  back  the  development  of  services  in  those  states  which  have  the 
j greatest  need  and  the  farthest  to  go.  It  would,  in  effect,  solidify  the  present 

disparities  and  inequities  among  the  states. 

If  in  Kentucky  our  Bureau  of  Public  Assistance  continues  to  function  at 

I its  current  level  and,  in  addition,  enters  into  contracts  now  planned  with 
other  state  and  local  agencies  for  expanding  and  improving  our  delivery  of 

II  social  services,  federal  money  required  would  approximate  $17,  500,  000. 
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A 10  percent  increase  would  add  too  little  to  allow  for  even  the  normal 
rise  in  program  costs,  ruling  out  expansion  and  improvement  and  even 
making  it  necessary  to  eliminate  approximately  $4,  000,  000  in  existing 
contracts  with  other  agencies. 

Services  that  we  would  need  to  discontinue  include  the  following; 
Day  Care,  Homemaker,  Juvenile  Counseling,  Foster  Care,  under- 
graduate social  work  programs  at  seven  colleges  and  universities, 
community  planning  programs  for  public  assistance  recipients  and 
low  income  families,  and  the  county  case  conference  program. 

I urge  that  your  Subcommittee  of  the  Committee  on  Appropriations 
strike  the  proposed  110  percent  limitation. 


Sincerely, 


LOUIE  B.  NUNN 
Governor 


2087 


DEPARTMENT  OF  EMPLOYMENT  AND  SOCIAL  SERVICES 


OFFICE  OF  THE  SECRETARY 


1100N.  EUTAW  STREET 
BALTIMORE,  MD.  21201 

301-383-5528 


J 


\ 


STATE  OF  MARYLAND 


MARVIN  MANDEL 

GOVERNOR 


RITA  C.  DAVIDSON 
SECRETARY 


Honorable  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health,  Education  & Welfare 
Senate  Committee  on  Appropriations 
New  Senate  Office  Building  - Room  1108 
Washington,  D.C.  20510 

Dear  Senator  Magnuson: 


I wish  to  register  strong  opposition  to  the  Administration's 


proposal  to  place  a 110  percent  ceiling  on  Social  Services  costs  for 
Federal  matching  purposes. 

The  current  period  of  rising  uneirployment  scarcely  seems  an 
appropriate  time  to  limit  or  turtail  services  to  destitute  people. 

We  urge  you  to  maintain  intact  the  Federal  Government's 
traditional  p>olicy  of  open-end  funding  for  all  people  in  need  of  help. 


Yours  truly. 


Rita  C,  Davidson 
Secretary 


RCD;grw 


cc:  Raleigh  Hobson 
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1970-71  OFFICERS  AND 
EXECUTIVE  COMMITTEE 

ELWOOD  G.  McLEOD.  Presid«nt 
Eaton  County 

ROBERT  G.  WILSON.  First  Vice  Piesident 
Grand  Traverse  County 

FRANK  G.  GIAMBRONE,  Second 
Vice  President 
Macomb  County 

CLARE  Z.  BAILEY.  Immediate  Past 
President 
Midland  County 

MAYNARD  COLE.  Director 
Isabella  County 

MRS.  HUGH  RUDOLPH.  Board  Member 
Mackinac  County 

CHESTER  BIELACZYC,  Secretary 
Slow.  Oakley 
P.O.Box  3010 
FlinL  Michiian  48502 

WALTER  E.  BENNETTS.  Treasurer 
107  E.  Sellar  St. 

P.O.Box  67 

Bessemer.  Michigan  49911 

THOMAS  1.  CLEARY.  Executive  Secretary 
100  Hollister  Building 
P.O.Box  1335 
Lansing.  Michigan  48904 

COMMITTEE  CHAIRMEN  1970-71 
Meritorious  Awards  and  Memorials 
CLARE  Z.  BAILEY.  Midland  County 

Public  Relations 

GREGORY  ANSPAUGH.  Lake  County 

Planning  Development  and  Mutual  Action 
CHESTER  BIELACZYC.  Genesee  County 

Aftlllated  Councils 

RONALD  A.  ROGERS.  Tuscola  County 

Employee  Relations 
OLIVER  C.  WHITE.  Allegan  County 

Medical  Care  Facilities 
MAYNARD  COLE.  Isabella  County 

Time  and  Place 
ROBERT  GREENWOOD. 

Cheboygan  County 

Program 

MSGR.  JOSEPH  C.  WALEN.  Kent  County 

Member  Communications 
MARGARET  MURRAY.  Cass  County 

Constitution  and  By-Laws 
PETER  BROUWER.  Kent  County 

Resolutions 

GEORGE  EBERHARD.  Clinton  County 

Purchase  of  Child  Care 
FRED  LAWLESS.  Saginaw  County 

Urban  Affairs 

EARL  REYNOLDS.  Wayne  County 

Board  Member  Orientation 
ANDREW  WEISZER.  Grand 
Traverse  County 

Director  Orientation 
LARRY  HILLOORE.  Ottawa  County 


iil(t()igan  Count?  Social  ^erbtces  Association 


The  Honorable  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health,  Education  & 

Welfare  Committee  on  Appropriations 
United  States  Senate 
Room  1108,  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Mr.  Magnuson: 

The  Michigan  County  Social  Services  Association  wishes  to 
go  on  record  as  being  opposed  to  the  proposed  Section  208 
which  would  place  a 1105$  ceiling  on  Federal  matchings  funds 
for  the  costs  of  administration,  services  and  staff  training. 

The  enactment  of  this  Section  would  create  problems  with  the 
proper  administration,  services  and  staff  training,  as  it 
relates  to  the  operation  of  present  day  welfare  programs. 


EM/dg  El wood  McLeod, 

President 


AFFILIATED  COUNCILS  OFFICERS 
1970-71 

Michigan  Council  of  Social  Service  Workers 
WALTER  KWIATKOWSKI.  President 
Michigan  Council  of  Administrators  of 
County  Medical  Care  Facilities 
CHARLES  H.  CARTWRIGHT,  President 
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Static  of  ^oittmm 
(l^ffice  of  ®iir  (SoOernor 
^elcna  59601 


FORREST  H.  ANDERSON 


Governor 


Honorable  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health, 


Education  and  Welfare 


Committee  on  Appropriations 
U.  S.  Senate 

Room  1108,  New  Senate  Office  Building 
Washington,  D.C.  20510 

Dear  Senator  Magnuson; 


I have  previously  expressed  my  opposition  to  the 


proposed  110  per  cent  limitation  on  federal  payments  to 
states  for  social  services,  staff  training,  and  administra- 
tive expenses  under  Titles  I,  IV,  X,  XIV,  and  XVI  of  the 
Social  Security  Act  as  proposed  in  Title  2,  Section  208  of 
the  Health,  Education  and  Welfare  budget  for  fiscal  1972. 
This  was  sent  to  the  Honorable  Allen  J.  Ellander. 


I understand  that  this  subcommittee  is  holding 


hearings  on  this  motion  and  I am  enclosing  a copy  of  my 
letter  to  Senator  Ellander  for  your  information,  so  that 
you  may  have  my  views  for  your  hearings. 


I still  hold  firm,  my  views  expressed  to  Senator 


Ellander  and  would  be  pleased  to  see  this  limitation 
dropped  from  the  welfare  bill. 


cc:  Mont.  Congressional  Delegation 

National  Governors'  Conference  Office 
Federal-State  Coordinator 


FORREST  H.  ANDERSON 
Governor 
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T^lt6tSSrSh'iQ  Mien  J,  ^llantler 

. Chairman,  Senator  Appropr la tiona  . . 

, CONDdttea  • , : ,.  • ■ i'  ■ 

' Ignited  States  Senate  ^ 

^hlngton,' t>,  C«'  20S10  -•/•:■  . ^ 

Daar '^Senator  ,--;6llander  r 

' ' ^ i wlah  to  express  ny  opposition  to  the  proposed  110%  llmlta-^ 
tion  on  tadoral  payments  to  statoa  for  social  services,  staff 
i training,  and  administrative  expenses  under  Titles  I,  XV,  X,  ^SXVr 
• and  XVI  of  the  Social  Security  ^.ct  as  proposed  in  Title  2,  Section, 
a08  of  the  Uoalth,  Kducat ion  and  Welfare  btidget  for  fiscal  1572%,^^^^ 

1:^  in  Kovenhar  of  1970  vhea  it  J K 

proposed  in  Section  200  of  u,flm  18515*  TI'jo  pxrovisiem  was  ell^  ; - 
‘ipated  in  response  to  objections  from  many  statea*.  - . 

' . r ^ my  letter  of  JJovember  alihotigH  I a^ee  . 

that  these  typos  of  welfare  costa  irftould  be  controlled,  X; believe 
that  this  inathod  diacrlalnates  against  states,  mictr  as  Montana, 
wtU.ch  are  attempting  to  dcvelot)  and  iaproye  their  social  service, 
programe*  This  typo  of  proposal.also  restrlcte  state’s  efforts,  ' 
in  atteispting  to  achieve  a comparable  status  of  state  welfare  ^ 
department  salaries  in  comparison  with  those  in. the  federal  and 
»>rivato  sectors.  I believe  that  effective  Controls  c®n  Ihs  exer'^ 
cised  lyy  state  legialotures  and  cjfovernora  vhco  ^.ey  allocate  the  . 
amount  of  state  local  funds  avo i lab lo  to  match  the  federal 
dollars.  / X- ' ■• 

I »/ould,  thoraforo.  urge  that  this  restriction  be  deleted  " - 
from  the  KSW  budget  appropriations.  ■ " - ■^iv ‘ /X ' 

1 mist  point  out,  ho-.^?>v3r.  that  i«y  greatest  wish  and  desire 
vouia  bo  to  obtain  full  federal  funding  of  all  %/alfare  program's 
T^ith  state  adT^lnlstratlnn.  This  is  a concept  which  I have  favored 
fer  the  ptist  two  years  an*.I  one  which  X hope  will  be  implemented 
*y  tho  Ccngrosc. 

f inroroly. 


:-*?PTM;SOP 
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STEPHEN  A. HOPKINS 
DIRECTOR 


STATE  OF  NEW  YORK 
WASHINGTON  OFFICE 

1612  K. STREET,  N.W. 
WASHINGTON,  D.C.  20006 


AREA  CODE  202 
e2S-3l55 


The  Honorable  Warren  G.  Magnuson 
Chairman 

Subcommittee  on  Labor  and  Health,  Education  and  Welfare 

Senate  Appropriations  Committee 

Room  1235,  New  Senate  Office  Building 

Washington,  D.  C.  20510 

Attention:  Harley  M.  Dirks 

Dear  Senator  Magnuson: 

On  behalf  of  Governor  Rockefeller,  I enclose 
herewith  the  Governor's  Statement  pertaining  to  the 
1971-72  appropriations  bill  now  before  your  Subcommittee. 

I should  be  grateful  if  this  Statement  could  be  made 
a part  of  the  record  relative  to  this  appropriation. 

Thank  you  for  your  assistance. 


Sincerely, 


SAH/mw 

End. 


63-792  O - 71  - pt,  3 --  39 
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STATEMENT 

By  The  Honorable  Nelson  A.  Rockefeller, 

Governor  of  the  State  of  New  York, 

Submitted  to  the  Subcommittee  on  Labor  and 
Health,  Education  and  Welfare  of 
the  Senate  Appropriations  Committee 

The  1971-1972  appropriations  bill  now  before  your  Committee 
would  add  a limit  on  Federal  reimbursement  for  cost  of  services,  staff 
training  and  administration  of  public  assistance  programs  during  fiscal 
year  1972  equal  to  1107o  of  the  fiscal  1971  reimbursement. 

Such  a limit  was  included  in  last  year's  recommended  Federal 
budget  but  not  approved  by  the  Congress, 

The  use  of  arbitrary  maximums  on  these  costs  would  establish 
an  undesirable  precedent  and  impose  a severe  fiscal  burden  on  the  states. 

I urge  that  this  limitation,  which  would  result  in  a burdensome 
and  inequitable  increase  in  costs  for  the  states,  not  be  included. 
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State  of  Ohio 

OFFICE  OF  THE  GOVERNOR 

Columbus  43215 


The  Honorable  Warren  G.  Magnuson,  Chairman 
Subcommittee  on  Labor  and  Health,  Education 
and  Welfare 

Committee  on  Appropriations 
U.  S.  Senate 

Room  1108,  New  Senate  Office  Building 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 

The  administration’s  proposal  to  limit  federal 
funds  available  to  states  for  social  service  training 
and  administrative  costs  in  fiscal  1972  to  110%  of 
fiscal  1971  would  inhibit  the  growth  of  Ohio's  social 
service  system  beyond  its  present  embryonic  stage. 

Ohio  made  a slow  start  in  using  available  federal 
funds  for  social  services  and  is  only  now  initiating 
new  and  expanded  service  programs.  Day  care  services 
to  enable  mothers  and  other  caretakers  of  children  to 
work  outside  the  home,  family  planning  to  assure  that 
each  family  can  control  size  as  it  desires,  protective 
services  for  both  children  and  adults,  counseling  and 
referral  programs  for  employment  opportunities  will  be 
severely  limited,  or  cut  off  entirely,  if  the  proposed 
ceiling  on  reimbursable  costs  is  enacted. 

State  or  local  appropriations  could  not  begin  to 
cover  the  full  costs  of  such  programs  and  Ohio  will  con- 
tinue to  be  faced  with  rising  welfare  caseloads  and 
financial  assistance  cost  with  no  realistic  way  of 
supporting  the  rehabilitative  and  protective  services 
which  would  provide  alternatives  to  poor  families. 

Many  states  do  make  considerable  use  of  federal 
matching  funds  for  social  service  programs.  A 110% 
ceiling  would  result  in  the  obvious  inequity  of  locking 
some  states  like  California,  at  high  levels  of  federal 
reimbursement  and  others,  like  Ohio,  at  inadequate  levels. 
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I respectfully  urge  you  to  support  a continued 
adequate  level  of  federal  financing  for  social  service, 
training  and  administrative  costs,  so  that  Ohio  res- 
idents may  have  the  benefit  of  desperately  needed 
services,  and  the  state  may  have  an  opportunity  to 
demonstrate  the  positive  results  such  programs  can 
have  for  our  communities  and  institutions. 


JJG : sg 
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State  department  of  public  welfare 


JOHN  H REAGAN  BUILDING 
AUSTIN,  TEXAS  78701 


BOARD  MEMBERS 


Hon.  Warren  G.  Magnuson,  Chairman 

Subcommittee  on  Labor  a^  Health,  Education  & Welfare 
Committee  on  Appropriations 
U.S.  Senate 

Room  1108,  New  Senate  Office  Bldg. 

Washington,  D.C.  20510  | 


GEORGE  A.  BUTLER 

SECRETARY,  HOUSTON 


RAYMOND  W.  VOWELL 
COMMISSIONER 
HERBERT  C.  WILSON 

DEPUTY  COMMISSIONER 


Dear  Senator  Magnuson: 

Sub.lect;  Appropriation  Bin 

Department  of  Health.  Education.  & Welfare 

Section  208 


This  agency  is  unalterably  opposed  to  the  above  indicated  section.  So 
long  as  the  appropriation  for  grant  payments  to  individuals  is  open  ended 
and  thereby  permits  unlimited  additions  to  the  Public  Assistance  rolls, 
the  limitation  of  funds  to  administer  the  programs,  train  staff,  and  pro- 
vide required  social  services  leaves  the  administering  agencies  in  an  \m- 
tenable  position. 

The  present  rate  of  growth  of  Public  Assistance  rolls  requires  continuous 
expamsion  of  staff  to  handle  both  eligibility  determination  and  social  services 
in  keeping  with  mandates  of  the  Social  Security  Act.  The  imposition  of  a 
dollar  limit  on  expenditures  for  administration,  training,  and  social  services 
while  leaving  open  ended  the  appropriation  for  grants  of  assistance  places 
provisions  of  the  affected  title  in  internal  conflict.  If  a state  complies 
with  requirements  to  provide  grants  of  assistance  to  all  eligible  persons 
yet  has  restrictions  on  the  funds  available  to  administer  the  program,  the 
state  inevitably  will  lapse  into  non-compliance  with  mandates  of  the  law. 

If  it  processes  applications  and  reviews  at  the  rate  possible  with  a staff 
pegged  at  its  dollar  limit  for  administration,  training,  and  social  services 
it  will  soon  fall  into  non-compliance  with  required  staMards  of  promptness 
in  acting  on  applications  and  reviews.  It  will  inevitably  increase  the 
percentage  of  ineligibles  on  the  rolls.  It  will  fail  to  provide  the  social 
services  mandated  under  Title  IV -A.  It  will  esperience  a constantly  deteriora- 
ting quality  of  staff  performance  as  a resTilt  of  insufficient  or  inadeqixate 
training. 

I \irge  you  and  yoTir  subcommittee  to  give  this  section  very  serious  consideration 
in  the  light  of  the  conflicts  specified  above. 


Sincerely  yours. 


RW7/IC 
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J.  W,  FUCbRIGHT,  ARK.,  CHAIRMAN 


JOHN  SPARKMAN,  ALA. 
MIKE  MANSFIELD,  MONT. 
FRANK  CHURCH.  IDAHO 
STUART  SYMINGTON,  MO. 
CLAIBORNE  PELL.  R.l. 
GALE  W.  MCGEE,  WYO. 


JACOB  K.  JAVITS,  N.Y. 
HUGH  SCOTT,  PA. 

JAMES  B.  PEARSON,  KANS, 


GEORGE  D.  AIKEN,  VT. 


CLIFFORD  P.  CASE,  N.J. 


JOHN  SHERMAN  COOPER,  KY. 


KARL  E. 


MUNDT, 


DAK. 


QlCixHeb  Genetic 


EDMUNDS.  MUSKIE,  MAtNE 


WILLIAM  B.  SPONO.  JR..  VA. 


CARL  MARCY,  CHIEF  OF  STAFF 
ARTHUR  M.  KUHL.  CHIEF  CLERK 


COMMITTEE  ON  FOREIGN  RELATIONS 

Washington,  d.c.  20510 


The  Honorable  Warren  G.  Magnuson 
Chairman,  Subcommittee  on  Labor  and 
Health,  Education  and  Welfare 
Committee  on  Appropriations 
Room  1108,  New  Senate  Office  Building 
Washington,  D.  C.  2O5IO 

Dear  Mr.  Chairman: 

At  the  request  of  the  Virginia  Department  of  Welfare  and 
Institutions,  I am  delivering  to  you  a letter  concerning  the 
proposal  to  place  a 110^  ceiling  on  federal  matching  funds  for 
the  cost  of  administering  public  assistance  programs. 

I hope  this  letter  can  be  included  in  the  hearing  record 
on  the  fiscal  1972  appropriation  for  the  Departments  of  Labor 
and  Health,  Education  and  Welfare. 


With  kind  regards 


Sincerely, 


William  B.  Spong,  Jr 
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(3oMMONWEALThf  OF  VlRe,^,^ 


WELFARE  AND  INSTITUTIONS  BLDG. 
429  South  Belvidere  Street 
Richmond,  Virginia  23220 


DEPARTMENT  OF  WELFARE  AND  INSTITUTIONS 


Honorable  Warren  G.  Magnuson,  Chairman 

Subcommittee  on  Labor  and  Health,  Education,  and  Welfare 
Committee  on  Appropriations 
United  States  Senate 

Room  1108,  New  Senate  Office  Building 
Washington,  D.  Co  20510 

Dear  Senator  Magnuson: 

The  Virginia  Department  of  Welfare  and  Institutions  is  deeply  disturbed 
about  the  proposal  to  place  a 110%  ceiling  on  federal  matching  funds  for 
the  cost  of  administration,  services  and  staff  training.  This  Department 
is  complying  with  regulations  of  the  Department  of  Health,  Education,  and 
Welfare  requiring  that  certain  needed  social  and  rehabilitative  services 
be  furnished  to  recipients  of  public  assistance  and,  in  addition,  is 
implementing  the  separation  of  services  delivery  from  the  function  of 
eligibility  determination.  This  separation  of  functions  has  not  only 
been  encouraged  but  has  been  rendered  a practical  necessity  by  the  cur- 
rent provision  for  75%  federal  administrative  reimbursement  for  staff 
performing  services  functions  only,  as  opposed  to  50%  reimbursement  for 
staff  performing  eligibility  of  joint  functions. 

The  addition  of  staff  positions  required  to  implement  this  separation  has 
resulted  in  tremendously  increased  costs.  Expenditures  for  local  adminis- 
trative services  in  Virginia  which  are  reimbursable  from  federal  funds  have 
risen  from  $555,865  in  July,  1970,  to  $1,184,484  in  June,  1971.  In  the 
fiscal  year  1972,  in  which  separation  of  functions  will  be  in  effect  with 
respect  to  99%  of  local  staff  in  Virginia,  the  increase  in  cost  will  be 
comparable  to  that  in  the  previous  year.  There  will  be  a similar  increase 
in  the  need  for  and  cost  of  staff  training. 

A major  factor  in  the  increased  costs  of  services  is  the  expansion  of  day 
care,  which  is  being  provided  for  aid  to  dependent  children  recipients  who 
are  involved  in  employment  or  job  training.  With  the  continued  emphasis  upon 
emplo3Fment  and  training,  with  the  view  toward  returning  public  assistance 
recipients  to  financial  independence,  further  expansion  of  day  care  services 
is  anticipated. 
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These  factors,  over  and  above  normally  anticipated  cost  of  living  increases 
in  salaries  and  operating  expenses,  render  the  110%  figure  woefully  inade- 
quate. Such  a ceiling  on  federal  matching  funds  for  administration,  services 
and  staff  training  will  place  an  impossible  burden  upon  state  resources.  The 
result  would  be  disastrous  to  our  services  program. 

In  view  of  these  factors,  we  hope  that  the  subcommittee  will  reject  the  pro- 
posal to  place  such  a limitation. 


Very  truly  yours. 


Division  of  General  Welfare 


cc:  Senator  William  B.  Spong,  Jr. 

Senator  Harry  F.  Byrd,  Jr. 
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Is  Dr.  Schaefer  here  ? (No  response) . 

Is  Dr.  Hanson  here  ? (No  response) . 

SUBCOMMITTEE  RECESS 

We  will  recess  until  10  a.m.  tomorrow.  We  will  resume  with  public 
witnesses  on  Labor-HEW  appropriations.  The  hearings  tomorrow 
will  receive  testimony  from  Members  of  Congress  and  some  Governors 
who  want  to  testify. 

(Whereupon,  at  11 :10  a.m.,  Monday,  July  12,  the  subcommittee  was 
recessed,  to  reconvene  at  10  a.m.,  Tuesday,  July  13.) 
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DEPARTMENTS  OF  LABOR  AND  HEALTH,  EDUCATION, 
AND  WELFARE  AND  RELATED  AGENCIES  APPROPRI- 
ATIONS FOR  FISCAL  YEAR  1972 


TUESDAY,  JULY  13,  1971 

U.S.  Senate, 

Subcommittee  of  the  Committee  on  Appropriations, 

Washington^  D.C. 

The  subcommititee  met  at  10  a.m.  in  room  1223,  New  Senate  Office 
Building,  Hon.  Warren  G.  Magnuson  (chairman)  presiding. 

Present : Senators  Magnuson  and  Cotton. 

DEPAKTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
Nondepartmental  Witnesses 
Public  HexVlth  Facilities 

STATEMENT  OF  HON.  ALLEN  J.  ELLENDER,  U.S.  SENATOR  FROM  LOUISIANA 

Senator  Cotton.  The  subcommittee  will  come  to  order. 

Senator  Magnuson  is  on  his  way,  but  to  save  time  we  will  begin. 

This  morning  we  are  pleased  to  have  several  members  of  the  Senate 
and  House  to  testify  on  appropriations  for  HEW. 

The  subcommittee  is  always  glad  to  receive  the  benefit  of  comments 
of  our  colleagues  in  the  Congress. 

Before  calling  the  first  witness,  the  acting  chairman  will  insert  in 
the  record  a statement  by  the  distinguished  Senator  from  Louisiana, 
Senator  Ellender,  who  is  the  chairman  of  the  full  Appropriations 
Committee,  who  could  not  be  present  this  morning  due  to  other  press- 
ing duties,  but  he  has  submitted  to  the  subcommittee  his  statement 
expressing  deep  concern  for  the  future  of  our  Public  Health  Services 
facilities. 

Naturally,  I share  Chairman  Ellender’s  concern  and  shall  do  every- 
thing I can  to  see  that  the  Public  Health  Service  system  is  continued 
with  adequate  funding,  and  I am  sure  I can  say  the  same  for  Senator 
Magnuson.  Chairman  Ellender’s  full  statement  will  be  included  in  the 
record. 

(The  Statement  follows :) 

Senator  Ellender,  Mr.  Chairman,  I approach  the  Subcommittee  today  to  ex- 
press my  deep  concern  for  the  future  of  our  Public  Health  Service  facilities. 

As  you  well  know,  there  are  eight  Public  Health  Service  hospitals  and  thirty 
out-patient  clinics  now  being  operated  in  32  states,  the  District  of  Columbia  and 
the  Commonwealth  of  Puerto  Rico.  I am  here  to  urge  that  these  facilities  be 
funded  adequately  during  fiscal  1972. 
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The  concept  of  the  Public  Health  Service  is  almost  as  old  as  our  nation  it- 
self. The  origins  of  PHS  hospitals  can  be  traced  to  the  administration  of  Presi- 
dent John  Adams. 

An  Act,  signed  into  law  on  July  16,  1798,  authorized  the  Chief  Executive  (1) 
to  receive  donations  of  buildings  or  land  upon  which  hospital  buildings  could 
be  erected;  (2)  to  erect  hospitals  specifically  for  the  care  of  sick  and  disabled 
American  seamen;  and  (3)  to  appoint  directors  of  the  “marine  hospital  of  the 
United  States.” 

The  record  is  clear  that  the  construction  of  a marine  hospital  system  was  the 
intent  of  the  Congress  of  the  United  States. 

Indeed,  one  need  only  study  history  to  ascertain  that  every  major  seafaring 
nation  has  at  one  time  or  another  made  provisions  to  care  for  its  seamen.  One 
can  trace  such  attempts  as  far  back  as  the  time  of  the  Armada,  when  Spain 
was  mistress  of  the  high  seas. 

My  colleagues  in  the  United  States  Senate  have  recognized  the  importance  of 
maintaining  our  PHS  facilities.  The  Subcommittee  on  Health  has  held  extensive 
hearings  on  a resolution  authored  by  the  distinguished  senior  senator  from 
Massachusetts,  Mr.  Kennedy. 

That  proposal  would  put  the  Congress  on  record  as  supporting  the  continua- 
tion of  PHS  funding  and  stafl5ng  at  at  least  the  current  levels.  That  resolution, 
I am  pleased  to  say,  passed  the  Senate  by  voice  vote  on  June  29,  and  now  rests 
in  a House  committee  for  consideration. 

Senator  Magnuson,  the  distinguished  Chairman  of  this  Subcommittee,  has 
also  gone  on  record  as  strongly  supporting  continuation  of  the  PHS  system  with 
adequate  funding. 

I am  concerned  to  note  that  a move  is  still  afooit  to  change  the  concept  of  the 
Public  Health  Hospital  by  turning  over  the  remaining  eight  facilities  to  local 
control  in  the  cities  in  which  the  hospitals  are  located. 

This  action  seems  to  follow  the  furor  over  persistent  rumors  that  the  PHS 
hospitals  would  be  closed  outright. 

I am  informed  that  the  word  “closure”  is  no  longer  used  by  oflScials  of  the 
Health  Services  and  Mental  Health  Administration ; the  new  term  there  now  is 
“community  control.” 

HSMHA  has  contacted  the  area  health  planning  councils  in  the  eight  port 
cities  in  an  attempt  to  ascertain  what  local  groups,  if  any,  could  take  over  the 
administration  of  the  hospitals  and  still  guarantee  that  Federal  beneficiaries 
receive  the  same  treatment  that  they  are  currently  entitled  to. 

Whatever  the  intent  of  the  Department  of  Health,  Education  and  Welfare — 
closure  or  community  control — the  budget  estimates  for  the  operation  of  the  PHS 
system  seem  to  speak  for  themselves. 

It  is  my  understanding  that  the  current  budget  estimate  for  FY  72,  submitted 
by  DHEW,  calls  for  $71,682,000  and  1,498  permanent  positions  in  the  category 
called  “patient  care  and  special  health  services.” 

This  is  a decrease  of  over  $14  million  from  the  FY  1971  allotment,  as  well  as 
a decrease  of  over  4,700  in  the  number  of  permanent  positions. 

If  DHEW  is  not  attempting  to  close  the  facilities,  then  certainly  the  depart- 
ment must  be  contemplating  a major  change  in  the  methods  that  are  presently 
used  to  administer  them.  I might  add  that  DHEW  oflicials,  in  testimony  before 
the  Health  Subcommittee,  did  not  rule  out  the  closure  of  the  facilities^  a move 
which,  according  to  opinions  of  the  General  Accounting  OfiSce,  the  department 
has  no  legal  right  to  make. 

How,  may  I ask,  would  such  a change  in  direction  of  the  Public  Health  Serv- 
ice affect  the  cost  of  care  in  PHS  facilities  now  being  borne  by  the  Government? 

How  would  such  a change  affect  the  promptness  and  quality  of  treatment 
afforded  to  persons  who  make  use  of  such  facilities? 

The  average  cost  per  day  in  a PHS  hospital  is  $58.44.  The  average  daily 
patient  cost  in  a comparable  community  hospital  averages  $80  a day  and  more 
than  $100  a day  in  the  port  cities  where  PHS  hospitals  are  located. 

PHS  hospitals  operate  with  a staff  ratio  of  1.99  medical  persons  to  each 
patient.  Other  hospitals  need  2.65  medical  personnel  per  patient  in  order  to 
operate  efficiently. 

In  1970,  when  PHS  had  to  contract  for  medical  care  in  private  hospitals  for 
its  beneficiaries,  it  cost  the  Public  Health  Service  $125.18  a day.  As  I pointed 
out  previously,  it  costs  the  PHS  $58  a day  to  treat  the  same  men  in  its  own 
hospitals  and  this  figure  includes  physician  costs  and  other  related  charges. 
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Out-patient  costs  in  a PHS  facility  are  $12.51  per  patient  per  visit.  Similar 
services  contracted  with  private  hospitals  cost  PHS  about  $25  per  patient  per 
visit. 

The  Commissioned  Officers  Corps  of  the  PHS  is  one  of  America’s  greatest 
health  bargains-  These  doctors,  teachers,  and  administrators  are  paid  on  a mil- 
itary scale,  beginning  at  the  0-3  level  ($1,000  a month)  and  ending  at  the  0-8 
scale  (2,000a  month). 

This  income  is  tiny  in  comparison  with  what  these  doctors  could  earn  in 
private  practice  and  yet  they  unselfishly  devote  extra  hours,  weekends  and 
holidays  to  their  jobs. 

Their  morale  is  superb  and  the  team  spirit  that  exists  in  PHS  hospitals  is  a 
vital  resource  that  can  be  tapped  by  America  in  time  of  contagion,  illness  or 
national  calamity. 

The  Emergency  Health  Manpower  Act  looks  to  the  PHS  hospitals  as  the  source 
of  trained  manix)wer  to  fulfill  the  goals  of  this  act. 

Without  the  hospitals,  the  Emergency  Health  Manpower  Act  would  have  to 
rely  on  recruited  manpow^er,  which  is  difficult  to  procure  at  the  pay  scales  of 
Government  doctors. 

T\w  thirds  of  the  personnel  of  PHS  and  a large  percentage  of  its  budget 
are  for  purposes  other  than  direct  medical  care.  These  other  roles  include  teach- 
ing, medical  assistance  to  the  community,  administration  of  PHS  hospitals, 
consultative  services  to  private  hospitals,  and  many  other  vital  tasks. 

As  an  example  of  the  vital  work  PHS  can  perform,  in  Baltimore  the  use  of  the 
PHS  laboratory  for  tests  has  enabled  Baltimore  private  hospitals  to  increase 
their  open  heart  surgery  4000  percent  over  last  year. 

The  PHS  hospitals  help  relieve  military  hospitals  of  the  burden  of  military 
dependent  care,  because  military  hospitals  are  having  difficulty  just  handling 
their  own. 

As  a result,  dependents  have  to  turn  to  other  means  of  care,  which  put  a large 
burden  of  the  dependents’  medical  payments  directly  on  the  military  husband, 
who  can  least  afford  them. 

It  is  a proven  fact,  however,  that  the  hospitals  are  most  frequented  by  the 
persons  they  were  set  up  to  serve — the  merchant  seaman. 

Not  a day  goes  by  that  a ship  does  not  pull  into  a PHS  port  with  seamen  who 
need  immediate  and  quality  medical  attention. 

Seamen  have  high-risk  occupations  that  have  hazards  peculiar  to  their  pro- 
fessions. PHS  hospitals  are  equipped  to  treat  occupation-connected  injuries 
quickly  and  carefully. 

Should  these  hospitals  be  closer  or  transferred  to  local  control,  a severe  and 
undue  hardship  would  be  imposed  upon  the  beneficiaries  who  depend  on  them 
for  medical  aid. 

I do  not  mean  to  imply  that  local  groups  would  not  operate  the  hospital  with 
humanitarian  understanding.  The  fact  is,  however,  that  a seaman  in  a strange 
port  is  a man  without  a hometown. 

Without  a public  health  service  facility,  he  becomes  virtually  an  indigent.  He 
looks  to  a PHS  health  station  for  immediate  treatment  because  many  times  his 
layover  is  short.  He  cannot  bear  the  economic  hardship  of  being  delayed  for 
excessive  periods  of  time  because  of  the  inaccessibility  of  a facility  not  under 
direct  Federal  control. 

Not  only  would  primary  and  secondary  PHS  beneficiaries  be  affected  by  a 
restructuring  of  the  Public  Health  Service  system,  but  whole  communities  as 
well  could  suffer.  There  are  just  not  enough  hospital  beds  to  go  around  now. 
Should  the  patients  who  would  ordinarily  utilize  PHS  facilities  be  forced  upon 
community  hospitals,  it  is  obvious  that  the  present  over-crowded  situation  would 
become  even  worse,  resulting  in  a net  decrease  in  both  the  quality  and  promptness 
of  medical  care  available. 

I would  be  remiss,  Mr.  Chairman,  if  I w’ere  not  to  mention  at  this  time  the 
Public  Health  Service  Hospital  which  has  been  serving  the  port  of  New  Orleans 
for  many  years. 

In  terms  of  beds  available,  it  is  the  second  largest  of  all  the  remaining  eight 
PHS  hospitals.  The  per  diem  in-patient  cost  at  the  New  Orleans  hospital  is 
about  $45,  including  physician  costs.  Private  hospitals  in  New  Orleans  range 
from  $74  a day  to  more  than  100  per  day  oer  patient. 

The  New  Orleans  hospital  has  opened  a preventive  care  clinic,  a new  innova- 
tion in  medicine,  designed  for  early  detection  of  chronic  diseases. 
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The  hospital  trains  X-ray  technicians  for  the  entire  New  Orleans  area,  thus 
helping  private  hospitals  achieve  a considerable  savings. 

In  terms  of  a training  ground  for  interns,  residents,  and  medical  school  teach- 
ing, the  PHS  hospital  is  a vital  tool. 

A re-thinking  of  the  role  of  the  Public  Health  Service  would  invariably  harm 
the  manpower  development  function  that  all  the  hospitals  perform. 

There  would  be  no  guarantee  that  facilities  under  local  control  would  be  avail- 
able to  medical  personnel  for  training. 

Doctor  John  Walsh,  Vice  President  for  Health  Affairs  at  Tulane  University 
Medical  School  in  New  Orleans,  brought  up  a most  interesting  point  in  his  testi- 
mony before  the  Health  Subcommittee. 

He  noted  that  PHS  hospitals  have  great  potential  to  expand  their  roles  as 
controlled  laboratories  for  research  in  health  services  organization  and  delivery. 

No  one  will  deny  that  the  challenges  facing  America  in  the  health  field  are 
great.  I sincerely  believe,  Mr.  Chairman,  that  after  all  the  facts  are  weighed, 
it  will  be  determined  that  the  present  Public  Health  Service  system  is  the  best 
health  bargain  in  the  Country  today. 

Facilities  of  the  Public  Health  Service  are  now  and  should  continue  to  be 
necessary  components  in  the  overall  solution  to  the  problems  we  face  in  health 
manpower,  health  care  and  cost,  and  the  delivery  of  health  services  to  those 
who  need  them  most. 

Thank  you  very  much. 

STATEMENT  OF  HON.  EDWARD  M.  KENNEDY,  U.S.  SENATOR  FROM 
MASSACHUSETTS 

HEALTH  PROGRAMS 

Senator  Cotton.  We  will  hear  now  from  the  distinguished  Senator 
from  Massachusetts,  Senator  Kennedy. 

Senator  Kennedy.  Thank  you  very  much.  Mr.  Chairman. 

I am  pleased  to  have  this  opportunity  to  appear  before  you  today 
and  offer  my  views  on  the  health  aspects  of  the  Labor-Health,  Educa- 
tion, and  Welfare  related  agencies  appropriations  bill  for  fiscal  year 
1972. 

It  is  clear  to  me  that  the  Senate  Health  Subcommittee  and  this 
Appropriations  Subcommittee  must  continue  to  work  closely 
together. 

The  manner  and  levels  of  funding  health  programs  and  the  nature 
and  intent  of  the  programs  must  be  complementary  if  the  purposes  of 
these  vital  programs  are  to  be  met. 

In  my  testimony  today,  I would  like  to  cover  several  major  areas  of 
health  program  activity : ( 1 ) The  development  of  manpower  re- 
sources; (2)  biomedical  research  and  research  training;  (3)  the  im- 
provement of  the  organization  and  delivery  of  health  services;  and 
(4)  special  program  target  areas. 

DISPROPORTIONATE  FUNDING  OF  HEALTH  SERVICES  AND  MENTAL  RESOURCES 

I am  afraid  this  year  that  pressures  to  limit  the  budget  have  pre- 
vailed over  philosophy.  Once  again  in  fiscal  year  1972,  the  proposed 
budget  raises  funds  for  buying  services  at  a greater  rate  than  funds 
for  creating  resources  for  providing  services. 

The  proposed  fiscal  year  1972  budget  increases  by  8 percent  the 
Federal  outlays  for  buying  services  through  medicare,  medicaid,  and 
other  programxS.  By  comparison.  Federal  outlays  for  development  of 
health  resources  increase  barely  7 percent  in  fiscal  year  1972.  I might 
add  that  the  8 percent  increase  in  medicare  and  medicaid  amounts  to 
$4.2  billion,  while  the  7 percent  increase  in  funds  for  resource  develop- 
ment amounts  to  only  $38  million. 
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I might  mention  at  this  point,  Mr.  Chairman,  it  is  my  very  firm  be- 
lief the  principal  reason  for  the  tremendous  increases  in  inflation  in 
the  whole  health  area  is  because  of  this  disparity,  increasing  the  de- 
mand for  the  resources,  without  adequately  increasing  the  supply  of 
health  manpower  and  resources,  and  in  our  total  effort  to  try  to  meet 
the  problems  of  inflation,  are  affecting  some  parts  of  our  life  generally, 
once  again,  we  see  this  disparity  taking  place,  and  it  is  taking  place, 
again,  in  terms  of  our  health  needs  this  year. 

We  cannot  afford  to  further  aggravate  the  health  crisis  in  this 
country  by  further  increasing  the  demand,  wdiile  delaying  again  a 
major  in  resources  to  provide  care. 

The  health  crisis  is  real  and  pressing  both  in  economic  terms,  and 
in  terms  of  human  suffering.  I do  not  believe  we  can  delay  any  longer 
in  responding  to  both  the  human  suffering  and  the  economic  prob- 
lems facing  us. 

As  you  know,  I have  strongly  endorsed  major  changes  in  the  financ- 
ing of  health  care  in  my  health  security  program,  which  incorporates 
a major  health  resource  development  fund.  Pending  passage  of  such 
far-reaching  legislation  there  are  actions  that  can  be  taken  in  the 
context  of  the  fiscal  year  1972  budget. 

DEVELOPMENT  OF  HEALTH  MANPOVnER  RESOIJECES 
Health  Pkofessions  Education  Assistance  Amendments  of  1971 

The  most  badly  needed  resource  for  health  services  is  health  profes- 
sions personnel. 

Yet,  at  this  time  when  the  Nation  needs  health  professional  schools 
to  exercise  maximum  effort  and  imagination  to  expand  enrollments 
and  undertake  programs,  most  schools  are  being  forced  by  financial 
difficulties  into  a defensive  posture. 

I yesterday  filed  S.  934,  the  Health  Professions  Education  Assist- 
ance Amendments  of  1971,  and  S.  1747,  the  Nurse  Training  Amend- 
ments of  1971. 

These  bills  incorporate  some  elements  of  the  administrations  pro- 
gram proposals — however  unlike  the  administrations  bill  they  put 
resources  on  an  equal  footing  with  rhetoric. 

Both  of  these  pieces  of  legislation,  I hope,  will  be  taken  up  tomor- 
row on  the  floor  of  the  Senate.  We  have  a very  strong  endorsement 
by  the  committee.  I do  not  think  there  was  a dissenting  vote  on  either 
of  these  pieces  of  legislation. 

Institutional  Awards 

Based  on  extensive  hearings  and  the  record  of  schools  in  the  past 
in  applying  for  financiaT  distress  grants,  the  Health  Subcommittee 
felt  that  if  these  schools  are  to  be  placed  on  a firm  financial  footing,  one- 
third  of  their  costs  of  educating  students  should  be  covered  by  the 
Federal  Government  in  the  form  of  a basic  institutional  grant  of  a 
fixed  amount  for  each  enrollee. 

The  bill  provides  this  award  with  built-in  financial  incentives  for 
expanding  enrollment,  shortening  curriculum,  and  developing  new 
forms  and  levels  of  manpower. 


2106 


As  the  ranking  member  knows,  shortening  curriculum  was  a very 
important  aim  of  the  administrations  proposal  and  we  have  tried  in 
this  basic  institutional  grant  to  offer  financial  incentives  to  the  medical 
schools  to  this  end  while  retaining  some  flexibility  so  that  medical 
schools  are  also  encouraged  to  reach  out  and  take  in  some  disadvantaged 
students. 

Special  Project  Grants  and  Manpower  Iniitative  Awards 

In  the  past,  schools  needs  for  financial  distress  funds  have  eaten 
heavily  into  funds  set-aside  for  innovative  expansion  of  education 
programs.  The  bill  separates  financial  distress  grants  into  a special 
authority — in  order  to  preserve  the  integrity  of  a broadened  program 
of  grants  for  innovative  educational  programs — entitled  Special  Pro- 
ject Grants  and  Manpower  Initiative  Awards.  It  is  important  that 
distress  grants  not  deplete  funds  aimed  at  stimulating  innovations. 

Mr.  Chairman,  in  the  current  legislation,  we  have  had  the  special 
project  program.  The  initial  extent  was  to  try  to  provide  the  Secretary 
with  grant  authority  for  innovative,  immaginative  programs  to  devel- 
op manpower  and  new  ways  of  providing  health  services.  However, 
those  resources  have  been  used  almost  uniformly  to  keep  some  67  medi- 
cal schools  afloat. 

We  hope  in  our  le^slation  to  reduce  financial  distress  grants  to 
absolute  zero  in  a period  of  about  5 years.  As  these  medical  schools 
are  able  to  get  on  their  feet  with  the  help  of  institutional  awards,  they 
hopefully  will  not  need  these  distress  grants. 

Nonsubjection  of  Facility  Construction  and  Student  Loans  to 
Loan  Guarantee  Programs 

The  committee  refuses  to  subject  either  the  construction  of  facilities 
or  loans  to  students  to  the  risks  of  untried  loan  guarantee  programs. 

The  administration's  proposal  limits  funds  for  construction  grants 
and  eliminates  student  loans  altogether  in  favor  of  such  guarantees. 

We  have  differed  with  the  administration  on  this,  and  I think  we 
have  had  the  strong  support  of  the  committee’s  minority  members  on 
this  point. 

There  is  no  question  the  medical  schools  can  draw  some  income  from 
those  who  have  the  financial  ability  to  pay  for  their  education,  but 
studies  show  it  to  be  desirable  to  have  a balanced  and  representative 
student  body,  including  students  from  low-income  backgrounds.  To 
this  end,  it  is  necessary  to  provide  at  least  some  scholarship  assist- 
ance. We  have  therefore,  provided  scholarships  as  well  as  loans  in  the 
bill. 

Mr.  Chairman,  our  investigations  indicate  the  loan  guarantees  are 
untried  at  best,  and  at  worst  are  unworkable  in  this  area. 

We  have  included  guarantees  in  the  bill  on  a test  basis  in  addition 
to  substantial  grant  and  direct  loan  programs.  We  ask  this  committee 
to  honor  this  judgment  by  appropriating  the  amounts  authorized  in 
these  areas — and  not  to  be  beguiled  by  the  seeming  economics  of  the 
loan  guarantee  program. 

Mr.  Chairman,  we  regard  these  two  manpower  bills  as  two  of  the 
Health  Subcommittee’s  most  important  and  careful  efforts  to  respond 
to  the  health  care  crisis.  We  urge  you  to  fund  these  bills,  as  they  emerge 
from  conference,  at  their  full  authorization  levels. 
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There  are  three  other  areas  of  health  manpower  programs  that  re- 
quire special  mention. 

Incorporation  in  Bill  Recommendations  of  Carnegie  Commission  Report 

But  before  moving  onto  other  features,  I would  like  to  say  that  we 
have  tried  to  incorporate  in  our  health  manpower  legislation  the 
thoughtful  recommendations  of  the  Carnegie  Commission  report, 
which  I think  is  a most  far-reaching  and  thoughtful  commentary  on 
the  Nation’s  health  manpower  needs.  Many  of  the  recommendations 
have  been  supported  in  the  administration’s  program  and  incorporated 
also  in  our  bill.  I think  we  have  a very  sound  approach  in  both  the 
health  manpower  as  well  as  the  nursing  areas. 

Psychiatric  Residencies 

At  a time  when  our  committee  is  seeking  ways  to  extend  support 
to  graduate  medical  education,  the  administration  proposes  to  cut 
by  $6.7  million  the  established  program  in  support  of  psychiatric  resi- 
dencies administered  by  the  NIMH.  We  urge  this  committee  to  re- 
store these  funds  in  the  budget. 

emergency  health  manpower 

The  chairman  of  the  committee  as  well  as  you.  Senator  Cotton,  are 
aware  of  the  emergency  health  manpower  legislation.  It  was  initiated 
by  Senator  Magnuson.  Not  only  do  we  have  a shortage  of  health  man- 
power, but  we  have  a maldistribution.  This  legislation  was  in  response 
to  that  maldistribution.  The  Emergency  Health  Manpower  Act  per- 
mits the  Secretary  of  HEW  to  designate  shortage  areas — areas  of  this 
country  so  critically  short  of  health  manpower,  that  they  are  only 
likely  to  receive  help  in  the  immediate  future  if  the  F ederal  Govern- 
ment sends  doctors  to  them. 

The  Emergency  Health  Manpower  Act  of  1971  permits  the  Secre- 
tary of  HEW  to  send  Public  Health  Service  commissioned  officers  into 
such  areas. 

I urge  this  committee  to  fund  this  effort  at  its  full  authorization  of 
$20  million  rather  than  the  $10  million  proposed  by  the  administration. 
These  emergency  health  manpower  funds  could  be  spent  with  more 
immediate  good  effect  on  health  than  most  any  expenditure  we  can 
make. 

I also  invite  this  committee’s  attention  to  the  severe  budget  cuts 
affecting  the  Public  Health  Service  hospitals.  The  Department  of 
Health,  Education,  and  Welfare  is  contemplating  transferring  these 
facilities  to  community  control,  and  changing  the  way  services  are 
offered  to  Federal  beneficiaries.  I urge  this  committee  to  carefully 
review  this  area  of  the  budget  to  insure  no  false  economies  are  present 
and  that  a realistic  financial  plan  has  been  developed. 

In  regard  to  our  urging  $20  million  instead  of  $10  million  as  pro- 
posed by  the  administration,  I think  this  is  really  one  of  the  most  im- 
portant programs  that  we  can  have  in  terms  of  trying  to  meet  the 
maldistribution  problem. 

I am  sure  Senator  Cotton  is  aware  of  the  difficulties  many  rural  areas 
have  in  getting  doctors.  We  find  it  in  Massachusetts,  and  we’ve  seen  it 
particularly  in  the  western  parts  of  this  country.  If  the  Secretary 
63-792  o— 71— pt.  3 40 
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designates  these  areas  of  critical  shortage,  then  he  could  send  addi- 
tional personnel  into  these  areas. 

Senator  Cotton.  May  I say,  Senator,  what  you  have  been  saying 
appeals  to  this  member  of  the  committee  very  strongly,  both  about 
manpower  and  the  training.  I have  been  very  much  interested  in  short- 
ening the  school  period  by  a year  at  each  end  and  to  shorten  the  intern- 
ship residency  so  that  we  can  get  more  doctors  to  serve  the  community. 
I am  also  interested  in  the  project  of  a closed-circuit,  two-way  tele- 
vision method  of  delivering  medical  services  into  the  rural  communi- 
ties, where  there  is  an  extreme  shortage  of  doctors.  I am  sure  that  is 
one  of  the  special  programs  the  Senator  had  in  mind. 

Senator  Kennedy.  Yes;  very  definitely,  it  is  an  important  area  for 
computerization,  and  we  have  had  some  very  interesting  testimony 
on  this.  There  is  a very  interesting  doctor  from  the  University  of  Ver- 
mont, Lawrence  Weed,  who  came  down  to  testify  about  the  utiliza- 
tion of  computers.  This  might  very  well  be  a promising  device  for 
those  who  practice  in  rural  areas.  With  a touch-dial  telephone  system, 
they  can  feed  information  into  a centralized  computer,  and  get  infor- 
mation back  on  various  diagnostic  tests.  This  information  can  be  fed 
into  a central  data  bank,  and  analyzed  to  indicate  what  further  tests 
should  be  performed.  In  this  way,  the  rural  physician  also  might  re- 
ceive information  on  the  latest  kind  of  drugs  and  the  newest  kind  of 
techniques — and  all  over  a telephone. 

We  have  also  demonstrated  the  potential  of  television.  The  Massa- 
chusetts General  Hospital  is  using  television  in  innovative  ways  of 
delivering  health  services,  improving  communication  to  different  parts 
of  the  city  of  Boston.  It  is  working  out  rather  well. 

This  is  under  a grant  from  OEO.  We  have  to  be  more  creative  and 
imaginative  in  finding  ways  to  deliver  health  services  into  the  rural 
communities  as  well. 

We  talk  about  the  most  trying  areas  in  the  urban  parts  of  our  coun- 
try, but  I think  the  rural  areas  are  facing  enormous  problems  attract- 
ing health  personnel. 

4.  FUNDING  s.  3418,  FAMILY  PRACTICE  OF  MEDICINE  ACT 

Finally,  let  me  address  the  question  of  funding  family  practice.  This 
bill  passed  both  the  Senate  and  House  overwhelmingly.  I think  in 
both  bodies  there  were  only  seven  votes  in  opposition.  But  it  was  vetoed 
by  the  President. 

I urge  the  committee  to  include  a provision  appropriating  $25  mil- 
lion in  Federal  funds  to  carry  out  the  purpose  of  S.  3418,  the  Family 
Practice  of  Medicine  Act,  which  passed  the  91st  Congress  by  a virtu- 
ally unanimous  vote,  but  which  was  pocket- vetoed  by  the  President  in 
circumstances  that  raise  extremely  serious  constitutional  questions 
concerning  the  validity  of  the  pocket  veto. 

The  essence  of  the  provision  I propose  is  twofold. 

First,  it  would  appropriate  funds  to  carry  out  an  urgently  needed 
program  of  training  for  family  doctors — jihysicians  to  provide  pri- 
mary care  for  millions  of  Americans  who  now^  have  no  access  what- 
ever to  the  health  system. 

While  there  is  a shortage  of  doctors  in  America,  the  shortage  of 
general  practitioners  is  especially  serious.  In  recent  weeks,  our  Sen- 
ate Health  Subcommittee  has  visited  many  parts  of  the  country,  and 
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we  have  heard  firsthand  about  the  doctor  shortage.  Hundreds  of  coun- 
ties and  thousands  of  communities  in  America  have  no  doctor  at  all. 
Many  more  have  too  few  to  meet  the  need. 

The  Family  Practice  of  Medicine  Act  was  a timely  and  appropriate 
response  by  Congress  to  the  problem,  and  the  act  deserves  to  be  funded. 

The  act  passed  the  Senate  by  the  vote  of  65-1  on  September  14, 1970. 
The  House  approved  it,  346-2  on  December  1,  1970.  It  authorized  the 
appropriation  of  up  to  $225  million  over  3 years  in  grants  to  hospitals 
and  medical  schools  to  train  general  practitioners.  Under  the  act.  Con- 
gress has  taken  a major  step  toward  easing  the  growing  shortage  of 
family  doctors. 

Second,  the  amendment  is  designed  to  secure  a prompt  legal  test  in 
the  Federal  courts  of  the  important  constitutional  questions  raised  by 
the  President’s  use  of  the  pocket  veto  in  the  circumstances  of  this 
legislation. 

The  proposed  provision  has  an  important  dual  objective.  It  will  be 
a major  step  toward  bringing  high  quality  health  care  to  every  Amer- 
ican, and  it  will  resolve  an  important  constitutional  issue  that  goes 
to  the  very  root  of  the  doctrine  or  separation  of  powers  in  our  con- 
stitutional system  of  government. 

The  President’s  action  is  a clear  challenge  to  the  rights  of  Congress 
under  the  Constitution.  No  Member  of  the  Senate  can  fail  to  be  con- 
cerned about  this  latest  effort  by  the  executive  branch  to  undermine 
congressional  authority. 

Let  me  say  also  that  in  preparing  this  provision,  I have  had  the 
privilege  of  working  closely  with  Senator  Ervin  and  Senator  Jack- 
son  on  the  issue  of  the  pocket  veto,  and  I commend  them  for  their 
skill  and  insight  in  developing  this  matter. 

In  particular,  I commend  Senator  Ervin  for  the  important  and 
valuable  hearings  he  conducted  on  the  pocket  veto  issue  as  chairman 
of  the  Senate  Subcommittee  on  Separation  of  Powers. 

Those  hearings  are  a landmark  in  the  development  of  the  constitu- 
tional considerations  involved  in  the  pocket  veto,  and  they  have  been 
extremely  helpful  in  developing  this  proposal. 

Appropriate  statutory  language  for  the  provision  I favor,  is  in- 
cluded in  the  materials  I have  submitted  for  the  record. 

Development  of  research  resources ; research  and  research  training 

The  Health  Subcommittee  has  also  made  major  medical  research 
changes,  specifically  in  the  area  of  cancer. 

We  are  hopeful  that  the  House  will  take  action  on  a companion  bill 
to  S.  1828,  the  Conquest  of  Cancer  Act,  which  was  passed  in  the  Sen- 
ate last  week. 

The  heart  of  the  Senate  bill  passed  with  full  administration  support 
consists  of  recommendations  of  the  Panel  of  Cancer  Consultants  es- 
tablished by  my  distinguished  predecessor  as  chairman  of  the  Health 
Subcommittee,  Senator  Yarborough. 

This  same  panel  recommended  that  the  new  Conquest  of  Cancer 
Agency  be  launched  with  an  additional  $170  million.  We  recommend 
the  appropriation  to  be  at  $170  million  level — a $70  million  increase. 

Outside  of  this  exciting  progress  in  the  cancer  research  program, 
I am  deeply  distressed  by  the  cutbacks  in  research  and  research  train- 
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ing  implied  by  the  proposed  fiscal  year  1972  budget  for  NIH.  The 
total  NIH  research  grant  budget  is  up  barely  4 percent,  not  even  a cost 
of  living  increase,  while  the  fellowship  is  cut  almost  15  percent,  the 
training  program  is  cut  over  20  percent  and  direct  research  and  con- 
tract programs  are  deeply  cut  as  well. 

I am  particularly  distressed  by  the  severe  cutbacks  in  fellows  and 
trainees  in  cardiovascular  research — especially  when  heart  disease  is 
the  No.  1 killer  and  its  solution  lies  in  future  research. 

These  cutbacks  will  show  themselves  in  a slowdown  in  medical  dis- 
coveries and  a decrease  in  the  quality  of  training  and  care  given  at  our 
schools  and  hospitals. 

I urge  this  committee  to  examine  the  NIH  budget  very  closely,  and 
to  restore  that  budget  authority,  plus  a 10  percent  cost  of  living  and 
a minor  growth  increase,  plus  increases  for  specific  priority  project 
proposals  such  as  the  important  sickle  cell  anemia  program. 

Organization  and  delivery  of  health  services 

In  addition  to  increasing  the  resources  for  providing  health  serv- 
ices, we  need  to  improve  the  organization  of  health  services. 

Three  program  areas  especially  should  be  increased  to  allow  ex- 
panded efforts  in  response  to  the  health  crisis. 

(1)  The  Office  of  Management  and  Budget  has  for  several  years 
forcibly  reserved  regional  medical  program  funds  for  expenditure 
in  the  succeeding  year. 

The  proposed  fiscal  year  1972  budget  reflects  a carryover  of  $34,- 
500,000  from  fiscal  year  1971 — with  new  obligational  authority  of  only 
$52,456,000  requested  for  fiscal  year  1972. 

I must  say  I disagree  with  this  effort  to  slow  the  development  of  this 
program.  The  program  is  unique  in  its  mobilization  and  organization 
of  the  key  health  care  providers  on  a regional  basis. 

I am  sure  the  members  of  this  committee  have  had  opportunities  to 
visit  the  centers  utilizing  these  regional  medical  funds  and  to  talk 
to  the  doctors  and  administrators  about  the  program.  The  cutbacks 
of  this  program  have  been  extremely  unfortunate,  and  I urge  that  the 
regional  medical  program  budget  be  increased  to  the  1970  level. 

These  organizations  and  the  innumerable  projects  in  continuing 
education  and  innovative  delivery  systems  which  they  sponsor  con- 
stitute a major  step  in  stimulating  action  to  solve  our  health  care 
problems  by  the  providers  of  care  themselves.  I urge  that  the  BMP 
budget  be  increased  to  its  1970  level. 

(2)  The  partnership  for  health  project  grants  authorized  by  section 
314(e)  of  the  Public  Health  Service  Act  have  been  cut  in  the  fiscal 
year  1972  budget.  As  a means  of  demonstrating  new  patterns  of 
health  care,  especially  for  the  poor,  this  program  is  a critical  ingre- 
dient in  our  response  to  the  health  crisis,  and  I urge  a minimum  of  an 
additional  $10  million  be  appropriated  for  these  projects. 

(3)  Lastly,  let  me  draw  your  attention  to  the  area  of  mental  health. 

The  mental  health  centers  program  has  been  instrumental  in  offering 

a new  and  more  acceptable  pattern  for  organizing  and  delivering 
health  care. 

These  centers  have,  moreover,  become  the  bases  for  a variety  of 
important  community  based  programs  such  as  drug  abuse,  suicide 
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prevention  and  alcoholism.  They  have  indeed  become  the  organizing 
focus  for  mental  health  services  in  manj^  communities. 

The  proposed  budget  levels  off  the  development  of  mental  health 
centers.  It  is  vital  that  this  development  be  continued.  In  a society 
like  ours,  v^hich  shows  signs  of  deep  social  unrest,  it  is  imperative 
that  we  continue  to  build  a base  for  enlightened  social  programs  to 
further  the  mental  health  of  our  people. 

To  this  end  I urge  a substantial  increase  of  $25  million  in  the  mental 
health  centers  staffing  grants  appropriation. 

Prevention  and  Control 

The  proposed  budget  emphasizes  the  need  for  increased  activity  in 
prevention  and  control  of  diseases,  and  places  additional  emphasis  on 
important  programs  in  drug  abuse,  alcoholism,  and  family  planning. 
The  budget  neglects  the  traditional  and  newly  urgent  area  of  com- 
municable disease  control. 

Xo  funds  are  requested  under  the  “Communicable  Disease  Control 
and  Vaccination  Assistance  Act” — although  no  less  than  $90  million 
is  authorized  for  fiscal  year  1972. 

Immunization  levels  for  common  childhood  diseases  have  slipped 
dangerously  in  the  last  several  years — especially  among  the  poor  in  the 
inner  cities  who  are  reached  only  by  public  programs. 

In  many  areas  there  is  increasing  danger  of  epidemics.  Moreover, 
venereal  diseases,  especially  ghonorrea  are  increasing  at  a rate  that  can 
only  be  called  an  epidemic. 

I urge  this  committee  to  call  and  question  the  Director  of  the  Xa- 
tional  Center  for  Disease  Control  concerning  the  extent  of  the  com- 
municable disease  problem  and  the  potential  for  controlling  it  with 
additional  funds  under  the  Communicable  Disease  Act.  I would  con- 
sider the  problem  bad  enough  to  warrant  the  largest  implementable 
appropriation  in  this  area. 

IVe  heard  pertinent  testimony  to  the  Health  Subcommittee  from 
the  Director  of  XCDC  in  this  area.  There  is  no  question  that  with  addi- 
tional resources,  significant  impact  can  be  made  or  communicable 
diseases.  They  just  do  not  have  the  resources  at  present,  and  I hope 
we  will  be  able  to  provide  additional  support  there. 

HEALTH  SERVICES  FOR  CHILDREX  : A SPECIAL  PROGRAM  TARGET  AREA 

Health  services  for  children  in  this  country  are  poorer  than  most 
of  us  dare  think.  The  Health  Subcommittee  heard  testimony  that  only 
one-third  of  the  children  in  this  country  receive  adequate  health  care. 
The  other  two-thirds  get  anything  from  inadequate  care  to  no  care  at 
all.  This  situation  demands  a special  effort. 

(1)  MATERXAL  AXD  CHILD  HEALTH  SERIHCE 

One  of  the  programs  aimed  at  assuring  adequate  health  care  to  poor 
children — who  hurt  the  most  for  lack  of  care — is  the  Maternal  and 
Child  Health  Service. 

This  pro^am  is  frozen  at  its  current  level  by  the  proposed  budget. 
I urge  a major  increase  in  this  appropriation  up  to  the  full  authoriza- 
tion level. 
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This  organization  has  created  health  centers  that  can  respond  to  a 
variety  of  childhood  problems,  including  lead  paint  poisoning.  These 
centers  should  be  expanded  and  new  ones  created  as  rapidly  as  is  prac- 
tical. 

A second  program  aimed  at  children  is  funded  by  part  C of  the  De- 
velopmental Disabiliities  Services  and  Facilities  Construction  Act. 

Despite  the  impetus  of  this  act  and  its  generous  authorization  levels, 
the  program  has  been  developed  very  slowly. 

For  fiscal  year  1972,  onl}^  $11,215,000  is  requested  of  an  authorized 
$105  million.  It  is  shameful  that  we  refuse  to  move  into  this  most  tragic 
area  of  human  suffering.  I urge  that  a major  increase  of  $25  million 
be  made  in  this  program  in  SKS. 

(2)  DENTAL  HEALTH  FOR  CHH.DREN 

We  held  hearings  yesterday,  Mr.  Chairman,  on  your  bill  relating 
to  dental  health  services  to  children.  I hope  to  bring  early  and  affirma- 
tive action  on  this  bill  and  urge  that  it  also  be  fully  funded. 

I must  report  the  bill  got  a very  strong  endorsement  during  our 
hearing,  not  only  from  the  Dental  Society,  but  from  the  teaching  and 
academic  areas.  I think  most  of  us  from  the  Health  Committee  who 
have  had  an  opportunity  to  consider  the  various  phases  of  the  health 
crisis  in  this  country,  realize  dental  care  for  children  is  an  area  of  great 
need,  and  I think  this  particular  legislation  is  well  suited  to  meet  this 
need. 

(3)  LEAD  POISONING 

Let  me  draw  your  attention  finally  to  one  particularly  tragic  health 
problem  for  children — lead  poisoning. 

I know  that  this  is  an  area  that  this  committee  is  very  well  familiar 
with.  But  unfortunately,  we  still  are  not  addressing  ourselves  ade- 
quately to  this  particular  problem. 

My  own  city  of  Boston,  the  city  of  New  York,  most  of  the  urban 
centers  around  the  country  are  trying  to  develop  programs  using  vari- 
ous kinds  of  program  machinery.  Even  with  the  limited  resources  that 
we  talk  about  in  the  authorization  we  could  make  a major  impact  on 
this  problem. 

Lead-based  paint  poisoning  may  sound  remote,  obscure  or  even  high- 
ly technical.  But,  to  the  families  of  the  200  youngsters  this  disease  kills 
each  year,  lead-based  paint  poisoning  has  a tragic  impact. 

It  poisons  over  400,000  children,  yet,  only  16,000  receive  treatment. 
Those  victims  who  do  not  receive  treatment  are  doomed  to  suffer  men- 
tal impairment,  retarded  growth  or  blindness. 

Ironically,  we  do  not  need  a mammoth  research  effort  to  detect  the 
cause  of  lead  poisoning.  Neither  do  we  need  extended  tests  or  experi- 
ments to  seek  a cure  for  the  disease.  High  blood  lead  levels  are  quickly 
and  accurately  detected  through  simply,  modern  procedures,  and  doc- 
tors know  that  chelating  agents  will  isolate  and  remove  lead  from  the 
body. 

For  fiscal  1972,  the  authorization  under  Public  Law  91-695  provides 
$30  million  for  lead  poisoning  programs.  The  Department  of  Housing 
and  Urban  Development  would  receive  $5,010,000  of  this  amount  to  de- 
velop efficient  methods  for  eliminating  leaded  surfaces  from  the  houses 
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where  lead  sick  children  are  found,  and  DHEW  would  receive  the  rest 
for  treatment  and  screening. 

I urge  this  committee  to  appropriate  for  fiscal  year  1972,  $24,990,000, 
the  full  amount  authorized  for  the  Department  of  Health,  Education, 
and  Welfare,  to  develop  community  treatment  and  screening  pro- 
grams. 

Thank  you,  Mr.  Chairman. 

As  you  know,  I believe  that  it  is  largely  as  a result  of  your  wisdom 
and  understanding  that  we  have  made  the  progress  we  have  in  sup- 
porting health  programs. 

I know  that  in  the  Appropriation  Committee  you  have  to  be  sensi- 
tive to  the  question  of  relative  priorities.  However,  I am  hopeful  that 
these  urgent  programs  I have  described  will  be  ones  which  you  and 
your  committee  will  find  it  possible  to  support  with  enthusiasm. 

Senator  Magxusox.  Senator  Kennedy,  of  course  I want  to  apologize 
for  not  being  here  earlier,  but  I had  an  urgent  meeting  with  my  people 
from  Puget  Sound  on  another  problem  we  have  out  there,  and  it  lasted 
a little  longer  than  I thought  it  would. 

I want  to  thank  you  for  your  comprehensive  discussion  of  these 
health  matters  and  issues  in  the  HEW  budget. 

I have  said,  and  I will  repeat  it,  and  I have  said  it  to  the  full  com- 
mittee, that  your  suggestions  have  always  been  very  helpful  to  us,  be- 
cause they  get  down  to  specifics  and  deal  with  items  dollarwise  that  we 
are  considering. 

I have  one  thing  to  suggest  on  your  last  paragraph  of  your  state- 
ment, I would  propose  an  amendment  there,  and  add  the  name  of  the 
distinguished  Senator  from  Kew  Hampshire. 

Senator  Kexxedy.  That  is  ver^^  fine.  Very  well  desem^ed. 

Senator  W\gxusox.  He  has  sat  with  all  of  us  for  a long,  long  time  on 
these  hearings,  and  he  is  most  knowledgeable  in  these  matters. 

Senator  Cottox.  I might  add  just  due  to  the  fact,  and  I am  not  a 
candidate,  that  when  it  comes  to  this  field,  the  Senator  from  Kew 
Hampshire  is  not  half  as  considerate  as  Senator  Kennedy,  and  I do 
join  the  Chair,  and  I can  say  that  I have  been  repeatedly  been  helped 
by  your  appearance  before  tliis  committee.  Senator  Kennedy. 

HUD  PROGRAM  RESPECTIXG  LEAD  POISOXIXG 

Senator  !Magxusox.  I want  to  just  ask  a few  pertinent  questions, 
because  your  statement  is  so  complete.  In  the  Commerce  Committee, 
of  which  Senator  Cotton  from  Xew  Hampshire  is  also  the  ranking 
member,  we  had  this  matter  of  lead  poisoning  in  a bill,  and  we  had  a 
problem  of  whether  or  not  we  were  going  to  give  HUD  money  which 
in  turn  would  be  actually  used  to  go  into  localities  such  as  big  urban 
areas  where  this  happens,  so-called  ghettos,  and  actualh'  do  some 
work  on  taking,  say  an  apartment  house  that  was  badly  painted,  and 
go  in  to  give  a grant  to  repaint  it. 

Now,  this  caused  some  confusion  in  the  committee,  but  what  we  did 
want  to  give  was  a sufiicient  amount  of  money  to  make  the  kind  of  re- 
search and  planning,  which  you  pointed  out,  so  that  particularly  in 
new  urban  projects,  or  even  remodeling  of  an  older  project,  that  they 
would  have  some  guidelines  so  this  would  not  happen.  This  of  course 
has  got  to  be  done  in  many  cities,  so  that  city  ordinances,  not  zoning, 
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but  construction  ordinances  can  be  changed,  and  we  passed  a bill  out 
finally  which  made  the  beginning,  and  I am  glad  to  get  this  testimony 
in,  but  the  role  of  HUD  in  this  matter  was  a little  bit  fuzzy. 

We  did  not  quite  know  where  they  were  going  to  fit  in  except 
when  they  make  a grant  to  build  a new  project,  but  this  is  not  where 
it  happens,  it  happens  in  the  older  buildings  that  need  remodeling. 

Senator  Kennedy.  As  the  Senator  probably  knows,  the  legislation 
which  I initially  introduced  last  year  Avas  directed  primarily  at  the 
screening  and  treatment  needs  and  worked  primarily  through  the  de- 
partments of  health  in  the  major  cities.  Then  Senator  Schweiker 
of  Pennsylvania  had  a very  interesting  approach  which  emphasized 
prevention,  and  identifying  the  dangerous  areas  and  supporting  re- 
habilitaton  and  modernization  to  eliminate  the  root  causes  of  lead 
poisoning.  These  preventive  activities  are  important  features  of  the 
HUD  programs  and  I think  they  are  of  great  value.  But  it  is  very 
important  we  fully  fund  the  activities  of  the  health  departments  also 
in  screening  and  treatment. 

With  some  programs  we  often  think  if  we  appropraite  much  money, 
it  will  just  go  into  high  administration,  and  a lot  of  research,  and  we 
may  never  benefit  in  terms  of  services.  T?his  is  one  program,  however, 
where  we  know  what  needs  to  be  done,  and  it  is  not  very  complicated. 
I think  a higher  allocation  of  resources  here  can  have  a very  direct  im- 
pact in  terms  of  securing  more  healthful  lives  for  children. 

Senator  Magnuson.  Actually,  you  do  not  need  much  research  on 
this.  You  just  go  ahead  and  do  it,  and  the  right  kind  of  city  ordi- 
nances can  do  it,  and  the  right  kind  of  building  codes  can  do  it. 

MENTAL  HEALTH  PROGRAMS  : STAFFING  INADEQUACY 

Now,  on  mental  health  programs,  I will  not  dwell  on  that  too  long, 
but  I think  this  committee,  as  you  are  well  aware  of  the  fact  that 
there  are  many  problems  in  mental  health  but  if  you  have  any  priority 
on  mental  health,  it  is  the  lack  of  proper  staffing. 

Senator  Kennedy.  Very  definitely  . 

Senator  Magnuson.  This  to  me  is  No.  1,  and  we  just  do  not  have 
the  people,  and  neither  are  they  training  them  in  sufficient  numbers, 
nor  are  they  available  to  do  the  kind  of  job  that  should  be  done  in 
mental  health,  in  the  centers,  regional  and  otherwise,  and  the  com- 
munity heatlh  centers,  which  do  a great  job  in  this  health  field  need 
this  help. 

Greater  Participation  by  Government 

Senator  Kennedy.  We  had  to  change  the  formula  for  stuffing  grants 
to  some  extent  to  provide  additional  Federal  participation  for  the 
very  reason  you  observed. 

It  was  extremely  difficult  to  expect  communities  and  States  to  as- 
sume the  burden  of  financing  and  supporting  the  personnel  in  these 
mental  health  centers,  so  we  have  adjusted  to  provide  a more  mean- 
ingful participation  of  the  Federal  Government,  especially  in  poverty 
areas. 

Senator  Magnuson.  And  then  we  also  find  the  public  awareness 
of  mental  health  is  getting  better  and  better  all  the  time  so  that 
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the  private  sector  is  making  more  and  more  contributions,  and  Tve 
have  got  to  take  the  leadership  in  this  to  keep  them  coming. 

SPECIAL  PROGRAM  TARGET  AREAS 

Xow,  on  the  special  program  target  areas,  can  you  enlarge  a little 
bit  on  what  you  mean  with  regard  to  the  development  of  disability 
services.  I do  not  mean  the  facility  construction  section — it  seems 
no  matter  what  we  apj^ropriate  for  construction  for  health,  it  is 
frozen,  and  we  cannot  get  it  unfrozen  for  some  reason  or  other,  and 
it  gets  a little  bit  frustrating. 

Child  Health  Caee 

Senator  Kexnedy.  The  Senate  Health  Committee  has  been  for  a 
period  of  4 months  been  looking  into  various  phases  of  health  crises, 
and  we  spend  a good  deal  of  time  both  here  in  Washington  and  out  in 
the  field  on  this,  but  the  point  is  that  we  hear  a great  deal  about  the 
inadequacy  of  health  care  for  children  in  this  country  of  ours.  We 
heard  from  outstanding  pediatricians  and  teachers,  as  well  as  from 
parents.  We  gathered  uncontroverted  testimony,  that  only  a third 
of  the  children  in  tliis  country  receive  adequate  health  care,  and  two- 
thirds  get  anything  from  inadequate  to  no  care  at  all.  It  is  really  in 
response  to  tliis  extraordinary  observation,  that  we  feel  that  the  ma- 
ternal and  child  health  centers,  as  well  as  developmental  disabilities 
services  and  facility  construction  should  be  given  additional  resources. 

I think  those  are  steps  that  can  be  taken  immediately,  and  should 
be  taken. 

Rehabilitation  Service  : Foster  Parent  Retired  Volunteer  Program 

Senator  Wagxuson.  It  has  become  a little  confusing  to  the  commit- 
tee on  some  of  the  programs  that  there  may  be  duplication. 

Now,  we  have  money  recommended  in  the  rehahilitation  service 
for  a program  which  they  call  a foster  parents,  wliicli  in  turn,  they 
go  down  and  they  take  care,  or  try  to,  of  the  younger  people,  real  young 
people,  who  have  a mental  health  problem.  I will  tell  you  what  it  is 
called.  The  foster  parent  retired  senior  volunteer  program. 

Senator  Kennedy.  That  is  a marvelous  program.  We  have  seen  it 
in  the  Jewish  National  Hospital  in  Denver.  It  has  a marvelous  foster 
grandparent  program,  which  is  of  enormous  value  to  the  children  as 
well  as  to  the  senior  citizens. 

It  is  hopeful  that  we  have  a number  of  veiy-  useful  and  worthwhile 
and  valuaible  pilot  ideas  for  proHding  additional  health  services  to 
children,  but  there  is  a complete  paucity  of  resources  available. 

Senator  jV'Hgnuson.  And  they  do  ncvt  overlap  ? 

Senator  Kennedy.  I do  not  believe  so. 

Budget  Request  Increase 

Senator  Magnuson.  What  you  are  talking  about,  the  amount  of 
money  on  social  and  rehabilitation  services,  under  a line  item,  formula 
grants,  developmentally  disabled,  it  is  $11,215,000,  which  is  the  same 
as  last  year  ? 

Senator  Kennedy.  That  is  exactly  right. 
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Senator  Magnuson.  And  then  for  service  project  grants,  which 
they  do  not  overlap,  they  complement  one  another,  it  is  the  same  as 
last  year,  so  you  are  suggesting  that  we  add  at  least  $25  million  to 
this  program? 

Senator  Ken n-edy.  That  is  correct.  That  is  the  formula  grants. 

Senator  Magnuson.  I think  we  ought  to  take  a look  at  the  service 
project  grants  too,  which  are  standing  still,  or  going  backwards. 

Senator  Kennedy.  A while  back  the  foundation  which  my  family 
has  been  associated  with  made  a partial  grant  for  the  rehabilitation 
for  mentally  retarded  children.  Kow,  having  gotten  seed  money 
through  this  kind  of  program,  it  has  spun  off  as  an  independent  cor- 
poration, with  the  benefits  actually  going  to  the  retarded  children 
themselves.  There  are  going  to  be  hundreds  of  mentally  retarded  chil- 
dren gaining  more  productive  and  useful  lives,  making  contributions 
to  the  society  and  supporting  themselves  as  a result  of  this  grant.  I 
think  it  is  this  kind  of  seed  money  we  need.  We  ought  to  be  trying  to 
expand  and  develop  these  programs. 

COMMUNICABLE  DISEASE  CONRTOL  AND  VACCINATION  ACT 

Senator  Magnuson.  I for  one  thoroughly  agree  with  you,  I think  it 
is  a shame  there  was  no  additional  request  for  communicable  disease 
control  and  vaccination  act.  It  does  not  make  sense  not  to  have  any 
money  at  all  for  this,  when  you  can  do  so  much  to  prevent  future 
suffering  and  costs — economic  costs  alone. 

Senator  Kennedy.  We  had  the  Director  appear  before  the  com- 
mittee, and  it  is  really  one  of  the  finest  institutions  in  our  Government 
today. 

He  is  a very  dedicated  person,  the  shortage  of  resources  prevents 
them  from  undertaking  a more  comprehensive  program. 

NEW  PATTERNS  OF  HEALTH  CARE 

Senator  Magnuson. -And  then  on  that  section  315(e),  the  budget 
has  been  cut,  and  this  is  new  patterns  of  health  care,  especially  for  the 
poor. 

Well,  that  fits  into  the  prevention  we  are  talking  about. 

Somebody  has  got  to  do  it,  and  you  have  got  to  have  some  people 
dowm  there  able  to  do  it. 

ACQUISITION  OF  RESIDENCES 

Now,  one  last  question,  we  had  testimony  yesterday  on  acquisition 
of  residences,  but  I will  say  you  have  money  in  the  bill  for  this,  but 
they  refuse  to  agree  to  that,  and  they  are  going  to  phase  it  out  by 
starving  it  for  funds,  and  then  the  health  manpower  we  talked  about, 
and  the  need. 

EMERGENCY  HEALTH  MANPOWER 

The  emergency  health  manpower  of  course  is  a bill  that  I am  inter- 
ested in.  As  a matter  of  fact,  I authored  it,  and  we  have  $3  million 
supplemental. 

The  budget  request  is  for  10,  and  I am  going,  to  try  to  convince  the 
committee  to  do  something  about  that. 
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Senator  Kennedy.  I would  hope  you  will  be  persuasive,  Senator. 
Not  only  do  we  have  a shortage  of  health  manpower,  but  a maldistri- 
bution. You  have  suggested  one  of  the  important  ways  we  can  try  to 
meet  that  need,  and,  certainly,  it  oudit  to  be  given  full  and  adequate 
testing.  I have  recommended  $20  million  for  it,  and  I would  think  that 
that  is  fully  justified. 

I might  just  say,  when  I was  out  at  HSHHA  about  3 or  4 months 
ago,  and  was  talking  to  many  of  the  young  public  health  service  person- 
nel out  there,  I asked  them*if  this  program  was  actually  funded,  how 
many  would  be  willing  to  try  to  participate.  The  response  was  over- 
whelmingly favorable. 

Senator  Magnuson.  They  want  to  do  something  ? 

Senator  Kennedy.  Yes,  and  I think  you  have  a program  that  would 

provide  them  with  the  ability  to  something.  ^ ^ , 

Senator  Magnuson.  Well,  it  is  not  all  perfect,  but  it  is  the  beginning. 

Your  committee  will  probably  have  to  change  some  of  it  later  on. 

CANCER 

One  last  subject,  as  you  know,  the  Chairman  of  this  committee  has 
had  a longtime  interest  in  the  problem  of  cancer. 

The  first  bill  I ever  had  mv  name  to  in  Congress,  in  1938,  that  goes 
back  a long  time,  established  the  Cancer  Institute,  and  in  those  days, 
that  was  the  only  one  out  there. 

Finallv,  the  NIH  moved  out.  and  now  it  is  only  one  of  the  institu- 
tions of  11  or  12  divisions  of  NIH,  and  my  first  appropriation  was  a 
million  dollars,  and  if  it  had  not  been  for  Mrs.  Wilson  who  donated 
the  land  out  there  that  is  now  NIH,  and  the  entire  Bethesda  complex, 
we  would  have  never  made  a beginning. 

It  has  gone  up  considerably,  we  have  made  some  progress,  but  we 
are  not  anywhere  near  what  we  would  like. 

We  have  spent  hundreds  of  millions  of  dollars,  well  spent. 

We  have  an  exciting  new  concept  of  the  virus  problem  in  cancer, 
which  is  ver>"  exciting,  and  in  the  meantime,  ol  course,  there  was  not  a 
taxpayer  in  the  United  States,  if  he  thought  he  could  contribute  to  the 
cure  of  cancer,  he  would  do  so,  as  well  as  the  other  diseases. 

You  proposed  the  independent  agency,  which  would  lend  itself  to 
sort  of  a crash  program,  but  there  was  some  opposition,  and  legitimate 
opposition  to  that,  because  cancer  cuts  across  all  biomedical  research. 
Then  last  week  we  passed  the  Cx)nquest  of  Cancer  bill  and  we  all  do 
hope  to  have  more  efficient  administration  to  get  at  these  things. 

I applaud  vour  committee,  and  the  rest  of  you  in  doing  this. 

I was  caught  a little  in  between.  I did  not  know  which  way  to  go,  for 
I have  been  associated  with  it  so  long,  but  I hope  it  will  turn  out  all 
right. 

Now,  we  took  the  $100  million  in  the  supplemental,  and  I advised 
the  committee,  regardless  of  how  this  turns  out,  your  bdl,  or  the  other 
bills,  let's  take  the  $100  million  so  we  will  have  it  ready. 

Now,  you  anticipate  we  should  add  more  to  this  bill  in  cancer,  or  wait 
until  it  is  worked  out  ? 

Senator  Kennedy.  I understand  you  have  $50  million  for  this  year 
and  $50  million  for  next  year,  and  carryover  features  for  the  last, 
which  would  raise  the  total  to  a hundred  million  dollars  for  next  year. 
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Increasing  this  to  $170  million  additional  for  fiscal  year  1972  would 
be  in  accord  with  the  panel’s  recommendation,  and  I think  it  is  war- 
ranted and  justified. 

Authorization  Legislation  Requisite 

Senator  Magnuson.  Of  course,  this  poses  a little  problem  for  us,  as 
interested  as  I am  in  it,  and  I have  lately  a personal  interest  in  the 
matter,  a family  interest,  but  we  cannot  appropriate  money  that  has 
not  been  authorized.  It  would  be  subject  to  a point  of  order,  but  we 
probably  could  suggest  this,  in  view  of  the  Senate  passage  over- 
whelmingly, I guess  there  was  one  vote  against  it.  So  we  could  probably 
suggest  that  we  put  it  in  sort  of  temporarily,  and  then  if  the  bill  is 
not  authorized,  we  would  have  to  get  together  with  the  House  on  that. 

Senator  Kennedy.  I am  very  hopeful  that  the  House  will  respond 
before  the  August  recess. 

Senator  Magnuson.  We  will  mark  this  bill  up  I hope  in  the  next  2 
weeks. 

I hope  you  will  use  your  good  influence  over  there  to  see  if  they  will 
not  expedite  it,  so  we  can  put  it  in  this  bill,  so  get  busy  so  w^e  can  go 
ahead,  because  if  we  wait  for  the  budget,  why,  you  know  what 
happens. 

Senator  Kennedy.  Thank  you  very  much,  Mr.  Chairman. 

Senator  Magnuson.  Thank  you  very  much. 

STATEMENT  OF  HON.  ALAN  CRANSTON,  U.S.  SENATOR  FROM 
CALIFORNIA 

BUDGET  REQUEST  INCREASES 

Senator  Magnuson.  Our  next  witness  this  morning  is  Senator 
Cranston. 

Senator  Cranston.  Mr.  Chairman,  I am  delighted  to  be  here. 

I would  like  first  to  congratulate  Senator  Magnuson  on  his  outstand- 
ing accomplishment  as  chairman  of  this  subcommittee  in  obtaining 
substantially  increased  appropriations  for  health,  education,  welfare, 
and  poverty  programs  despite  drastic  cutbacks  recommended  by  the 
administration  in  the  last  several  years. 

Once  again,  the  administration  has  indicated  its  failure  to  attach 
adequate  importance  and  priority  to  the  areas  of  social  concern  repre- 
sented by  these  programs. 

These  programs  deal  with  everyday  human  problems.  They  can  alle- 
viate severe  burdens  thrust  on  individuals  by  matters  beyond  their 
control.  Each  dollar  placed  in  these  programs  promises  a return,  with 
interest,  to  the  national  economy  through  the  resulting  increase  in  pro- 
ductivity of  each  individual  assisted. 

NIH  RESEARCH 

Nowhere  is  this  more  evident  than  in  the  area  of  biomedical  research 
where  progress  often  is  ultimately  measurable  in  dollars  as  well  as  in 
human  terms. 

Dr.  Hugh  Fudenberg,  a professor  at  the  University  of  California, 
San  Francisco  Medical  Center,  made  a cost-benefit  analysis  of  the  re- 
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search  and  development  that  led  to  A^aocines  against  polio  and  measles, 
and  to  the  discovery  of  chemicals  now  used  to  treat  and  prevent 
tuberculosis. 

He  concluded  that  successful  research  into  those  three  diseases  alone 
has  already  saved  Americans  the  enormous  total  of  $12  billion  to  $23 
billion  since  these  advances  were  made. 

Kidney  transplants,  for  example,  are  a new  development  in  life- 
saving surgery.  Dr.  Fudenberg  estimates  the  cost  of  transplants  for  all 
eligible  kidney  patients  in  the  United  States  at  about  $10  million  a year. 

To  keep  these  same  patients  aliA^e  by  artificial  kidney  machines 
would  cost  about  $100  million  a year — and  each  year,  Avith  new  patients 
needing  more  machines,  the  cost  Avould  go  up. 

In  a lO-year  period  the  use  of  kidney  machines,  if  there  were  no 
transplants,  could  cost  Americans  $1  billion  a year. 

About  12,000  Americans  suffer  from  seA^ere  hemophilia  today.  For 
patients  hospitalized,  the  cost  of  their  disease  may  come  to  $120  million 
a year.  As  a result  of  basic  research  more  than  a decade  ago  by  Stan- 
ford University  Prof.  Dr.  Judith  Pool  and  the  subsequent  development 
of  a commercially  available  preventiA^e  chemical,  that  hemophelia  cost 
can  now  be  reduced  to  less  than  $15  million.  The  millions  of  dollars  re- 
stored to  adult  patients  in  annual  earning  power  have  not  even  been 
calculated. 

The  annals  of  medicine  abound  in  other  instances  where  funda- 
mental research  is  ultimately  translated  into  practical  advances  at 
enormous  savings  in  human  lives  and  money,  and  many  of  those  trans- 
lations are  on  the  horizon  now. 

F or  example,  basic  research  by  neurochemists  and  others  led  to  the 
recent  development  of  a new  therapy  for  Parkinson’s  disease  which 
improves  the  lives  of  one-half  to  1 million  persons  in  America. 

The  cost  benefits  for  the  disease  alone  (more  than  70  percent  of  the 
patients  treated  with  the  new  medicine  are  able  to  return  to  work) 
are  estimated  to  be  $1.6  billion  yearly. 

These  are,  of  course,  just  a few  of  many  possible  examples.  More 
are  set  forth  in  my  prepared  statement.  Many  new,  cost  effectiA^e  bio- 
medical breakthroughs  are  just  ahead.  HoAveA^er,  the  administration’s 
budget  request  for  the  National  Institutes  of  Health,  except  for  the 
$100  million  special  cancer  research  appropriation,  is  actually  a de- 
crease of  $20  million  beloAv  the  leA^el  of  appropriations  for  biomedical 
research  programs  in  1971.  This  is  shocking  and  must  not  be  accepted. 

The  NIH  programs  have  suffered  a consistent  reduction  in  level  of 
effort  since  fiscal  year  1969,  because  of  the  high  annual  inflation  in 
research  costs. 

The  coalition  for  health  funding  has  determined  that  in  order  to 
maintain  the  1969  level  of  NIH  research  programs  and  to  provide 
the  special  program  development  proposed  by  the  President  would 
require  an  appropriation  level  of  $232  million  above  the  President’s 
request. 

I believe  this  national  movement  of  outstanding  organizations  and 
individuals  in  the  health  field  has  conducted  a fair  and  educated 
evaluation,  and  I urge  the  committee  to  accept  this  recommendation 
which  breaks  down  as  follows : 
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National  Heart  and  Lung  Institute 

The  President’s  budget  request — the  same  amount  as  appropriated 
in  fiscal  year  1971 — is  a regressive  proposal  to  fight  the  No.  1 cause 
of  death  in  America — in  19^69  producing  about  three  times  as  many 
deaths  as  cancer  and  38.4  percent  of  all  American  deaths. 

The  American  Heart  Association  recommendation  of  $44.3  million 
more  would  take  into  account  the  effects  of  inflation,  as  well  as  provide 
a minimum  increment  of  less  than  7 percent  annually  since  fiscal  year 
1969.  In  addition,  it  would  permit  advancement  of  several  of  many 
promising  ongoing  programs,  including  the  12  heart  attack  specialty 
centers. 

As  our  abuse  of  the  environment  increases,  the  effects  show  up  in 
increased  respiratory  ailments,  many  of  them  disabling,  some  of  them 
fatal. 

The  serious  gaps  in  our  knowledge  about  the  incidence,  causes  and 
cures  of  lung  disease  can  be  filled  only  through  increased  training  of 
researchers. 

By  contrast,  the  administration  request  will  result  in  an  actual  de- 
crease in  research  grants,  fellowships  and  grants  for  graduate  cardio- 
vascular and  pulmonary  research  and  clinical  training. 

National  Institute  of  Dental  Research 

This  Institute — with  some  80  percent  of  the  research  in  the  Nation’s 
dental  research  system — has  been  the  Institute  subject  to  the  greatest 
proportionate  cuts  in  the  past  3 years. 

The  National  Institute  of  Dental  Kesearch  has  been  instrumental  in 
furthering  the  study  of  the  Buonocare  sealant. 

This  sealant  attacks  a major  cause  of  tooth  cavities  by  sealing  areas 
which  trap  decay-causing  bacteria.  Dr.  Buonocare  sealed  200  teeth  in 
60  children  aged  4 to  15,  leaving  the  children’s  other  teeth  unsealed. 
After  1 year,  he  found  cavities  in  42  percent  of  the  untreated  test 
teeth,  but  none  in  the  sealed  teeth. 

This  sealant  breakthrough  promises  a real-life  gleaming  child’s 
smile  in  every  mother’s  kitchen  exclaiming,  “Look,  ma,  no  cavities.” 

The  suggestion  of  the  coalition  on  health  funding  that  this  Insti- 
tute’s funds  be  increased  to  $43.6  million  is  fully  justified.  I urge  your 
committee  to  recommend  that  amount. 

I would  like  to  add  that  I was  proud  to  cosponsor  Chairman 
Magnuson’s  bill,  S.  1874 — the  proposed  Child  Dental  Health  Act, 
which  would  elevate  adolescent  dental  care  to  a level  comparable  with 
its  need  and  importance  to  a child’s  health  and  development. 

National  Institute  op  Arthritis  and  Metabolic  Diseases 

This  Institute  provides  research  support  in  a broad  spectrum  of 
diseases  and  metabolic  disorders,  including  such  prevalent  ones  as 
diabetes,  kidney  disease,  and  gastrointestinal  disease. 

It  also  supports  research  in  the  vital  area  of  nutrition. 

The  President’s  fiscal  year  1972  budget  proposes  an  almost  $5 
million  reduction,  with  a resulting  substantial  decrease  in  the  level 
of  research  program  support,  fellowships,  and  graduate  training 
grants. 
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Diabetes  is  the  eighth  leading  cause  of  death ; recent  research  indi- 
cates we  are  on  the  threshold  of  unlocking  the  door  to  its  cure. 

The  tragic  consequences  of  kidney  disease  are  well  known — the 
terrible  life  and  death  choices  in  distributing  dialysis  treatment  to 
only  a portion  of  those  needing  it  while  inadequately  financed  research 
teams  continue  to  seek  out  improved  methods  of  kidney  transplants 
and  kidneys. 

I urge  the  committee  to  recommend  an  increase  of  $32.3  million 
for  this  Institute. 

National  Institute  of  Neurological  Diseases  and  Stroke 

This  Institute  received  the  greatest  reduction  of  the  NIH  Insti- 
tutes in  the  budget  request  of  the  President,  a cut  of  $11  million  or 
over  10  percent  from  last  year’s  appropriation. 

This  will  result  in  the  interruption  of  on-going  programs  and  failure 
to  continue  the  development  of  the  clinical  stroke  centers  your  com- 
mittee singled  out  for  development  last  year. 

Unfortunately,  although  stroke  is  the  third  largest  killer  and  a pri- 
mary cause  of  disability  in  the  Nation,  only  one  additional  center 
was  funded  in  fiscal  year  1971,  rather  than  10  as  this  committee 
directed. 

I urge  you  to  recommend  an  appropriation  increase  of  $25.5  mil- 
lion over  the  President’s  request  for  this  Institute. 

National  Institute  of  General  Medical  Sciences 

The  basic  research  supported  by  this  Institute  underlies  all  NIH 
research  activities.  Many  specific  major  discoveries  were  the  results 
of  basic  research  by  individual  scientists  not  thinking  of  the  appli- 
cation of  their  work  to  a specific  disease. 

This  Institute  also  supports  research  in  certain  clinical  disciplines, 
such  as  trauma,  pharmacology,  and  toxicology. 

The  administration’s  proposed  $16  million  reduction  can  have  severe 
repercussions  in  the  entire  medical  research  field. 

I hope  your  committee  will  recommend  an  increase  of  $46.3  million, 
as  recommended  by  the  coalition,  for  this  Institute. 

National  Institute  of  Allergy  and  Infectious  Diseases 

This  Institute,  which  has  been  credited  with  major  responsibility 
in  the  development  of  the  vaccine  against  German  Measles,  also  re- 
ceived a substantial  budget  reduction — $4.6  million. 

Dr.  F udenberg’s  analysis  of  only  four  immunologic  and  infectious 
diseases  which  have  been  eradicated  or  dramatically  reduced  as  a re- 
sult of  the  basic  research  reveals  a total  savings  tenfold  greater  than 
the  combined  budget  of  tliis  one  Institute  for  its  total  life  span. 

I urge  the  committee  to  invest  in  this  highly  cost-effective,  humani- 
tarian effort  by  recommending  a budget  increase  of  $13.6  million,  as 
recommended  by  the  coalition. 
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National  Library  of  Medicine 

Another  major  contribution  made  by  the  National  Institutes  of 
Health  to  medical  science  and  to  the  medical  community  is  through 
the  National  Library  of  Medicine. 

The  tremendous  expansion  in  biomedical  knowledge  and  informa- 
tion in  the  last  25  years  requires  a central  national  and  international 
resource  to  compile  and  disseminate  all  important  data.  There  have 
been  tremendous  breakthroughs  in  the  development  of  communica- 
tions technology. 

I was  very  disappointed  to  learn  that  because  of  financial  restric- 
tions, the  Library  was  instructed  this  past  May  to  reduce  by  10  per- 
cent the  number  of  research  requests  it  fills. 

While  one  thinks  of  a library  as  being  rather  remote  from  the  di- 
rect care  of  a patient,  new  developments  in  communications  utiliza- 
tion bring  the  Library  to  the  patient’s  bedside  and  offer  a tremendous 
potential  to  the  physician. 

Yet  when  inflation-caused  increased  costs  are  taken  into  account, 
the  Library  has  been  suffering  a 5 -percent  reduction  each  year. 

I fully  support  the  recommendation  of  the  Coalition  on  Health 
Funding  and  urge  the  committee  to  increase  the  Library’s  appropria- 
tion by  $3.5  million  over  the  President’s  budget. 

HEALTH  MANPOWER 

Another  major  NIH  responsibility  is  the  development  of  health 
manpower.  The  Senate  Labor  and  Public  Welfare  Committee,  of 
which  I am  a member,  yesterday  reported  legislation  to  extend  pro- 
grams in  health  professions  and  nurse  training. 

We  adopted  a new  capitation-tied-to-innovation  approach  which  I 
feel  will  have  the  double  benefit  of  increasing  the  supply  of  scarce 
manpower  in  the  health  field  and  at  the  same  time  improving  and 
expediting  the  training  provided. 

I urge  that,  when  this  legislation  is  enacted,  your  committee  recom- 
mend appropriations  up  to  the  full  amounts  authorized  for  this  vital 
institutional  support  for  health  professions  and  nurse  training. 

I also  support  the  increase  of  manpower  in  the  vitally  important 
allied  health  professions  at  an  appropriate  level  as  recommended  by 
the  coalition — $69,244,000. 

HEALTH  SERVICES  AND  MENTAL  HEALTH  ADMINISTRATION 

Administration  proposals  for  funding  the  health  services  and  Men- 
tal Health  Administration,  reveal  the  same  pattern  of  reductions 
threatening,  I fear,  the  same  long-term  critical  losses  in  potential  bene- 
fits to  the  Nation. 

National  Institute  of  Mental  Health 

There  are  four  major  issues  involved  in  the  Nation’s  ability  to  per- 
form adequately  in  its  programs  for  prevention  and  treatment  of 
mental  illness:  The  construction  and  staffing  of  community  mental 
health  centers;  specific  programs  for  child  mental  health;  and  the 
critical  reduction  in  psychiatric  training. 
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Construction  of  Community  Mental  Health  Centers 

In  fiscal  year  1971,  there  was  no  appropriation  for  construction  of 
new  centers. 

The  only  funds  available  were  carried  over  from  fiscal  year  1970. 
This  situation  will  become  progressively  worse  unless  appropriations 
are  made  for  fiscal  year  1972. 

Dr.  Bertram  Brown,  Director  of  the  National  Institute  of  Mental 
Health,  has  assessed  the  fiscal  year  1972  construction  at  $35  to  $50 
million.  In  California  alone  there  is  a need  in  1972  for  at  least  $2.3 
million  obligated  for  centers  construction  in  1971  from  fiscal  year  1970 
appropriations. 

The  administration  suggestion  that  future  funds  for  construction  of 
centers  be  provided  by  Hill-Burton  programs  is  totally  unrealistic  in 
light  of  the  severe  cutbacks  the  administration  proposes  in  that 
program. 

I would  recommend  that  $45  million — half  the  authorization — be 
added  to  partially  offset  the  present  needs  and  to  provide  continuity 
for  the  center  construction  program. 

What  is  really  at  stake  in  the  construction  question  is  the  future  of 
the  community  mental  health  centers  program. 

The  administration  has  adopted  a policy  to  limit  staffing  grants 
to  those  centers  constructed  with  NIMH  funds,  and  that  construction 
program,  if  the  administration  has  its  way,  is  being  phased  out  with 
zero  appropriation  for  fiscal  years  1971  and  1972. 

Staffing  Grants  for  Community  Mental  Health  Centers 

Despite  clear  congressional  direction  that  the  additional  $30  million 
appropriated  for  staffing  in  fiscal  year  1972  were  to  support  applica- 
tions recommended  for  approval  in  fiscal  year  1970  and  additional 
applications  expected  to  be  approved  during  1971,  an  administration 
decision  limited  the  amount  of  money  made  available  for  new  awards 
in  fiscal  year  1971  to  $18.8  million. 

Further,  these  awards  were  limited  to  centers  which  had  received 
prior  construction  support.  Consequently,  at  the  close  of  fiscal  year 
1971,  there  were  approximately  63  applications  on  hand  at  NIMH, 
requesting  a total  of  $24  million  in  unavailable  staffing  grant  support. 

At  the  end  of  fiscal  year  1972,  NIMH  will  probably  have  on  hand 
$32  million  more  of  approved  but  unfunded  applications.  Therefore, 
I recommend  that  at  least  an  additional  $25  million  be  added  for  new 
staffing  grants,  combined  with  approximately  $145  million  for  con- 
tinuation of  staffing  grants — the  total  amount  recommended  by  the 
Coalition  on  Health  F unding. 

Mental  Health  of  Children 

Over  half  our  population  is  now  under  25.  About  10  percent — or 
10  million  children — require  some  form  of  mental  health  services. 

Though  the  Nation’s  mental  hospital  population  has  decreased  dur- 
ing the  past  15  years,  resident  population  rates  for  children  have  been 
increasing. 

Yet,  of  the  268,000  patients  under  18  seen  at  such  clinics,  60  percent 
received  no  more  than  a diagnosis. 
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The  cost  to  society  of  this  lack  of  facilities  is  difficult  to  measure,  but 
we  do  know  that  in  1969,  nearly  1 million  children  were  brought  be- 
fore juvenile  courts  and  during  the  past  two  decades  the  suicide  rate 
among  adolescents  and  young  adults  has  increased  by  60  percent. 

The  NIMH  has  made  the  mental  health  of  children  one  of  its  highest 
priorities. 

Nevertheless,  even  considering  total  national  resources,  the  pro- 
vision of  even  minimal  services  to  only  268,000  out  of  a potential  total 
of  10  million  mentally  ill  children  is  intolerable. 

I urge  that  the  new  programs  authorizing  construction  and  staffing 
of  child  mental  health  facilities  be  funded  at  least  the  coalition  recom- 
mendation of  $12  million. 

Psychiatric  Training 

The  $6.7  million  reduction  for  psychiatric  training  in  the  NIMH 
fiscal  year  1972  budget  request  is  the  first  step  of  a plan  to  phase  out, 
within  3 years,  the  entire  psychiatric  training  support  program  which 
now  stands  at  about  $34  million  annually. 

Since  1946,  the  numiber  of  psychiatrists  in  the  United  States  has 
increased  from  3,000  to  almost  25,000  as  a result  of  Federal  support 
of  psychiatric  training  programs  and  training  stipends. 

The  proposed  administration  phaseout  would  be  catastrophic  to 
just  developing  community  health  programs  as  well  as  programs  in 
alcoholism  and  drug  abuse,  and  services  for  children  and  families. 

This  will  result  in  the  loss  of  1,296  out  of  4,117  residency  slots  nation- 
ally ; for  Oalifornia,  167  of  579  approved  residencies. 

The  0MB  rationale  for  these  reductions  at  a time  cited  by  the  Presi- 
dent as  one  of  “a  crisis  in  health  care”  is  totally  lacking  substance. 

I urge  you  to  restore  the  full  $6.7  million. 

ALCOHOLISM  TREATMENT 

In  March  I participated  with  Senator  Hughes,  chairman  of  the 
Subcommittee  on  Alcoholism  and  Narcotics,  of  which  I am  a member, 
in  hearings  to  inquire  into  plans  for  the  implementation  of  Public 
Law  91-616,  the  Comprehensive  Alcohol  Abuse  and  Alcoholism  Pre- 
vention, Treatment,  and  Eehabilitation  Act  of  1970. 

We  were  informed  by  NIMH,  GEO,  and  0MB  personnel  that  the 
administration  has  no  intention  of  requesting  an  expanded  budget  for 
fiscal  year  1972  to  implement  this  law,  which  authorized  $100  million 
for  this  fiscal  year. 

In  effect,  the  administration  is  vetoing  a law  passed  unanimously 
by  the  Congress  and  signed  by  the  President. 

Worse  yet,  the  administration  proposes  that  OEO’s  alcoholism  pro- 
gram be  cut  back  from  the  $12.8  million  actually  funded  by  the  ad- 
ministration in  fiscal  year  1971  to  $2  million  in  fiscal  year  1972. 

I urge  this  committee  to  recommend  funds  at  the  full  level  of  the 
Public  Law  91-616  authorization  for  fiscal  vear  1972 — $100  million — 
and  the  amount  ultimately  earmarked  for  OEO”s  alcoholic  counseling 
and  recovery  program  in  S.  2007  to  extend  the  Economic  Opportunity 
Act. 
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REGIONAL  MEDICAL  PROGRAMS 

Another  major  program  operating  within  HSMHA  is  the  regional 
medical  programs.  EMP  has  developed  into  a major  link  between  the 
Federal  Government  and  the  private  sector  of  health  providers  at  the 
local  level. 

Yet,  the  President  has  proposed  that  only  $86.9  million  be  available 
for  obligation  for  BMP  in  fiscal  year  1972,  a sizable  reduction  from 
the  $106  million  appropriated  last  year,  despite  a large  backlog  of  ap- 
proved but  unfunded  EMP  projects. 

Although  those  deeply  involved  in  EMP  say  they  can  wisely  and  use- 
fully utilize  the  full  $150  million  authorized,  I believe  each  program 
potential  must  be  adjusted  to  conform  to  realistic  budgetary  limita- 
tions. 

Thus,  I ask  that  your  committee  recommend  the  $118  million  sug- 
gested by  the  coalition  for  health  funding. 

EMERGENCY  HEALTH  PERSONNEL 

I congratulate  the  chairman  on  achieving  enactment  last  year  of  the 
Emergency  Health  Personnel  Act  and  urge  this  committee  to  increase 
the  budget  request  for  this  program  to  the  full  authorized  amount  of 
$20  million  for  fiscal  year  1972. 

FAMILY  PLANNING  AND  POPULATION  GROWTH 

Congress  has  consistently  assumed  the  leadership  in  the  field  of  fam- 
ily planning  and  population  growth. 

Examples  are  the  1967  Social  Security  and  Equal  Opportunity  Act 
Amendments  and  last  year’s  Family  Planning  Services  and  Popula- 
tion Eesearch  Act  (Public  Law  91-592),  of  which  I was  a cosponsor. 
The  act  created  new  authority  intended  to  supplement  existing  au- 
thority for  Federal  financing  of  family  planning  services  and  popula- 
tion-related biomedical  and  behavioral  research. 

On  June  2,  I introduced  Senate  Joint  Eesolution  108,  calling  for 
establishment  of  a national  policy  of  achieving  population  stabiliza- 
tion in  our  country  by  voluntary  means  consistent  with  human  rights 
and  individual  conscience.  It  is  now  cosponsored  by  one-third  of  the 
U.S.  Senate. 

Now,  the  Congress  must  once  again  show  the  way — this  time  in  the 
realm  of  funding.  The  administration’s  budget  totally  ignores  the  new 
act’s  population  research  provisions. 

Instead,  it  seeks  funds  only  under  previous  general  national  institute 
of  child  health  and  development  authority. 

Continuing  to  fund  population  research  at  less  than  half  the  au- 
thorized level  is  another  tragic  instance  of  misplaced  Federal  prior- 
ities. 

Few  public  research  efforts  promise  such  immense  social  and  eco- 
nomic returns  for  such  a modest  investment  even  if  fully  funded. 

To  begin  with,  the  less  effective  our  contraceptive  technology,  the 
higher  the  costs  of  family  planning  services.  Two-thirds  of  the  wom- 
en choosing  the  pill  or  loop  abandon  them  within  2 years. 
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The  gap  between  the  contraceptives  we  have,  and  those  modem 
medical  science  could  provide  is  slowly  being  closed.  Research  ex- 
perts advise  that  lack  of  adequate  funding,  more  than  any  other  factor, 
IS  retarding  progress  in  developing  new  contraceptive  methods. 

I strongly  urge  you  to  raise  the  fiscal  year  1972  appropriation  for 
this  subject  from  $16.1  million  to  $53.8  million,  as  suggested  by  the 
public  witnesses. 

Let  me  now  turn  briefly  to  the  question  of  funds  for  population 
education. 

During  consideration  of  the  family  planning  bill  last  year,  I of- 
fered an  amendment  which  was  adopted,  authorizing  funds  for  the 
development  of  family  planning  and  population  growth  information 
and  materials. 

This  amendment  authorizes  appropriations  of  only  $1  million  for 
fiscal  year  1972;  $700,000  of  the  authorization  has  been  requested  to 
improve  Federal  family  plaiming  efforts. 

However,  the  amendment  was  also  intended  to  provide  resources 
for  the  development  of  population  growth  materials  and  informa- 
tion. 

Regrettably,  the  administration  has  completely  overlooked  this  sec- 
ond legislative  purpose. 

I urge  the  committee  to  approi^riate  the  remaining  $300,000  of  the 
fiscal  year  1972  population  education  authorization  specifically  for 
the  development  and  dissemination  of  population  growth  materials. 

As  an  example  of  the  kind  of  information  that  could  be  disseminated 
under  such  a program,  I submit  for  the  committee’s  examination  a 
copy  of  the  interim  report  of  the  President’s  Commission  on  Popula- 
tion Growth  and  the  American  Future,  on  which  I have  the  honor  to 
serve. 

The  Commission’s  final  report  next  March  will  include  a great 
deal  of  educational  material  that  should  be  made  readily  available 
to  the  American  people. 

EARLY  CHILDHOOD  DEVELOPMENT 

Another  critical  area  is  early  childhood  development.  Last  year,  the 
President  sought  only  $339  million  for  the  Headstart  program.  The 
final  Headstart  appropriation  figure  for  fiscal  year  1971  was  $360 
million  after  we  had  sponsored  an  amendment  adopted  by  the  Sen- 
ate to  appropriate  the  full  authorization  of  $398  million.  There  are 
3.5  million  children  under  the  age  of  six  whose  families  live  below  the 
poverty  level  and  Headstart  is  serving  only  about  452,000. 

The  present  Headstart  program  needs  expansion  to  serve  as  many 
children  in  as  wide  an  age  group  as  possible  with  comprehensive 
services. 

I recommend  that  this  subcommittee  ultimately  report  no  less  than 
$437  million,  the  full  amount  I expect  will  be  earmarked  for  Head- 
start in  the  authorization  bill,  S.  2007. 

SOCIAL  AND  REHABILITATION  SERVICE  TRAINING 

Another  special  concern  to  me  is  the  severe  budget  cut  in  training 
programs  of  the  Social  and  Rehabilitation  Service. 
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This  is  yet  one  more  instance  of  false  economy  pursued  at  the  ex- 
pense of  necessary  services  for  individuals. 

I ask  that  you  appropriate  no  less  than  the  amount  that  was  ap- 
propriated in  fiscal  year  1971. 

WELFARE  ADMINISTRATION  FREEZE 

I deeply  regret  that  the  President,  as  he  did  in  his  fiscal  year  1971 
budget,  has  included  in  his  fiscal  year  1972  budget  a llO-percent  freeze 
on  the  Federal  share  of  welfare  supportive  costs. 

I strongly  oppose  the  110  percent  ceiling  or  any  other  similar  arbi- 
trary ceiling  which  would  place  an  unfair  burden  on  already  hard- 
pressed  county  and  State  taxpayers.  I urge  you  to  keep  it  out  of  the 
bill. 

EMERGENCY  EMPLOYMENT  ACT 

Yesterday,  the  President  signed  into  law  the  Emergency  Employ- 
ment Act  of  1971.  Those  unemployed  for  27  weeks  or  longer  now 
number  well  over  500,000  and  this  bill  authorized  only  half  that  num- 
ber of  jobs. 

Anything  less  than  immediate  full  funding  of  the  $1  billion  au- 
thorization would  be  inconsistent  with  the  efforts  of  this  Congress  to 
reduce  the  staggering  rate  of  unemployment. 

I understand  the  President  said  yesterday  he  will  request  full 
funding. 

Mr.  Chairman,  thank  you  for  the  opportunity  to  appear  before  your 
subcommittee  to  express  my  views  about  these  matters  of  such  im- 
portance to  the  well-being  of  my  20  million  constituents  and  indeed 
all  in  this  Nation. 

I have  great  confidence  that  the  members  of  this  subcommittee  and 
the  full  committee  will  fully  deliberate  all  the  facts  presented  to  them 
and  act  wisely  and  generously  in  the  best  interests  of  the  American 
people  in  making  recommendations  to  the  Senate. 

BUDGET  REDUCTIONS  AND  FREEZING  OF  FUNDS 

Senator  Magnuson.  First  of  all.  Senator,  I want  to  thank  you  for  a 
very  complete  analysis,  particularly  for  most  of  the  items  in  the  health 
portion  of  HEW,  and  like  Senator  Kennedy  who  preceded  you,  this 
sort  of  information  to  the  committee  is  very  helpful,  because  this  is 
a large  complex  bill,  and  we  need  all  of  the  advice  we  can  get  to  do 
what  we  should  do  within  our  capabilities. 

I am  particularly  pleased  that  you  did  mention  the  number  of  cuts, 
and  in  many  instances  the  fact  that  the  budget  estimate  was  in  some 
places  the  same  as  last  year,  or  a little  bit  under,  which  means  that 
you  are  going  backward  instead  of  forward,  which  you  pointed  out 
so  well. 

I fully  regret  as  you  this  item  of  freezing  money  that  we  appropri- 
ated, and  I am  hopeful  that  that  will  not  be  done. 

110  PERCENT  ITEMS 

We  will  hear  a great  deal  of  testimony  on  the  1 10-percent  limitation 
item  from  many  of  the  Governors  and  the  people  involved.  We  had 
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some  testimony  yesterday,  and  we  will  have  to  take  a good  long  look 
at  it. 

That  has  been  the  subject  of  considerable  controversy  over  the  past 
2 years,  and  we  will  take  a good  long  look  at  that. 

There  is  a section  in  the  bill,  whether  the  House  will  keep  it  in  or 
not,  I don’t  know,  and  we  will  have  to  await  that. 

So  we  will  have  another  go  around  on  that  item. 

EMERGENCY  EMPLOYMENT  ACT 

Now,  on  the  Emergency  Employment  Act,  I hope  the  President 
does  send  a request  to  the  Congress.  I understand,  and  I want  to  ask 
your  opinion  on  this,  you  say  this  is  not  particularly  in  the  field  of 
health  specifically,  but  it  is  part  of  your  statement.  I understand  that 
the  President,  this  is  the  word  I get,  although  I am  not  very  privy  to 
what  goes  on  in  the  White  House,  but  it  is  that  he  will  send  the  request 
for  a bill  on  the  public  service  employment  bill,  and  will  request  it  be 
handled  as  a separate  bill  before  the  August  recess. 

Now,  I would  ask  you,  would  you  join  with  me  in  hoping  that  he  can 
send  it  up  so  fast  we  might  be  able  to  put  it  in  the  markup  of  this 
bill? 

Senator  Cranston.  I urge  you  do  whatever  would  be  most  effective. 

Senator  Magnuson.  If  the  Secretary  of  Labor  will  be  the  Adminis- 
trator of  this,  because  we  have  Labor  in  this  bill  too. 

Senator  Cranston.  If  that  is  the  most  effective  way  to  move  it  rap- 
idly through  the  Congress  I would  hope  you  do  so,  I am  deeply  inter- 
ested in  that  bill.  I was  on  the  conference  committee  after  working 
on  it  in  committee,  and  I feel  it  fully  deserves  full  appropriations. 

Senator  Magnuson.  Well,  I am  hopeful  if  we  can  do  this,  and  get  it 
moving,  that  it  will  not  be  next  fall,  or  next  year,  when  we  start  to  ac- 
tually go  out  and  employ  these  people,  because  of  some  regulatory 
and  administrative  lag  down  in  the  Department,  as  to  guidelines,  or 
telling  the  local  people  what  they  are  going  to  get,  or  how  they  can 
apply,  all  of  these  things,  that  could  just  cause  inumerable  delays  in 
this  program. 

Senator  Cranston.  I would  like  to  ask  if  it  might  not  move  more 
rapidly  if  there  was  a separate  bill  for  that  specific  Act,  the  Manpower 
Emergency  Employment  Act,  that  might  move  it  more  rapidly  than 
if  it  was  attached  ? 

Senator  Magnuson.  It  will  be  a separate  bill  before  the  August  re- 
cess, but  if  we  can  accomplish  this  legislatively  and  appropriation- 
wise,  then  I hope  we  can  all  help  to  move  to  get  it  accomplished,  be- 
cause after  he  vetoed  the  Public  Works  bill,  there  is  not  much  hope 
around,  unless  we  get  this  one  out. 

Senator  Cranston.  That  is  right. 

RESEARCH 

Senator  Magnuson.  Now,  on  the  whole  question  of  research,  we  ap- 
preciate these  illustrations  of  the  amount  of  money  that  can  be  saved, 
with  the  right  kind  of  research  in  all  of  these  dread  diseases.  Although 
the  money  is  important,  just  think  of  the  suffwing  we  have  alleviated, 
this  is  very  important,  and  we  are  going  to  take  a good  long  look  at 
this.  We  are  familiar  with  some  of  this  research  which  you  point  out. 
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and  we  need  to  be  reminded  of  it  every  once  in  a while,  when  we  make 
appropriations,  particularly  in  basic '^research,  and  this  is  very  hard 
to  explain  to  people. 

This  is  where  these  things  show  up,  and  I know  of  actual  instances, 
and  so  do  you,  where  they  have  done  so  much,  because  we  have  put  our 
faith  in  these  people  who  are  working  so  hard,  so  dedicated  in  these 
fields. 

Cancer 

Now,  on  the  question  of  the  cancer,  you  have  heard  the  colloquy  with 
Senator  Kennedy,  so  we  will  have  to  see  how  we  can  work  that  out  to 
get  it  in,  subject  "to  the  bill  on  the  House  side,  and  see  what  _we  need  to 
put  in,  although  I am  sure  you  do  agree,  the  extra  $100  million,  that 
will  j list  make  the  beginning. 

Senator  Craxstox.  Yes,  we  should  go  full  on  that  without  letting 
that  money  be  siphoned  away. 

Dental  Research 

Senator  ^Iagxusox.  On  page  5,  you  talked  about  very  exciting 
things  that  happen  in  dental  research,  and  I appeared  before  your 
committee  yesterday,  on  a bill  that  I introduced  for  children's  dental 
health,  and^some  of  the  figures  are  just  startling  as  to  the  lack  of  dental 
care  available  to  children,  particularly  poor  children.  Seventy  percent 
of  the  children  in  the  United  States  under  12  have  never  seen  a dentist, 
and  this  means  in  the  future,  that  there  is  going  to  be  great  costs  to 
themselves,  their  families,  and  everyone  else,  and  here  is  when  you 
can  nip  it  in  the  bud. 

I am  so  glad  to  find  out  about  the  research  in  this  sealing  area.  T\"e 
have  some  interesting  testimony  on  research  that  is  going  on,  to  per- 
fect whatever  they  use,  the  glue,  or  whatever  they  j^nt  in  it,  strangely 
in  the  field  of  oceanography,  where  they  are  testing  how  a barnacle, 
or  the  barnacle  family  can  hang  onto  a post  with  2,000  pounds  of  waves 
hitting  them  ever}’  minute.  YTiatever  that  “Elmer's  Glue’'  is,  it  is 
pretty  good,  and  this  is  exciting  and  it  costs  so  little,  hardly  anything. 

Senator  Craxstox.  That  sealing  program  can  mean,  instead  of  only 
seeing  it  on  television,  real  life  incidents  in  every  house  where  you  can 
have  kids  saying,  “Look,  mom,  no  cavities.” 

Allergies,  Library  of  Medicine  and  Health  Manpower 

Senator  Magxitsox.  Then  I think  I can  suggest  to  you.  ask  your  sup- 
port, that  one  of  the  basic  problems  is  that  of  health  manpower.  I feel 
our  research  is  doing  fairly  well,  if  we  continue  to  give  them  the  where- 
withal they  can  do  even  better,  but  the  delivery  of  health  care  is  the 
problem  in  this  country.  If  there  is  any  crisis  in  health,  it  is  the  failure 
to  be  able  to  deliver  quality  care  to  the  people  that  need  it,  so  we  will 
take  a look  at  all  this. 

COXSTRUCnOX  OF  MEXTAL  HEALTH  CEXTERS 

I cannot  give  you  much  hope  on  construction,  which  we  need  in  the 
mental  health  centers.  It  means  their  survival  in  some  cases. 

Senator  Craxstox.  Yes,  it  does. 
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Senator  Magnuson.  So  we  are  going  to  look  at  that  staffing  of  the 
mental  health  centers,  and  the  drug  and  alcoholism,  we  have  already 
tentatively  decided  to  add,  we  hope,  much  more  than  what  is  in  the 
budget  to  that,  and  for  the  regional  medical  programs  which  are  so 
important. 

I want  to  thank  you  for  your  good  analysis  of  the  bill,  and  it  points 
out  some  dollar  guidance  for  us,  and  we  are  going  to  hear  from  the 
departments  as  soon  as  we  can  get  through  with  the  so-called  outside 
witnesses,  and  I assure  you,  we  will  have  some  pertinent  questions  to 
ask  them,  maybe  a little  embarrassing,  not  to  them,  because  they  are 
under  wraps  by  the  budget,  and  they  have  a problem.  I thank  you  very 
much. 

Senator  Cranston.  Mr.  Chairman,  I want  to  say  it  is  great  to  have  a 
chairman  who  is  as  responsive  as  you  are,  and  takes  testimony  as 
thoughtfully  as  you  do,  and  is  as  dedicated  and  effective  as  you  are. 

Thank  you  very  much. 

Senator  Magnuson.  Thank  you  very  much. 

STATEMENT  OF  HON.  HARRISON  A.  WULLIAMS,  JR.,  U.S.  SENATOR  FROM  NEW 
JERSEY 

Senator  Magnuson.  The  Senator  from  New  Jersey,  Senator  Wil- 
liams, who  is  chairman  of  the  Senate  Committee  on  Labor  and  Public 
Welfare,  which  has  jurisdiction  over  legislation  in  the  Labor  and 
HEW  fields,  could  not  be  here  but  has  submitted  a statement  which  the 
subcommittee  will  carefully  consider.  Senator  Williams’  statement  will 
be  included  in  the  record  in  full. 

(The  statement  follows :) 
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I am  grateful  to  the  Chairman  and  members  of  the  Sub- 
ComiiTiittee  for  this  opportunity  to  express  my  views  on  some 
of  the  appropriations  issues  which  the  Subcommittee  will  be 
considering. 

As  Chairman  of  the  Committee  on  Labor  and  Public  Welfare 
I want  to  convey  my  great  concern  regarding  the  level  of  funding 
requested”  by  the  Administration  for  two  new  programs  which  were 
enacted  into  law  last  year  after  being  favorably  reported  by 
our  Committee. 

Both  programs  were  developed  in  order  to  meet  problems 
which  clearly  had  been  long  neglected  to  the  tragic  detriment 
of  the  lives  and  health  of  millions  of  Americans.  Both 
programs  urgently  require  the  fullest  possible  funding  for 
Fiscal  Year  1972,  but  the  Administration's  appropriations 
requests  are  seriously  inadequate.  I therefore  urge  the 
Committee  on  Appropriations  to  give  favorable  consideration 
to  increases  in  the  amounts  sought  for  these  programs. 

OCCUPATIONAL  SAFETY  AND  HEALTH 

Enactment  of  the  Occupational  Safety  and  Health  Act  of 
1970,  which  became  effective  on  April  28,  1971^  represented 
a commitment  by  Congress  to  provide  an  effective  means  for 
dealing  with  the  long-ignored  problems  of  hazards  in  the 
worhplace.  It  was  based  on  Congress'  awareness  that  unless 
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a comprehensive  Federal  effort  were  undertaken^  the  Nation's 
working  men  and  women  would  continue  to  fall  victim  to  the 
more  than  14,000  deaths,  the  two  million  disabling  injuries, 
and  the  400,000  occupational  illnesses  that  are  the  minimum 
known  to  occur  yearly.  Such  a comprehensive  Federal  effort, 
it  was  concluded,  could  put  an  end  to  much  of  the  unconscionable 
human  suffering  which  such  statistics  reflect,  as  well  as  the 
substantial  economic  losses  which  inevitably  accompany  those 
statistics.  Over  $1.5  billion  is  wasted  each  year  in  lost 
wages,  and  the  annual  loss  to  the  Gross  National  Product  is 
estimated  to  be  over  $8  billion.  Vast  resources  that  could 
be  available  for  productive  use  are  siphoned  off  to  pay 
workmen's  compensation  benefits  and  medical  expenses. 

The  very  extensive  responsibilities  which  the  Congress 
placed  upon  the  Department  of  Labor  and  the  Department  of 
Health,  Education  and  Welfare  under  this  Act  will  require 
a meaningful  level  of  funding  if  ohe  Act's  provisions  are  - 
to  have  any  real  effect.  Unfortunately,  the  unduly  modest 
requests  submitted  by  the  Administration  will  not  permit 
as  full  a degree  of  implementation,  during  the  first  full 
fiscal  year,  as  is  possible  or  as  is  necessary  if  we  are  to 
truly  honor  the  commitment  this  legislation  represents. 

For  example,  the  Department  of  Labor  has  requested  only 
$24,900,000  for  carrying  out  its  functions  under  the  Act 
during  this  fiscal  year.  This  amount,  which  must  cover  the 
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Department’s  responsibilities  for  setting  standards^,  compliance 
activities^  training  and  education  programs,  and  administration 
of  State  grants,  comes  to  less  than  50  cents  for  each  of  the 
57  million  workers  covered  by  this  Act. 

The  insufficiency  of  this  request  is  apparent  from 
the  limited  level  of  compliance  activity  which  such  a budget 
would  permit.  Under  this  budget,  the  Department  would  expect 
to  have  in  the  field  only  some  600  compliance  officers  by  the 
end  of  this  fiscal  year  --  an  increase  of  only  hOO  over  the 
inspection  staff  already  on  board  under  other  safety  programs 
when  this  Act  was  passed. 

The  compliance  staff  projected  by  the  Department  has 
been  estimated  to  be  capable  of  only  30,000  compliance- 
inspections  a year  --  hardly  a drop  in  the  bucket  when  we 
realize  that  more  than  4 million  workplaces  are  covered  by 
the  Act. 

The  constraints  thus  imposed  upon  the  Department  have 
resulted  in  its  plan  to  concentrate  its  compliance  activity  - 
in  five  "target  industries"  --  longshoring,  roofing  and 
sheet  metal,  meat  products, - transportation  equipment,  and 
lumber  and  wood  products.  While  such  industries  undoubtedly 
warrant  all  possible  attention,  the  fact  that  the  Department 
has  found  it  necessary  to  focus  its  efforts  on  a group  of 
industries  employing  only  1 1/2  million  workers  --  less  than 
of  the  workers  meant  to  be  protected  by  this  Act  --  clearly 
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demonstrates  that  under ‘these  budget  limitations,  the 
Department  does  not  find  it  possible  to  give  adequate  attention 
to  the  many  millions  of  workers  exposed  to  serious  hazards 
in  such  other  industries  as  basic  metals,  chemicals,  textiles, 
agriculture,  and  many  others. 

I would  urge  that  a budget  permitting  the  hiring  of  1000 
new  inspectors  during  this  fiscal  year  would  at  least  represent 
a step  in  the  direction  of  providing  a more  appropriate  level 
of  enforcement  activity  which  is  necessary  to  give  meaning  to 
the  protections  promised  by  the  Act.  Indications  are  that 
such  addl.tional  hiring  and  compliance  efforts  would  be 
entirely  possible  to  achieve  if  the  funds  were  provided.  As 
we  all  know  too  well,  there  presently  exist  many  thousands  of 
unemployed  --  including  those  with  engineering  and  other 
training  or  work  experience  which  provide  them  with  a valuable 
background  of  knowledge  in  plant  conditions  and  safety  problems 
--  who  could  be  effectively  utilized  in  this  program.  Moreover, 
the  Department  does  not  face  the  administrative  problem  of 
having  to  fit  such  employees  into  a wholly  new  structure 
being  built  entirely  from,  the  ground  up;  rather  the  Department 
has  been  able  to  expand  upon  the  existing  administrative 
structure  --  including  a system  of  regional  offices  which 
had  been  developed  in  the  Bureau  of  Labor  Standards  for 
enforcing  other  previously  enacted  safety  statutes  of  more 
limited  applicability. 
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Measured  against  the  demonstrated  need  and  Congressional 
intent,  it  is  evident  that  the  Administration's  budget  request, 
and  the  program  accordingly  projected  by  HEW,  reflects  very 
little  appreciation  of  the  real  dimensions  of  the  task  which 
HEW  and  the  Institute  have  been  given.  One  indication  of  the 
gap  between  need  and  projected  program  m,ay  be  found  in  the 
list  of  15^000  toxic  substances  which  the  Institute  has  just 
published  pursuant  to  Section  20  of  the  Act.  There  presently 
exist  threshhold  limit  values  (which  do  not  even  represent 
fully  developed  criteria)  for  only  some  AOO  of  these  substances, 
yet  the  Pnstitute  has  indicated  that  under  its  proposed  budget, 
it  would  be  able  to  develop  some  additional  20  to  30  criteria 
packages  a year. 

It  is  clear  that  the  Institute  will  be  able  to  accomplish 
very  little  more  than  to  continue  its  present  studies  of  the 
most  notorious  hazards,  and  will  be  able  to  give  scant 
attention  to  the  thousands  of  other  known  or  suspected  hazards 
whose  insidious  effect  upon  the  health  of  our  working  people 
may  be  just  as  great. 

I therefore  recommend  most  strongly  that  this  Committee 
substantially  increase  the  budget  request  for  HEW  --  a doubling 
of  the  $25,216,000  requested  for  all  Occupational  Health 
activities  would  be  a minimal  increase  in  view  of  the 
unmistakable  need  --  if  this  activity  is  to  undertake  with 
any  degree  of  adequacy  the  type  of  research  programs  which 
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Congress  has  mandated,  I think  it  is  worth  mentioning  in 
this  connection  that  the  Committee  on  Appropriations  has 
recently  recommended  to  the  Senate^  and  the  Senate  has 
approved  a $72  million  appropriation  to  the  Bureau  of  Mines 
for  mine  health  and  safety^  or  approximately  $l80  for  each 
of  the  Nation's  miners,  I believe  that  the  400,000  miners 
of  coal  and  other  substances  deserve  this  kind  of  Congressional 
concern.  But,  surely,  so  do  the  other  57  million  American 
working  men  and  women  covered  by  the  new  Occupational  Safety 
and  Health  Act,  Unfortunately,  the  Administration's  requests, 
which  come, to  less  than  6o  cents  per  worker  when  the  Labor 
and  HEW  budgets  are  combined,  do  not  reflect  such  concern. 
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TKE  LEAD-BASED  PAIKT  POISONING  PREVENTION  ACT 

This  Act  was  adopted  by  Congress  last  year  and  was 
signed  into  law  on  January  13^  1971.  In  addition  to 
providing  the  means  for  prohibiting  the  future  use  of 
lead-based  paint  in  residential  structures^  the  Acz  provided 
for  Federal  grants  by  the  Department  of  Health,  Education, 
and  Welfare,  to  local  governments  for  carrying  out  detection 
and  treatment  programs  and -for  eliminating  the  hazard  of 
lead-based  paint  in  high  risk  areas.  It  also  provided  for 
Federal  research  programs  by  the  Department  of  Housing  and 
Urban  Development  to  determine  the  nature  and  extent  of  this 
hazard  and  methods  for  removal.  A total  of  $8,330^000  was 
authorized  by  the  Act  for  HEW's  role  for  Fiscal  Year  1971^ 
and  a total  of  $l6, 660,000  for  that  Agency  for  Fiscal  Year 
1972. 

The  Administration's  response  to  this  Act  and  the 
problems  which  gave  rise  to  its  adoption  has  truly  been  one 
of  cruel  disregard.  No  funds  whatever  were  requested  by  the 
Administration  for  implem.enting  the  Act  in  1971  and  only 
$2  million  has  been  requested  for  Fiscal  Year  1972. 

The  tragic  fact  is  that  lead-based  paint  poisoning  has 
becOiTie^  almost  epidemic  in  some  of  our  urban  areas.  The 
Surgeon  General  of  the  United  States  estimates  that  as  many 
as  400,000  children  suffer  from  dangerously  elevated  blood-lead 
levels  as  a result  of  eating  lead-tainted  paint  and  plaster  chips 
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which  peel  from  the  walls  and  ceilings  of  their  apartments 
and  hallways. 

800  children  yearly  are  sentenced  as  mental  vegetables 
to  permanent  institutionalized  care.  And  this  completely- 
preventable  disease  accounts  for  the  mental  retardation 
of  an  additional  3^000  to  6_,000  children  a year,  incurring 
great  expenditures  for  me.dical  treatment  and  rehabilitation. 

'piou sands  of  others  with  high  blood-lead  levels 
become  slow  learners  with  behavioral  problems  demonstrated 
throughout  their  school  years. 

The  ‘cost  of  eradicating  the  underlying  cause  of  this 
disease  is  substantial  --  probably  ranging  from  $600  to  $2000 
for  paint  removal  from  an  average-sized  dwelling  --  but 
compared  to  the  $250,000  cost  for  the  lifetime  medical  care 
of  one  afflicted  child,  iu  would  be  miniscule. 

Lodged  in  the  files  of  KEW  are  lists  of  at  least  38  cities 
in  need  of  funds  to  eradicate  lead  poisoning.  Only  I/3  of 
these  specify  amount  needed,  and  these  requests  total  over 
$7  million.  The  unspecified  requests  could  bring  the  total 
to  over  $50  million,  as  one  HEW  official  has  reported.  He 
further  stated  that  $2  million  would  support  programs  in 
only  3 or  4 cities  and  these  would  consist  mostly  of  screening 
with  a limited  amount  of  follow-up. 

In  view  of  the  clear  and  urgent  need,  I earnestly  hope 

this  Committee  will  disregard  the  Administration's  shockingly 
low  request  of  only  $2  million  for  Fiscal  Year  1972  and 
appropriate  the  full  $l6, 600,000  which  was  authorized  in  • 
the  basic  legislation  for  HEW. 


63-792  O - 71  - pt.  3 --  42 
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SUMMER  NEIGHBORHOOD  YOUTH  CORPS 

One  additional  matter  which  I wish  to  comment  upon  is 
the  summer  Jcb  program  operated  through  the  Neighborhood 
Youth  Corps.  This  has  been  an  uncalculably  valuable  program 
through  which  we  have  made  it  possible  for  our  cities  to 
provide  desperately  needed- income-producing  employment 
opportunities  for  disadvantaged  young  people.  These 
opportunities  for  youngsters  who  would  otherwise  face  an 
idle,  frustrating  and  restless  summer,  have  gone  far  to 
relieve  the  tensions  over  which  our  cities  have  had  good 
reason  to  become  so  apprehensive  in  recent  years. 

The  Administration's  Fiscal  1972  request  for  this 
program  is  $165,700,000  --  the  same  amount  as  was  initially 
requested  and  appropriated  last  year  for  this  present  summer. 
We  know  this  to  be  an  inadequate  amount;  we  acknowledged 
that  last  May  when  we  added  $105,000,000  in  a supplemental 
appropriation  for  the  current  summer.  We  followed  this 
same  pattern  in  the  preceding  year,  recognizing  the  inadequacy 
of  the  original  appropriation  and  enacting  a supplemental 
appropriation  in  July,  1970. 

^ It  should  be  apparent  that  by  not  approving  a large 
part  of  the  eventual  total  appropriation  until  late  Spring 
or  early  Summer,  we  are  inflicting  unnecessarily  heavy 
burdens  on  those  who  are  responsible  for  administering  these 
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summer  programs  in  the  cities  of  our  Nation.  I know  from 
the  experience  in  my  own  State  of  New  Jersey  that  if  our 
local  officials  are  to  have  sufficient  time  for  properly 
plarxning  the  most  effective  program,,  they  must  know  by  early 
Spring  just  how  much  money  they  will  have  available  for 
this  purpose. 

I believe  we  should  recognize  this  problem  and  provide 
in  cur  initial  appropriation  a more  adequate  level  of  funding 
for  the  following  summer. 

The  Administration's  request  for  Fiscal  1972  will  support 
only  4l4y200  slots  for  next  summer  --  some  184^000  less  than 
for  the  current  summer.  I know  from  the  experience  in  my  own 
State  that  the  number  provided  for  this  summer  was  inadequate. 
A more  reasonable  figure  would  have  been  the  641,000  slots 
urged  by  the  National  League  of  Cities  --  U.  S.  Conference 
of  Mayors,  and  I strongly  recommend  that  this  Subcommittee 
support  a level  of  f'unding  that  would  provide  no  less  than 
that  for  next  summer. 
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STATEMENT  OF  HON.  JOHN  V.  TUNNEY,  U.S.  SENATOR  FROM  CALI- 
FORNIA 

BUDGET  REDUCTIONS 

Senator  Magnuson.  We  will  now  hear  from  Senator  John  Y. 
Tunney. 

Senator  Tunne't.  Thank  you  very  much,  Mr.  Chairman.  It  is  a great 
privilege  to  appear  before  your  committee. 

Mr.  Chairman,  I feel  quite  humble  coming  before  this  committee  to 
testify  because  I have  long  been  impressed  with  the  excellent  work  be- 
ing done  under  your  leadership  in  recognizing  the  needs  in  the  areas 
that  I am  going  to  be  testifying  on.  But  representing  21  million  Cali- 
fornians, who  are  very  deeply  concerned  by  the  cutbacks  in  the  areas  I 
will  be  testifying  on,  I feel  a decided  responsibility. 

REGIONAL  MEDICAL  PROGRAMS 

Mr.  Chairman,  one  of  the  major  priorities  emerging  in  this  Congress 
has  to  do  with  the  health  as  well  as  the  economic  status  of  this  country. 

Several  bills  pending  before  both  Senate  and  House  committees 
speak  to  this  issue  and  have  been  the  subject  of  recent  hearings. 

Although  embodying  many  different  approaches  which  call  for  vary- 
ing Federal  roles,  most  of  these  proposals  share  a common  aspiration — 
that  every  citizen  should  have  access  to  medical  care  when  he  needs  it. 

This  goal  makes  certain  assumptions.  One  is  that  there  are  or  will  be 
adequate  medical  resources  and  manpower  available  to  meet  our  needs 
when  clearly  this  is  not  the  case. 

What  troubles  me  is  that  existing  channels  for  making  meaningful 
progress  are  being  ignored  or  severely  hampered.  The  administration’s 
health  budget  provides  only  a modest  increase  over  last  year’s  level  of 
appropriations,  and  slashes  to  the  bone  several  programs  which  show 
the  greatest  promise  of  tackling  many  elements  of  the  “health  care 
crisis”  referred  to  by  President  Nixon. 

I refer  specifically  to  regional  medical  programs,  known  as  BMP, 
over  whose  legislative  birth  under  the  Heart  Disease,  Stroke,  and 
Cancer  Amendments  of  1965  many  of  you  presided. 

Through  BMP  and  its  medical  school  affiliates,  new  medical  tech- 
niques and  practices  to  combat  these  diseases  have  been  extended  into 
community  hospitals  and  physician  offices  to  improve  patient  care. 

The  universality  today  of  coronary  care  units  manned  by  specialty 
trained  nurses  and  physicians  is  directly  associated  with  the  55  BMP 
regions. 

Similar,  though  perhaps  less  dramatic,  strides  have  been  made  in 
areas  of  stroke,  cancer,  radiology,  respiratory  diseases,  and  other  spe- 
cialized areas. 

1971  Program  Redirection 

Last  year  the  BMP  thrust  began  shifting  in  two  respects.  The  pro- 
gram was  redirected  ( from  its  categorical  orientation ) toward  several 
goals : Improved  and  expanded  services  by  existing  physicians,  nurses, 
and  other  allied  personnel ; increased  utilization  of  new  types  of  allied 
health  personnel;  new  and  specific  mechanisms  that  provide  quality 
control  and  improved  standards  and  decreased  costs  of  care  in  hospi- 
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tals,  early  detection  of  disease ; implementation  of  the  most  efficient  use 
of  all  phases  of  medical  care  technolo^ ; and  support  for  consolidation 
or  reorganization  of  health  care  activities  to  achieve  maximum 
efficiency. 

What  makes  EMP  uniquely  qualified  to  take  on  these  responsibilities 
is  its  framework.  The  program  boasts  large  numbers  of  physicians 
and  related  health  professionals,  all  working  together  within  a volun- 
teer structure.  This  organizational  pattern  actively  encourages  local 
determination  of  needs  and  the  pooling  of  community  resources. 

In  the  California  region,  for  example,  the  EMP  spans  nine  linking, 
but  separate  geographical  areas.  Each  is  served  by  its  own  program 
which  is  affiliated  with  one  of  the  State’s  nine  medical  schools. 

1971-72  Funding  Retrenchment 

At  the  same  time  the  EMP  mission  was  enlarged,  the  Department 
of  Health,  Education,  and  Welfare  instituted  a sharp  retrenchment 
program  leading  to  a 12-percent  slash  across  the  board  in  all  the  55 
regions.  In  the  budget  before  you  the  administration  requests  only 
$52  million  for  EMP,  representing  a 50-percent  reduction  from  the 
$106  million  appropriated  by  Congress  for  fiscal  year  1971. 

The  implications  of  such  sizable  cuts  are  far  reaching.  This  cur- 
rent fiscal  year  the  California  coinmittee  on  regional  medical  programs 
will  have  available  only  $6  million  of  the  $11  million  for  which  they 
were  approved. 

Mr.  Chairman,  I think  it  is  patently  wrong  to  mandate  a program 
with  so  much  potential  to  a token  role  at  a time  its  accumulated  exper- 
tise is  desperately  needed.  In  my  own  State  EMP  has  responded  with 
enthusiasm  to  its  neAv  challenges  and  despite  such  a brief  interim  has 
made  visible  progress. 

National  RMP  Advisory  Committee  Description  of  California  Region 

This  has  been  recognized  by  the  National  EMP  Advisory  Commit- 
tee which  described  the  California  region  as  “a  valuable  national  lab- 
oratory for  the  solution  of  urban  and  rural  medical  care  problems.” 
This  body  singled  out  for  special  attention : 

The  region’s  outstanding  involvement  of  key  members  of  the  health 
power  structure  for  voluntary  health  agencies,  universities,  medical 
schools  to  consumer  participation. 

Its  wide  range  of  activities  at  the  community  level  and  active  and 
efficient  pursuit  in  involving  other  Federal  programs.  Current  progress 
as  a result  of  vigorous  efforts  to  come  to  grips  with  health  problems 
where  inadequate  services  exist,  such  as  Watts- Will owbrook,  north- 
east  San  Fernando  Valley,  Eichmond,  and  east  Palo  Alto. 

Its  imagination  in  developing  and  training  new  types  of  health 
manpower,  including  volunteers,  to  augment  available  resources  and 
fill  gaps  where  deficiencies  exist. 

Its  enormous  capacity  for  identification  of  problems,  for  their  isola- 
tion and  in  the  design  of  strategic  planning  for  their  solutions.  Excit- 
ing examples  of  innovative  and  unique  approaches  to  improvement 
of  health  delivery  services  throughout  the  region. 

Its  first-rate  leadership  and  staffing. 
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Position  Paper  of  RMP  Coordinators 

Last  March  in  a position  paper,  EMP  coordinators  outlined  major 
efforts  to  which  their  programs  could  contribute,  including  helping  to 
implement  the  Emergency  Health  Personnel  Act  recently  passed  by 
Congress,  establishing  new  area  health  education  centers  as  recom- 
mended by  both  the  President  and  the  Carnegie  Commission  on  Higher 
Education,  meeting  the  health  manpower  crisis  and  improving  the 
accessibility  of  health  care  through  regionalization  of  emergency 
medical  services,  expansion  of  urban  and  rural  primary  care  and  ex- 
tension of  rehabilitation  and  other  specialized  services. 

The  coordinators  also  noted : 

In  their  short  life  the  RMP’s  have  won  the  endorsement,  support  and  active 
collaboration  of  the  practicing  medical  professional  and  the  other  members  of 
the  health  care  team — the  very  professionals  on  whom  the  Nation  is  dependent 
for  delivery  of  health  care. 

In  summary,  EMP  has  reached  the  stage  nationally  where  I believe 
it  is  fair  to  say  that  it  enjoys  the  strongest  willing  partnership  be- 
tween Government  and  the  health  providers. 

I believe  the  recently  concluded  meeting  of  the  American  Medical 
Association  endorsing  EMP  shows  that. 

It  seems  ironic,  then,  that  I am  here  to  discuss  regional  medical 
programs  at  a time  when  the  Congress,  the  Nation’s  health  providers 
and  their  patients  all  wish  to  see  EMP  thrive  and  grow,  and  yet  EMP 
is  threatened  by  the  puzzling  attitude  toward  health  exhibited  by  the 
current  administration. 

Results  in  California 

In  California,  EMP  has  produced  strong,  positive  results  that  have 
unquestionably  l)enefited  many  thousands  of  patients. 

I would  like  to  illustrate  one  specific  and  dramatic  case.  A year  ago 
Charles  Smith,  a hard-driving  47-year-old  land  developer  from  Santa 
Eosa,  Calif.,  was  in  the  middle  of  a full-scale  heart  attack,  suffering 
so  much  pain  that  he  felt  “like  a snake  on  a hot  rock.” 

His  doctors  knew  he  could  die  at  any  moment,  but  one  of  those 
doctors  at  Warreck  Hospital  had  recently  been  involved  in  a training 
course  conducted  by  the  California  regional  medical  program. 

He  got  in  touch  with  specialists  in  San  Francisco,  50  miles  away, 
and  made  arrangements  for  Mr.  Smith  to  undergo  a new  and  daring 
surgical  operation.  His  operation  was  a success  and  he  recovered.  But, 
important  as  his  case  is,  it  demonstrates  something  even  more  vital 
about  the  EMP  ability  to  put  the  right  people  in  the  right  place  at  the 
right  time  to  help  save  lives. 

In  California  just  in  the  first  operational  year  regional  medical 
program  procedures  were  used  to  screen  almost  200,000  patients  for 
high  blood  pressure;  hundreds  of  doctors  and  nurses  were  trained 
to  carry  out  highly  skilled  life-saving  duties  in  coronary  care  units, 
and  in  Orange  County  460  infants  and  young  children  were  examined 
for  suspected  respiratory  disease.  In  the  first  year  following  this  EMP 
program,  infant  mortality  dropped  50  percent.  There  were  many  other 
dramatic  benefits  from  EMP. 

These  results  in  my  home  State,  when  multiplied  by  the  good  work 
of  the  other  regions  throughout  the  Nation,  convince  me  that  we  would 
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be  endorsing  a national  tragedy — and  a needless  tragedy  at  that — 
if  we  were  to  allow  the  regional  medical  programs  to  be  cut  back.  I 
believe  it  imperative  to  provide  EMP  with  the  full  $150  million  author- 
ized by  the  legislation. 

Program  New  Directions 

Eegional  medical  programs  are  no  longer  confined  to  the  major 
categorical  diseases.  N^ew  directions  are  being  pursued  aggressively 
in  health  manpower  training  activities,  in  experimental  health  delivery 
systems,  in  health  services  for  the  inner  city  and  rural  poor  and  for 
deprived  minority  groups,  and  in  other  ways  that  make  flexible  and 
effective  new  use  of  patient-care  capabilities. 

Kidney  Disease 

In  California  these  new  directions  include  the  development  of  a 
regionwide  plan  to  provide  a comprehensive  attack  on  the  problems  of 
kidney  disease. 

This  plan  was  drawn  up  under  EMP  auspices  after  several  months 
of  work  by  the  top  kidney  disease  experts  in  the  State. 

They  produced  a blueprint  for  getting  the  best  use  of  limited  re- 
sources. This  blueprint  will  prevent  duplication  of  expensive  equip- 
ment from  one  hospital  district  to  the  next.  Teams  of  highly  trained 
kidney  experts  can  be  strategically  placed,  where  they  can  make  avail- 
able to  all  patients  who  need  them  the  new  medical  skills — including 
kidney  transplantation  and  tissue  typing — ^to  control  and  turn  back 
the  crippling  and  tragic  loss  we  now  see  for  kidney  patients.  Under 
regional  medical  programs  the  planning  has  been  done,  and  the  imple- 
mentation is  ready  to  begin.  The  implementation  will  be  expensive, 
but  if  EMP  is  cut  back,  will  we  have  the  chance  to  make  the  progress 
we  can  see  ahead? 

Partnership  Between  Model  Cities  Planners  and  Universities 

In  other  new  directions  in  California  EMP  has  helped  forge  a part- 
nership between  model  cities  planners  and  the  great  talents  that  reside 
in  our  university  system.  The  University  of  California  is  actively 
exploring  with  a consortium  of  innercity  leaders  the  possbility  of 
establishing  a new  school  for  development  of  allied  health  workers. 

Indian  Health 

In  northern  California  Indian  health  aides  are  taking  four-wheel- 
drive  vehicles  over  mountainous  back  roads  to  help  isolated  Indian 
families. 

Serwces  by  BMP  Advisors  in  Rural  Hospitals 

At  the  University  of  California,  one  of  the  State’s  newest  medical 
schools  has  sent  EMP  advisors  out  to  more  than  three-score  rural 
hospitals — to  all  the  hospitals  in  its  district — to  offer  services  that  will 
help  make  patients  get  well  more  quickly  and  more  comfortably. 
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Migrant  Farmworkers 

Migrant  farmworkers  are  being  screened  by  the  thousands  in  the 
San  Joaquin  Valley  under  KMP-sponsored  activities  that  have  caused 
local  governments  and  volunteer  agencies  to  set  up  store- front  clinics 
and  self-help  programs  in  ghetto  neighborhoods. 

Other  RMP  Services 

In  the  great  Los  Angeles  basin,  free  clinics  are  being  guided  by  KMP 
advice;  heialth  maintenance  networks  are  being  formed  with  KMP 
consultation  and  stimulus;  new  ways  to  use  health  manpower  and 
barriers  to  new  types  of  health  manpower  are  being  examined  under 
RMP  sponsorship — in  Venice,  in  the  earthquake-ravaged  northwest 
San  Fernando  Valley,  in  the  San  Pedro-Harbor  district,  in  the  In- 
dian free  clinic  in  Compton,  and  in  scores  of  other  settings. 

Establishment  of  Postgraduate  Medical  School 

In  another  experiment  that  may  become  a model  for  solving  ghetto 
health  problems  across  America,  regional  medical  programs  have  pro- 
vided seed  money  for  the  establishment  of  the  Charles  R.  Drew  Post- 
graduate Medical  School,  to  serve  Watts  and  neighboring  Los  Angeles 
communities. 

The  Drew  School,  a truly  miique  venture  created  by  regional  medi- 
cal programs,  will  be  housed  in  the  new  Martin  Luther  King,  Jr., 
Hospital,  where  patients  will  soon  be  admitted  for  the  first  time. 

Health  Care  for  Spanish-Speaking  Americans 

In  the  barrios  of  east  Los  Angeles,  a $725,000  U.S.  health  services 
research  and  development  grant  to  improve  health  care  for  Spanish- 
speaking  Americans,  developed  under  the  leadership  of  regional  medi- 
cal programs,  is  about  to  get  underway. 

Operation  of  Outpatient  Department  Improvement  Grant 

In  San  Francisco  RMP  will  provide  early  leadership  in  the  develop- 
ment of  a community-based  board  of  directors  to  operate  an  out-patient 
department  improvement  grant  funded  by  the  Office  of  Economic 
Opportunity. 

These,  then,  are  a few  of  the  activities  and  projects  being  carried  out 
in  the  California  regional  medical  program  by  an  energetic  and  in- 
ventive health  partnership. 

Funding  Reduction 

At  its  peak,  California  was  funded  at  an  annual  level  of  $11  million. 
In  common  with  all  other  regional  medical  programs,  California 
funding  has  been  cut  back  twice  in  fiscal  1971  by  this  administration. 
This  decision  must  stand  as  a strangely  callous  and  cavalier  attpnpt  to 
save  money  by  sacrificing  the  good  health  of  millions  of  Americans  in 
order  to  satisfy  the  budgetmakers. 

The  cutback  in  funding  has  already  hurt  RMP.  A momentum  for 
effective  activities  had  been  built  up  in  the  early  part  of  the  program. 
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That  momentum  is  beginning  to  falter  now,  as  the  anticipated  fund- 
ing levels  are  repeatedly  cut  back  by  the  administration. 

A quarter  of  a billion  dollars  have  been  spent  to  build  up  the  RMP 
organization  in  5 years ; but  the  administration  seems  content  to  gamble 
with  a strong  and  magnificently  functioning  program  that  has  shown 
repeatedly  that  it  is  improving  the  quality  and  quantity  of  the  Nation’s 
health  care  services. 

And  haphazard  approaches  to  health  care  needs  will  be  far  more 
expensive. 

If  KMP  is  not  supported  at  its  full  $150  million  authorized  level  for 
fiscal  1972,  no  one  can  predict  who  will  suffer.  But  suffering — needless 
suffering — will  surely  result  if  the  administration’s  proposed  cutbacks 
for  KMP  are  allowed  to  go  unchallenged. 

KMP  represents  one  of  the  best  efforts  our  Nation  has  ever  devised 
to  bring  better  health  care  to  our  people.  We  must  give  it  our 
strongest  possible  support. 

Mr.  Chairman,  the  vast  potential  of  KMP  simply  cannot  be  sacri- 
ficed, particularly  when  we  are  at  the  threshold  of  an  entire  new 
system  of  financing  health  care  through  national  health  insurance. 

I urge  this  committee  to  provide  full  funding  at  the  full  authoriza- 
tion level  for  the  coming  year. 

APPKOPRIATTONS  FOR  MENTAL  HEALTH 

Mr.  Chairman,  the  problems  of  mental  illness  and  the  quest  for 
mental  health  are  truly  issues  of  national  concern.  Whether  one 
focuses  on  the  manifest  disability  and  suffering  associated  with  the 
major  psychiatric  disorders  or  looks  more  broadly  at  the  psychological 
component  of  current  social  ills,  these  problems  are  seen  to  affect  all- 
segments  of  society. 

In  sometimes  distinct  but  always  significant  ways  they  are  problems 
of  infancy  and  old  age,  both  sexes,  the  entire  spectrum  of  economic 
and  social  conditions,  and  all  racial  and  cultural  groups. 

Major  Mental  Illness 

Some  measure  of  the  broad  impact  of  mental  illness  upon  the  popu- 
lation of  this  country  is  suggested  by  the  following  statistical  findings 
regarding  major  mental  illness. 

Nearly  40  percent  of  the  hospital  beds  in  the  United  States  are 
occupied  by  individuals  suffering  from  major  and  often  still  appal- 
lingly chronic  mental  illness. 

Schizophrenia 

Schizophrenia,  the  most  common  form  of  psychosis,  and  clearly  one 
of  the  world’s  most  important  health  problems,  accounts  by  itself 
for  approximately  one-half  of  these  beds,  or  the  hospitalization  of 
nearly  200,000  Americans  on  any  given  day. 

The  social  and  economic  impact  of  this  tragic  illness  is  underlined 
by  the  fact  that  its  onset  is  most  often  during  the  most  productive  years 
of  life.  Three-fourths  of  all  first -admission  schizophrenic  patients 
are  between  15  and  44  years  of  age,  and  the  median  age  is  33  years. 
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Seveke  Depression 

Severe  depression  led  to  the  treatment,  both  in  and  out  of  hospitals, 
of  more  than  300,000  people  in  the  United  States  during  1970. 

Of  the  approximately  19,000  deaths  by  suicide  reported  in  this 
country  each  year,  the  great  majority  are  related  to  depressive  illness. 
Suicide  again  strikes  forcefully  at  the  prime  of  life,  being  the  fourth 
most  frequent  cause  of  death  in  ages  18  to  45  and  third  most  frequent 
cause  of  death  among  college  students. 

ALCOHOLISM 

Current  estimates  indicate  that  there  are  more  than  5 million 
alcoholics  in  the  United  States  and  an  additional  4 to  5 million 
individuals  for  whom  alcohol  abuse  is  a serious  problem. 

Alcohol  is  responsible  for  over  2 million  arrests  each  year  for 
public  intoxication,  disorderly  conduct,  and  vagrancy.  This  represents 
45  percent  of  all  arrests.  Somewhat  more  than  one-half  of  the  homi- 
cides in  the  United  States  annually  are  known  to  be  alcohol  related, 
and  one-third  of  American  suicide  victims  have  significant  alcohol 
in  their  blood  at  death. 

Fifty  percent  of  the  56,000  traffic  fatalities  each  year  involve 
alcohol.  A conservative  estimate  of  the  drain  on  the  national  economy 
due  to  alcohol  abuse  is  $15  billion  per  year. 

Drug  Abuse 

Tlie  incidence  and  growth  of  drug  abuse  in  this  country  has  recently 
received  well-deserved  attention.  It  is  estimated  that  there  are  now 
250,000  heroin  addicts  in  the  United  States  and  death  due  to  over- 
dose or  the  physical  complications  of  addiction  has  become  the  lead- 
ing killer  in  ages  15  to  35  in  several  of  our  larger  cities. 

One-half  of  all  crime  in  our  cities  is  now  committed  by  addicts,  and 
estimates  place  the  total  value  of  goods  stolen  during  the  past  year  to 
support  narcotic  addictions  at  more  than  $3  billion. 

In  addition  to  narcotic  drug  addiction,  an  estimated  one-half  million 
Americans  chronically  abuse  other  dangerous  drugs,  about  whose  long- 
term effects  we  know  relatively  little. 

SOCIAL  PROBLEMS 

Although  more  difficult  to  define  precisely,  the  psychological  com- 
ponents of  broader  social  problems  take  a no  less  real  toll  on  the  popu- 
lation of  this  country. 

Our  failure  to  understand  and  control  the  problem  of  human  aggres- 
sion and  violence  is  a source  of  major  concern  to  large  segments  of  the 
population  today. 

While  we  deplore  the  personal  and  social  consequences  to  man’s 
aggressiveness,  far  too  little  effort  has  been  devoted  to  serious  under- 
standing of  the  complex,  biological,  psychological,  and  cultural  factors 
which  predispose  to  violent  behavior  in  times  of  stress. 

Society  has  traditionally  delegated  to  the  criminal  justice  system 
responsibility  for  the  management  of  those  individuals  who  exhibit 
violent  and  aggressive  behavior  but  has  often  failed  to  provide  suffi- 
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cient  resources  or  the  breadth  of  expertise  necessary  to  cope  effectively 
with  these  problems.  "With  our  prisons  frequently  becoming  schools 
for  crime  and  rehabilitation  efforts  often  weak  or  nonexistent,  further 
knowledge  in  this  area  must  be  sought  and  applied. 

Under  modern  circumstances  adolescence  is  the  most  dramatic  exam- 
ple of  the  complex  processes  involved  in  negotiating  a critical  period 
of  normal  development.  It  illustrates  the  shifting  interplay  between 
biological,  psychological,  and  cultural  demands  on  the  individual. 

In  earlier  times  when  the  shift  to  adult  social  roles  temporarily  over- 
lapped with  the  biologic  change  in  status,  there  was  but  a single  criti- 
cal period  in  going  from  childhood  to  adulthood. 

Moreover,  preparation  for  adult  roles  was  typically  gradual,  extend- 
ing over  much  of  childhood,  and  the  children  had  abundant  opportu- 
nity for  directly  observing  their  parents  and  other  adults  performing 
the  same  adult  roles  which  they  would  also  adopt. 

In  today's  highly  technological  and  rapidly  changing  world,  we  have 
arrived  at  a situation  in  which  there  are  two,  largely  nonoverlapping 
critical  periods  in  the  transition  from  childhood  to  adulthood.  It  is 
tragic  that  we  are  able  to  cite  a normal  phase  of  growth  and  develop- 
ment as  a “social  problem. ■' 

Yet,  for  all  too  many  young  people  today,  adolescence  has  become  a 
time  of  frustration  and  anxiety  and  a period  in  which  to  learn  drug 
use,  alienation,  and  aggressive  modes  of  behavior. 

Again,  far  more  must  be  learned  about  this  crucial  developmental 
phase  and  applied  with  skill  to  those  in  distress. 

Progress  toward  the  reduction  of  disability  related  to  mental  illness 
and  the  solution  of  complex  social  problems  will  require  significant 
increases  in  available  manpower,  facilities,  and  knowledge. 

maxpovt:r 

There  are  presently  slightly  more  than  100,000  trained  mental  health 
professionals  in  the  United  States.  Although  this  number  is  still  woe- 
fully inadequate  to  meet  the  Nation's  needs,  it  is  a vast  improvement 
over  the  situation  at  the  end  of  lYorld  lYar  II. 

At  that  time,  virtually  all  mental  health  treatment  occurred  in  large 
State  mental  hospitals  and  was  administered  by  approximately  3,000 
relatively  poorly  trained  psychiatrists  and  an  even  smaller  number  of 
clinical  psychologists  and  psjxhiatric  social  workers. 

The  very  striking  progress  in  both  the  quantity  and  quality  of  mental 
health  personnel  over  the  past  two  decades  has  been  a direct  result  of 
the  training  programs  developed  and  maintained  by  the  National 
Institute  of  Mental  Health. 

To  cite  but  a single  example,  the  NIMH  psychiatry  training  program 
has  provided  support  for  an  increase  from  3,000  psychiatrists  in  1946 
to  nearly  25,000  today. 

Further,  these  men  are  no  longer  narrowly  trained  in  hospital-based 
and  largely  custodial  care,  but  rather  are  increasingly  prepared  to 
provide  a broad  range  of  community-based  services  and  to  seek  the 
answers  regarding  cause  and  cure  of  mental  illness. 

Despite  their  record  of  achievement  and  clear  evidence  of  present 
need,  these  NIMH  training  programs  are  currently  under  severe 
threat. 
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The  administration’s  budget  for  fiscal  year  1972  proposes  a $6.7 
million  cut  in  support  for  psychiatric  training,  and  elimination  of  the 
entire  $34  million  program  is  projected  over  a 3-year  period. 

Elimination  of  this  program  will  severely  restrict  the  preparation 
of  medically  trained  mental  health  specialists,  cutting  the  number 
of  psychiatrists  in  training  by  36  percent,  from  4,275  to  2,427. 

Further,  the  training  institutions  most  drastically  affected  will  be 
those  based  in  medical  schools  and  innovative  community  settings, 
while  less  progressive  State,  hospital-based  training  programs  can 
more  easily  shift  training  costs  to  bed  care  charges. 

The  NIMH  budget  for  the  training  of  other  mental  health  pro- 
fessionals, including  psychologists,  social  workers,  and  psychiatric 
nurses,  has  been  held  essentially  level  for  the  past  3 years,  thus  repre- 
senting an  infiationary  reduction  of  approximately  7 percent  each 
year.  These  programs  are  clearly  targeted  for  cuts  in  the  years  ahead. 

This  documentation  of  the  need  for  continued  support  of  professional 
mental  health  training  in  no  way  reduces  the  importance  of  providing 
funds  for  the  development  of  ‘‘new  careers”  and  paraprofessional 
programs. 

The  wisest  course  would  seem  to  be  the  maintenance  of  support  for 
training  programs  of  proven  effectiveness  while  providing  the  rela- 
tively small  amount  of  additional  funding  required  to  launch  care- 
fully developed  innovative  training  efforts. 

FACILITIES 

As  mentioned  above,  prior  to  the  late  1940’s  virtually  all  mental 
health  care  in  this  country  took  place  in  large  public  mental  hospitals. 

These  institutions  were  frequently  old  and  in  poor  repair,  usually 
overcrowded  and  understaffed,  and  most  often  remote  from  the  homes 
and  families  of  their  patients. 

Such  treatment  as  was  available  focused  primarily  on  adjustment 
to  life  within  the  hospital  and  provided  little  incentive  or  support 
for  the  patient  to  resume  a productive  life. 

It  is  little  wonder  that  hospitalizations  were  long,  readmissions  fre- 
quent, and  that  the  numbers  of  mentally  ill  confined  to  hospitals 
rose  steadily. 

Mental  Hospital  Population 

With  the  establishment  of  the  National  Institute  of  Mental  Health 
in  1948,  innovative  programs  research,  training,  and  patient  care  were 
promptly  initiated  to  reverse  these  trends. 

Progress  was  initially  slow,  but  in  1955  an  historic  turning  point 
was  reached. 

In  that  year  the  total  mental  hospital  population  reached  559,000, 
and  in  the  following  year  it  began  to  decline.  This  decline  has  con- 
tinued in  each  of  the  following  years,  and  by  1970  the  patient  popu- 
lation stood  at  339,000. 

These  dramatic  results  have  been  obtained  in  the  face  of  rapid  in- 
crease in  the  population  at  large  and  thus  the  number  at  risk  of  suf- 
fering mental  illness. 

The  present  hospital  census  is  even  more  dramatic  when  compared 
with  the  figure  of  755,000  which  is  the  number  of  Americans  who 
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would  be  in  mental  hospitals  today  had  the  earlier  growth  rate 
continued. 

Community  Mental  Health  Centees  Act  of  1963:  Federal  Matching  Funds 
FOR  Construction  and  Staffing  of  Facilities 

The  development  of  effective  and  efficient  mental  health  care  re- 
ceived a major  advance  in  the  passage  by  the  Congress  of  the  Commu- 
nity Mental  Health  Centers  Act  of  1963  and  amendments  of  1965. 

This  farsighted  legislation  provided  Federal  matching  funds  for 
the  construction  and  staffing  of  community -based  mental  health  facili- 
ties and  set  the  ambitious  goal  of  providing  convenient  and  compre- 
hensive mental  health  services  for  every  American. 

The  outstanding  success  of  this  program  is  documented  by  the  fact 
that  by  the  end  of  fiscal  year  1971,  300  centers  were  in  operation  and 
their  services  were  available  to  50  million  people. 

As  was  noted  for  training  support,  we  again  find  that  in  the  face 
of  demonstrated  past  success  and  clear  current  need  the  administration 
proposes  to  severely  restrict  the  community  mental  health  centers 
program. 

Funding 

Against  an  authorization  of  $90  million  for  construction  grants  in 
fiscal  year  1972  the  administration  requests  no  new  fmids. 

Of  the  $105  million  requested  in  fiscal  year  1972  for  staffing  grants, 
$91  million  will  be  required  simply  to  maintain  ongoing  programs. 

The  $13  million  available  for  new  projects  must  be  compared  with 
the  63  projects  totaling  $24  million  which  have  been  fully  approved 
by  the  NIMH  but  remain  unfunded  from  previous  years. 

The  argument  that  the  Federal  Government  has  been  excessively 
involved  in  the  operational  support  of  these  programs  seem  singularly 
hollow  since  in  fiscal  year  1969  Federal  staffing  grants  provided  only 
20  percent  of  the  operating  costs  of  the  centers  then  functioning. 

A powerful  multiplier  effect  thus  acts  upon  Federal  dollars  allo- 
cated to  the  provision  of  mental  health  services. 

The  tragedy  in  the  restriction  of  this  program  is  further  underlined 
when  it  is  realized  that  those  populations,  particularly  rural  and  cen- 
tral city,  presently  having  the  least  access  to  mental  health  services  are 
also  those  most  in  need  of  Federal  funds  to  begin  program  develop- 
ment. 

Finally,  the  restrictions  proposed  make  extremely  difficult  the  de- 
velopment of  specialized  services  and  innovative  programs,  and  mark- 
edly reduce  the  chances  for  meaningful  evaluation  of  operating  centers, 
centers. 

Despite  clear  documentation  of  need  for  children’s  services  in  the 
report  of  the  Joint  Commission  on  the  Mental  Health  of  Children 
and  authorization  of  $20  million  in  fiscal  year  1972  for  this  specialized 
care  in  the' Community  Mental  Health  Amendments  of  1970,  no  funds 
for  this  purpose  are  requested. 

New  programs  for  the  community  treatment  of  drug  abuse  and  al- 
coholism must  be  developed  and  integrated  into  mental  health  centers 
but  again  little  funding  is  available  for  comprehensive  approaches 
to  these  pressing  problems.  Funds  for  careful  evaluative  research  on 
community  mental  health  must  be  specifically  appropriated  rather 
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than  facing  program  administrators  with  the  painful  choice  of  de- 
ducting such  funds  from  those  needed  and  intended  for  patient  care. 

It  seems  clear  that  a minimum  of  an  additional  $35  million  in  staff- 
ing funds  and  $25  million  in  construction  grants  is  required  to  main- 
tain the  viability  and  growth  of  the  community  mental  health  centers 
program. 

The  importance  of  further  development  and  refinement  in  this  area 
actually  extends  far  beyond  the  care  of  the  mentally  ill. 

The  centers  provide  a working  model  for  comprehensive  service 
delivery  to  geographically  defined  populations  and  thus  have  broad 
implications  for  the  effective  provision  of  more  general  health  and 
human  services. 

KNOWLEDGE 

Programs  of  training  and  service  can  be  only  as  sound  as  the  knowl- 
edge upon  which  they  are  based. 

Beginning  far  behind  other  fields  of  medicine  and  science,  mental 
health  research  has  made  very  signficant  progress  over  the  past  two 
decades. 

Especially  promising  are  recent  advances  in  behavioral  science  in- 
creasing understanding  of  the  fundamental  biochemical  events  of  the 
brain  make  it  seem  possible  that  the  processes  underlying  depressive 
illness  will  soon  be  elucidated. 

Such  knowledge  allows  a more  rational  approach  to  the  drug  treat- 
ment of  this  and  other  mental  disorders.  Broader  appreciation  of  the 
complex  biological  and  social  forces  involved  in  normal  human  devel- 
opment offers  more  specific  clues  when  this  development  goes  awry. 

Despite  the  progress  made  in  both  understanding  and  the  application 
of  knowledge,  many  imsolved  problems  remain.  The  tasks  in  the  field 
of  mental  health  are  in  no  sense  only  the  technical  ones  of  making 
available  to  larger  population  groups  the  modes  of  treatment  so  far 
developed. 

Funding 

The  administration  request  for  NIMH  research  support  in  fiscal 
year  1972  is  $92  million.  This  is  essentially  the  same  amount  allocated 
in  each  year  since  fiscal  year  1969  and  thus  represents  a significant 
real  reduction  over  the  past  4 years. 

An  additional  $10  million  could  well  be  utilized  in  the  present  year, 
with  emphasis  on  the  broad-based  and  interdisciplinary  study  of  the 
complex  problems  of  mental  illness. 

DRUG  ABUSE  : TREATMENT  AND  REHABILITATION 

Mr.  Chairman,  on  June  17,  the  President  declared  that,  in  his 
judgment,  the  problem  of  drug  abuse  “has  assimied  the  dimensions  of 
a national  emergency,”  and  proposed  additional  appropriations  and 
the  establishment  of  a new  Special  Action  Office  for  Drug  Abuse  Pre- 
vention, to  coordinate  the  Federal  response  to  that  emergency. 

Tlie  papers  have  been  filled  with  glowing  reports  of  drug  abuse  pro- 
grams to  be  funded  with  millions  of  dollars,  promising  quick  relief  for 
those  ravaged  by  the  habit. 
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And,  yet,  in  spite  of  all  the  publicity  in  recent  weeks,  the  drug  abuse 
problem,  heroin  addiction  particularly,  continues  to  plague  society  to 
degrees  never  before  imagined  in  our  worst  nightmares. 

Inadequacy  of  Administration  Proposal 

Mr.  Chairman,  drug  abuse  among  our  young  people,  among  our 
soldiers,  among  our  urban  poor  has  reached  the  point  of  a national 
scandal.  But  the  scandal  derives  not  from  the  fact  that  heroin  addic- 
tion is  now  a raging  epidemic  in  this  coimtry — the  scandal  is  that  it 
has  taken  tliis  long  for  us  to  move  into  action,  and  that  even  now  the 
measures  we  are  called  upon  to  approve  by  the  President  are  still  terri- 
bly inadequate  to  deal  with  the  need. 

The  fact  is  that  until  newspaper  headlines  and  magazine  covers 
made  the  political  costs  simply  unbearable,  the  President  of  the  United 
States  had  come  to  us  with  a health  budget  that  allowed  not  even  the 
barest  increase  in  drug  treatment  programs  throughout  the  country. 
As  recently  as  2 months  ago,  almost  to  the  day,  representatives  of 
NIMH  admitted  imder  the  persistent  and  unyielding  probing  of  Sena- 
tor Hughes  in  his  subcommittee  that  although  applications  for  drug 
treatment  programs  in  every  category  were  three  times  or  more  greater 
than  available  funds,  no  new  appropriations  were  sought  in  the  Presi- 
dent’s budget. 

Some  of  us  may  be  tempted  to  say  that  this  is  only  past  history,  tliat 
we  should  look  only  to  the  new  found  dedication  to  be  seen  in  the  new 
message  we  have  received  calling  for  $67  million  in  additional  funds. 

Mr.  Chairman,  I am  convinced  that  history  is  being  repeated  at  this 
moment.  To  be  blunt,  the  proposed  budget  increases  are  woefully  in- 
adequate and  in  fact  serve  only  to  bring  us  to  a level  where  we  should 
have  been  long  ago.  If  we  accept  the  estimates  provided  by  the  Presi- 
dent and  fund  drug  programs  only  at  that  level,  we  will  do  nothing 
to  solve  the  drug  problem.  The  budget  requests  here  before  you  today 
would  allow  only  the  bare  minimum  attack  at  the  Nation’s  drug  prob- 
lems. In  fact,  I submit  to  you  that  the  meager  allocations  proposed 
here  by  the  administration  guarantee  that  drug  treatment  effoirts  will 
be  scattered  and  inadequate  or  that  resources  will  be  concentrated,  in 
a handful  of  locations  to  the  complete  neglect  of  the  rest  of  the  Nation. 
As  the  residents  of  every  large  and  small  town  in  America  have  sadly 
learned  in  the  vast  few  weeks,  their  sons  have  returned  from  war 
bringing  with  them  a war  of  their  own  against  heroin. 

Treatment  by  Community  Health  Centers 

One  great  source  of  concern  to  me  is  that  the  administration  has  in 
large  measure  overlooked  the  use  of  the  commimity  mental  health  cen- 
ters to  treat  drug  addicts. 

I do  not  need  to  tell  any  of  you  here  that  drug  addiction  is  as  much 
a psychological  as  a physiological  problem.  While  a new  superagency 
may  provide  valuable  assistance  in  coordinating  Federal  drug  abuse 
activities  and  developing  overall  strategy,  it  cannot  be  expected  to  de- 
velop effective  treatment  centers  at  the  community  level,  where  the  real 
solutions  lie.  This  is  the  job  of  the  community  mental  health  centers, 
which  is  why  I consider  them  to  be  of  such  paramoimt  importance  in 
any  program  of  drug  abuse  treatment. 
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Dr.  Sherman  N.  Kieffer,  the  associate  director  of  patient  care  of  the 
National  Institute  of  Mental  Health,  stated  in  testimony  before  Sena- 
tor Hughes’  Subcommittee  on  Alcoholism  and  Narcotics  barely  2 
months  ago  that  community-based  treatment  programs  are  the  best 
and  perhaps  the  only  means  of  providing  help,  particularly  to  young 
people  with  drug  problems.  Dr.  Kieffer  said : 

Our  emphasis  has  been  on  trying  to  beef  up  the  resources  the  treatment  ca- 
pabilities within  each  community  to  handle  these  situations. 

One  thing  should  be  made  clear  here : a community  mental  health 
center  is  not  a place ; it  is  rather  an  affiliative  agreement  between  several 
institutions  capable  of  offering  comprehensive  treatment  to  the  drug 
addict.  Such  an  organizational  arrangement  makes  it  possible  for  the 
patient  to  receive  the  full  range  of  needed  treatment  at  affiliated  local 
hospitals,  vocational  rehabilitation  centers,  and  educational  and  con- 
sultation services,  et  cetera.  Drug  treatment  must  always  be  coordi- 
nated, or  the  chances  for  permanent  cure  will  be  virtually  nil.  The 
essential  five  services  included  in  this  comprehensive  treatment  are : 
(a)  Inpatient  care;  {h)  outpatient  care;  {c)  partial  hospitalization; 
(d)  24-hour  emergency  services;  {e)  consultation  and  education  serv- 
ices. 

The  pattern  of  institutional  affiliation  used  by  the  community  mental 
health  centers  boasts  a number  of  distinct  advantages:  (1)  It  assures 
continuity  of  care  for  the  addict — as  the  patient  is  transferred,  say, 
from  a hospital  to  a rehabilitation  center,  his  treatment  record  will 
follow  him,  making  integrated  treatment  possible;  (2)  it  assures  a 
geographic  comprehensiveness  which  does  not  currently  exist  in  most 
cities — that  is,  an  addict  living  within  the  community  is  guaranteed 
treatment,  regardless  of  ability  to  pay;  (3)  the  centers  are  flexible 
enough  to  be  able  to  specialize  in  drug  treatment,  thus  offering  lead- 
ership in  the  field  which  standard  institutions  are  incapable  of  gen- 
erating on  their  own — city  and  county  hospitals  and  mental  health 
facilities,  where  they  exist,  generally  find  themselves  so  pressed  for 
time  and  money  that  they  rarely  can  devote  the  attention  to  treatment 
techniques  that  the  community  centers  specialize  in  every  day. 

Budget  for  Centers 

And  yet,  despite  the  admitted  importance  of  these  community  mental 
health  centers,  funding  for  fiscal  year  1972  is  disappointingly  meager. 
There  are  60  major  cities  in  this  country  with  serious,  serious  heroin 
addiction  and  drug  abuse  problems,  but  treatment  facilities  are  still 
woefully  inadequate.  Yet,  as  I stated  earlier  in  my  testimony,  the  ad- 
ministration’s request  for  fiscal  year  1972  asks  for  only  an  additional 
$15  million,  funds  which  will  go  toward  supporting  some  new  centers, 
but  for  the  expansion  of  any  drug  treatment  operations. 

Special  Staffing 

For  special  staffing  under  the  narcotics  addicts  treatment  program 
of  the  community  mental  health  centers,  the  administration  budget 
allocated  only  $14.6  million,  all  of  which  is  for  the  continuation  of  cur- 
rent projects  related  to  drug  abuse  treatment,  but  for  new  projects.  Yet 
the  demands  for  treatment  at  these  centers  is  rapidly  growing,  as  we 
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all  know.  The  number  of  addicts  in  the  military  services,  for  example, 
is  more  than  six  times  the  number  that  can  be  handled  by  the  YA 
centers  now  established  or  planned.  The  community  mental  health 
centers  must  be  able  to  cope  with  this  overflow,  as  well  as  with  sub- 
stantial numbers  of  addicts  from  civilian  life.  Right  now,  unfortu- 
nately, most  of  the  drug  treatment  centers  at  the  community  mental 
health  centers  have  long  waiting  lists,  large  numbers  of  Vietnam  vet- 
erans among  them.  Tlie  result  of  this  conflict  between  pressing  needs 
and  staff  resources  available  is  tragic  neglect.  This  sadness  becomes 
all  the  more  bitter  when  one  hears  of  a staffing  grant  applied  for  by  a 
center  in  San  F rancisco  II/2  years  ago  which  was  meritorious,  but  which 
was  turned  down  because  no  funds  were  available. 

The  treatment  workers  at  the  community  level  could  see  years 
ago  the  rising  trend  in  drug  use  which  has  led  to  the  virtual  epidemic 
which  confronts  us  today.  They  could  foresee  the  need  for  expanded 
staff  and  paramedical  personnel  to  deal  with  that  problem.  But  there 
were  no  funds  available  2 years  ago  or  1 year  ago,  and  there  are  none 
available  today,  to  speak  of.  As  the  Hughes  subcommittee  hearings  re- 
vealed, there  are  no  new  staffing  projects  or  grants  anticipated  for 
fiscal  3^ear  1972  because  there  are  no  resources  earmarked  in  the  budget 
request. 

Demands  for  NIMH  New  Project  Grants 

There  are  phenomenal  demands  being  made  upon  NIMH  for  new 
project  grants  in  this  area,  but  to  little  avail  in  many  cases.  The  an- 
swer given  is  that  while  there  has  been  much  talk  in  IVashington,  the 
administration  and  the  Congress  have  been  very  slow  in  making  a 
real  commitment. 

The  fact  is  that  little  in  the  way  of  Federal  funds  for  drug  abuse 
control  programs  has  actually  reached  the  cities  and  conmiunities 
where  the  problem  exists. 

This  problem  was  dramatized  in  congressional  hearings  2 months 
ago  when  VIMH  officials,  under  cross-examination,  revealed  that  they 
have  for  1971,  applications  for  three  times  as  many  grants  as  they  can 
award,  and  vet  thev  have  not  increased  their  budget  request  for  grants 
for  fiscal  1972. 

Funds  Earmarked  for  Special  Projects 

The  funds  earmarked  for  special  projects,  authorized  under  the 
Comprehensive  Drug^  Abuse  Prevention  and  Control  Act  of  1970 
(Public  Law  91-513)  is  a further  example  of  budgetary  neglect  in  the 
face  of  desperate  need.  The  administration  has  requeked  $9  million 
to  finance  the  operation  of  specialized  drug  treatment  centers,  that  is, 
centers  which  offer  one  of  the  five  critical  phases  of  drug  treatment. 
This  category  of  grant  is  particularly  useful  in  avoiding  duplication 
in^  cities  where  certain  treatment  facilities  already  exist.  Of  the  $9 
million  request,  however,  $4  million  worth  of  projects  are  being  trans- 
ferred from  the  Office  of  Equal  Opportunity  to  the  community  mental 
health  centers.  This  means  that  there  is  no  real  gain  in  funding,  since 
fiscal  year  19  H expenditure  was  at  the  $5  million  level.  And  yet,  grant 
requests  pouring  in  from  around  the  country  total  over  $26  million  for 
-Ly  1 1. 

This  is  another  example  of  how  far  the  need  outstrips  the  funds 
available  in  the  field  of  drug  abuse  control  today.  Grant  requests  for 

63-792  o— 71— pt.  3 13 


2156 


special  projects  are  more  than  five  times  greater  than  the  amount  avail- 
able, yet  no  new  funds  are  requested. 


Education  and  Training 
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The  education  and  training  portion  of  the  drug  abuse  control  pro- 
gram has  also  received  scant  attention.  Although  the  President  is  re- 
questing an  additional  $10  million,  thereby  increasing  the  money  avail- 
able in  this  area  to  more  than  $24  million,  these  figures  only  gain 
meaning  when  examined  in  the  context  of  the  total  problem. 

Education  is  our  first  line  of  defense  in  combating  the  problem,  and 
therefore,  is  the  real  heart  of  our  preventive  effort.  Our  educational 
efforts  must  be  extended  not  only  to  our  school-aged  children,  but  to 
parents,  educators,  and  community  leaders  alike.  In  the  face  of  this 
need,  drug  education  has  received  less  priority  in  the  HEW  budget 
request  that  it  deserves. 

Treatment  Programs 

These  problems  will  not  be  alleviated  by  rhetoric  from  Washington. 
As  a matter  of  fact,  every  time  there  is  a newspaper  or  television  re- 
port of  more  F ederal  money  being  proposed  or  authorized  or  allocated 
or  approved  there  is  a new  rush  of  patients  at  the  drug  treatment  cen- 
ters in  San  Francisco  and  Los  Angeles,  looking  desperately  for  help. 
The  sad  fact  is  that  they  are  turned  away,  in  California  and  across  the 
Nation,  because  the  kind  of  money  needed  for  widespread  treatment 
programs  simply  hasn’t  been  made  available.  It  costs  at  least  $1,000 
a year  to  offer  outpatient  methadone-maintenance  services  to  one  ad- 
dict, and  that  is  a conservative  estimate ; if  all  addicts  were  so  treated, 
the  annual  cost  would  mount  to  over  $300  million  a year.  To  treat  one 
addict  in  a residential  therapeutic  community  such  as  Synanon  costs 
over  $3,000  a year;  such  treatment  for  all  addicts  would  cost  well  over 
$900  million.  That  kind  of  money  simply  is  not  available.  In  fiscal 
year  1971,  the  NIMH  budget  for  drug-related  programs  was  $37  mil- 
lion. In  fiscal  year  1972,  the  original  request  was  exactly  the  same, 
$37  million. 

The  President’s  proposal  will  add  $67  million,  including  $43  million 
for  treatment  programs  particularly.  However,  in  view  of  the  figures 
discussed  previously,  this  allocation  is  clearly  inadequate.  It  seems 
obvious  that  twice  or  even  three  times  that  amount  could  be  wisely 
spent.  It  is  my  profound  conviction  that  until  the  administration  and 
this  Congress  make  that  sort  of  a commitment,  the  fight  against  drug 
abuse  is  doomed  to  be  a losing  battle. 

The  meager  allocations  proposed  here  by  the  administration  giaar- 
antee  that  location  of  treatment  centers  will  be  scattered  and  inade- 
quate, or  that  resources  will  be  concentrated  in  a handful  of  locations, 
to  the  complete  neglect  of  the  rest  of  the  Nation.  Neither  of  these  are 
responsible  alternatives,  and  I respectfully  urge  you  to  reject  them 
both  by  increasing  the  allocations  provided  by  this  legislation. 


Research 

I would  like  to  make  two  final  comments  which  are  peripheral  to 
the  actual  drug  treatment  programs,  but  which  are  so  important  that 
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they  cannot  be  ignored.  The  first  is  that  research  in  drug  control  is 
vital,  more  so  now  than  ever.  'With  a crushing  problem  confronting  us 
on  a daily  basis,  it  is  easy  to  overlook  or  forget  the  need  and  long- 
range  benefits  of  research  programs.  And  yet  perhaps  no  effort  is 
more  urgently  needed  than  full-scale  medical  investigations  of  the 
physiological  and  psychological  impact  of  drug  abuse.  I strongly 
urge  that  this  important  research  not  be  delayed  another  day,  least 
of  all  for  want  of  adequate  budget  allocations. 

NIMH  Psychiatry  Training  Program 

Finally,  I alluded  earlier  in  my  testimony  to  what  I consider  to 
be  a disastrous  plan  to  phaseout  the  XIMH  psychiatry  training  pro- 
gram completely  over  the  next  3 yeare.  This  cut  will  mean  a significant 
decrease  in  the  number  of  psychiatric  residency  slots  currently  avail- 
able. Fewer  residencies  will  mean  fewer  psychiatrists.  Fewer  psychi- 
atrists will  mean  an  even  more  critical  shortage  of  trained  personnel 
to  staff  drug  treatment  centere.  Here,  perhaps  as  nowhere  else  in  this 
budget,  it  is  possible  to  see  how  closely  related  are  all  of  these  pro- 
grams. Taken  alone,  the  outbacks  in  the  psychiatry  training  program 
seem  ill-advised;  when  viewed  against  the  need  for  competent  drug 
treatment  personnel,  it  appears  to  be  nothing  short  of  nonsensical. 

To  combat  the  drug  abuse  problem  that  haunts  our  playgrounds, 
our  parks,  our  suburbs,  our  high  schools,  our  cities,  we  must  give  our 
full  support — financial  as  well  as  moral — ^to  a full-scale  comprehensive 
Federal  progi’am. 

Thank  you  very  much  for  your  attention.  ^Ir.  Chairman. 

Senator  WiGxrsox.  I want  the  record  to  show  during  the  terms  you 
were  in  the  House,  you  helped  us.  and  sometimes  there  were  real  prob- 
lems to  decide. 

Senator  Tvxxey.  The  problems  of  mental  health  are  indeed  prob- 
lems, Mr.  Chairman. 


REGIOXAL  MEDICAL  PROGRAMS 

Senator  Magxtsox.  To  save  a little  time,  we  can  discuss  these,  mat- 
ters with  you. 

Xow,  we  heard  testimony  yesterday  on  your  first  item,  the  regional 
medical  programs,  and  you  say  the  administration  apparently  is 
attempting  to,  as  an  administrative  policy,  not  to  allow  sufficient  funds 
for  psychiatric  training,  but  it  does  not  involve  so  much  the  money 
as  it  does  an  HEW  or  administration  directive  in  the  health  agency. 
If  we  put  back  the  $6.7  million,  that  would  not  necessarily  go  for  this 
item  imless  they  made  it  a priority  item,  and  it  is  a question  of  argument 
of  priorities  down  in  the  Department.  I agree  with  you  personally, 
that  this  was  wrong,  so  we  will  attempt  to  put  in  sufficient  money,  but 
they  still  will  have  to  go  down  to  the  Department,  but  we  must  try  to 
convince  them  to  try  to  establish  this  priority  in  this  field. 

Senator  Tcxxey.  I understand.  It  seems  to  me  that  mental  health 
is  becoming  the  number  one  social  issue  in  the  United  States. 

Senator  Magxusox.  Particularly  in  the  children's  field. 

Senator  Tuxxet.  Absolutely. 

Senator  Magxusox.  This  is  preventive  also. 

Senator  Cottox.  We  can  drop  them  a helpful  hint  about  this. 
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Senator  Magnuson.  Senator  Cotton  says  we  should  drop  them  a 
helpful  hint. 

Senator  Tunney.  I could  not  agree  more.  I personally  feel  this  is 
becoming  the  number  one  social  issue  in  our  country,  and  for  us  to 
turn  our  back  on  the  great  need  to  have  trained  psychiatric,  clinical 
psychologists,  and  so  forth,  working  in  the  field,  trying  to  bring  peo- 
ple to  a better  state  of  mental  health  to  me  is  just  plain  ridiculous. 

MENTAL  HEALTH 

Senator  Magnuson.  Now,  the  administration  is  threatening  to  close 
up  the  Public  Health  hospitals  around  the  country,  all  of  them.  They 
could  be  used  for  this.  It  is  a startling  fact  that  at  183  VA  hospitals 
existing  today,  every  other  bed  is  a mental  case. 

It  is  hard  to  believe.  Every  other  bed,  so  with  that  kind  of  crowding, 
I do  not  know  how  you  could  take  care  of  more  of  the  drug  cases  that 
you  talk  about  in  your  statement,  which  are  also  tied  in  with  mental 
problems,  so  we  have  got  to  have  some  kind  of  new  program  in  this 
field. 

Senator  Tunney.  I could  not  agree  with  you  more,  and  across  the 
country,  40  percent  of  the  beds  in  hospitals  are  occupied  by  mental 
patients. 

Senator  Magnuson.  And  that  figure  has  not  changed  in  7 or  8 years, 
despite  research  and  treatment.  It  is  still  the  same,  and  many  others  are 
trying  to  get  in  that  cannot  get  in. 

TREATMENT  OE  DRUG  ADDICTION 

Now,  this  high  cost  of  drug  treatment,  is  that  due  to  the  cost  of  the 
methadone,  or  is  it  due  to  the  services  mainly  ? 

Senator  Tunney.  Primarily  due  to  the  services,  I visited  one  ther- 
apeutic community  just  yesterday  and  was  most  impressed  with  the 
psychological  commitment  and  the  ability  of  the  staff.  It  is  such  that 
the  individual  addict  is  receiving  far  greater  attention  and  is  making 
far  greater  progress  than  if  he  just  stops  by  the  clinic  and  receives 
a tablet  or  a drink  of  methadone  every  few  days  or  every  day. 

Such  treatment  for  all  addicts,  if  we  were  to  get  the  type  of  program 
made  available  for  all  addicts  would  cost  well  over  $900  million. 

regional  medical  program 

Senator  Magnuson.  Now,  the  budget  has  recommended  $52  million, 
and  they  also  impounded  $44  million,  and  that  adds  up  to  a pretty 
big  figure  for  these  programs,  I mean  a lack  of  funds  for  the  programs. 

Senator  Tunney.  In  many  parts  of  my  State,  this  program  is 
bringing  medical  treatment  to  the  poor  and  improved  service  to 
citizens.  It  is  not  just  minority  races,  Indians  or  blacks  or  Mexican- 
Americans,  but  whites  as  well.  Everybody  is  suffering  from  cutbacks 
of  these  funds. 

Senator  Magnuson.  We  thank  you  very  much  for  your  statement. 

Senator  Tunney.  Mr.  Chairman,  I deeply  appreciate  the  opportu- 
nity to  come  before  you  and  offer  these  comments.  I know  how  busy 
the  committee  has  been,  and  how  many  witnesses  that  you  have  to 
testify,  but  it  is  a great  pleasure  for  me  to  have  the  opportunity  to 
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testify  before  you  and  before  Senator  Cotton.  Both  of  you  have  taken 
such  an  active  role  in  understanding  the  significance  of  these  social 
programs  that  I have  just  testified  to.  I just  would  hope  that  there 
would  be  a possibility  of  seeing  more  moneys  made  available  so  that 
we  can  provide  a greater  service  to  our  citizenry  at  a time  when  they 
have  such  a desperate  need. 

Senator  Magnuson.  We  appreciate  your  fine  statement,  particularly 
to  the  three  items  that  we  are  aware  of,  and  concerned  with,  and  your 
statement  will  be  helpful. 

I have  no  further  questions. 

Senator  Cotton.  I join  with  the  chairman  in  commending  you  for 
your  statement.  It  is  a good  one.  We  on  this  committee  are  constantly 
saddened  by  the  inadequacy  of  our  ability  to  take  care  of  all  of  these 
obligations.  Frequently  when  we  are  on  the  floor  of  the  Senate,  and 
voting  the  appropriation  bills,  giving  less  than  meets  the  needs,  I 
wish  we  could  do  better.  It  is  a constant  fight. 

Senator  Tunney.  I understand  the  tremendous  demands  that  are 
made  on  the  Appropriations  Committee  by  the  various  subcommittees 
and  by  Senators  such  as  myself,  testifying  on  specific  projects,  but  I 
cannot  think  of  any  areas  more  important  than  the  ones  being  discussed 
today. 

Senator  Magnuson.  Thank  you  very  much. 

STATEMENT  OF  HON.  WILLIAM  F.  RYAN,  U.S.  REPRESENTATIVE 
FROM  NEW  YORK 

LEAD-BASED  POISONING  PREVENTION  ACT 

Senator  Magnuson.  We  will  call  Congressman  William  F.  Ryan. 

Mr.  Ryan.  Thank  you  very  much,  Mr.  Chairman.  I very  much  ap- 
preciate being  here. 

I would  like  to  say  that  I am  accompanied  by  Dr.  Benjamin  Segal 
of  the  department  of  social  medicine,  the  Albert  Einstein  College  of 
Medicine. 

He  has  special  familiarities  and  insight  into  the  problem  which  I 
want  to  discuss  with  the  committee,  and  his  testimony  will  supplement 
mine. 

While  I am  concerned  that  adequate  funding  be  provided  for  all  the 
health  programs  which  are  so  desperately  needed  by  the  people  of 
this  Nation,  my  particular  purpose  in  appearing  here  todaj^  concerns 
funding  for  the  Lead-based  Paint  Poisoning  Prevention  Act,  Public 
Law  91-695. 

This  subcommittee  can  report  out  to  the  full  committee  a bill  pro- 
viding up  to  $25  million  in  funding  for  the  HEW  grant  programs 
authorized  by  that  act.  I urge  you  in  the  strongest  terms  to  recommend 
that  funding  of  $25  million. 

This  past  April,  I appeared  before  this  distinguished  subcommittee 
in  support  of  funding  for  the  Lead-based  Paint  Poisoning  Prevention 
Act  for  fiscal  year  1971. 

I was  very  much  gratified  that  the  Senate  Appropriations  Commit- 
tee subsequently  reported  out,  in  the  second  supplemental  appropria- 
tion bill  for  fiscal  year  1971 — H.R.  8190 — an  appropriation  of  $5  mil- 
lion. 
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Unfortunately,  that  funding  was  deleted  in  conference,  and  thus 
the  act  received  no  funding  for  fiscal  1971.  However,  the  fact  that  this 
distinguished  subcommittee,  and  the  full  committee,  perceived  this 
problem  as  sufficiently  severe  to  warrant  funding  of  $5  million  for 
just  the  last  2 months  of  the  past  fiscal  year  encourages  me  to  hope  that 
for  the  full  fiscal  year  of  1972,  of  which  more  than  11  months  still  re- 
main, the  full  $25  million  will  be  provided. 

In  this  regard,  I would  quote  the  Senate  Report  92-107  on  the  second 
supplemental  appropriation  bill,  at  page  34 : 

Thousands  of  small  children  throughout  the  Nation  today  are  victims  of 
lead-based  paint  poisoning.  The  effects  of  the  disease  are  devastating — mental 
retardation,  cerebral  palsy,  convulsive  seizures,  blindness,  learning  defects,  be- 
havior disorders,  kidney  diseases,  and  even  death.  The  actual  number  of  chil- 
dren poisoned  is  impossible  to  know  ; there  are  few  adequate  screening  programs 
in  communities  and  most  communities  are  currently  unaware  of  the  full  nature 
and  extent  of  the  problem.  Even  so,  the  limited  surveillance  programs  to  date 
indicate  that  225,000  children  between  the  ages  of  one  and  six  are  victims  of 
lead-based  paint  poisoning. 

Yet  the  striking  fact  is  that  this  disease — ^which  Congressional  testimony  has 
revealed  is  more  disastrous  to  children  than  either  rubella  or  polio  before  the 
advent  of  modem  vaccines — is  completely  preventable. 

There  is  much  that  I want  to  say,  and  I realize  that  your  time  is 
limited.  So,  the  points  which  I would  particularly  stress  are  these: 
Childhood  lead  poisoning  is  a disease  whose  victims  number  in  the 
thousands  every  year,  and  almost  all  of  them  are  children  under  the 
age  of  7 ; childhood  lead  poisoning  is  preventable.  We  know  what  to 
do  and  we  know  how  to  do  it,  to  end  this  crippler  and  killer ; and  child- 
hood lead  poisoning  can  be  ended,  provided  we  have  the  funds.  You 
have  the  ability  to  provide  these  funds. 

Let  me  briefly  run  through  the  statistics.  Numbers  often  serve  more 
to  obscure  than  to  enlighten,  but  I am  sure  that  you  appreciate  that 
each  number  represents  a small  child. 

This  past  May,  the  Department  of  Health,  Education,  and  Welfare 
issued  its  report  entitled  “Towards  a Comprehensive  Health  Policy 
for  the  1970’s : A White  Paper.”  This  report  gives  the  hard,  cold  num- 
bers of  tragedy: 

Paint  with  lead  in  it  poisons  about  400,000  children  (predominantly  poor) 
annually.  It  is  estimated  that  16,000  of  these  children  require  treatment;  3,200 
incur  moderate  to  severe  brain  damage ; and  800  are  so  severely  brain  dam- 
aged that  they  require  care  for  the  rest  of  their  lives.  . . . (page  30). 

The  report  omits  mentioning  the  200  children  for  Avhom  there  is 
no  future — even  the  vegetable-like  existences  of  an  institution  for  the 
hopelessly  brain  damaged.  These  200  children  will  die ; 200  each  year. 

These  are  the  figures  which  mark  childhood  lead  poisoning’s  toll — 
a toll  taken  by  means  of  blindness,  cerebral  palsy,  kidney  impairment, 
brain  damage,  and  death.  So,  that  is  a point  I want  to  stress.  Child- 
hood lead  poisoning  is  not  some  rare  malady.  It  is,  and  here  I quote 
the  language  of  the  implementation  plan  prepared  by  the  Bureau  of 
Community  Environmental  Management,  the  division  within  HEW 
designed  to  implement  Public  Law  91-695. 

More  prevalent  than  the  polio  problem  before  the  advent  of  the  Salk  vac- 
cine . . . (and  it)  leaves  more  children  permanently  impaired  than  did  Ger- 
man measles  prior  to  the  extensive  measles  vaccination  programs  (page  1). 

There  is  one  matter  I want  to  clear  up  at  this  juncture,  because  I 
think  there  perhaps  has  been  some  misunderstanding  arising  from 
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the  fact  that  I,  a Congressman  from  New  York  City,  have  been  so 
actively  involved  with  the  problems  of  childhood  lead  poisoning. 

This  disease  is  not  the  exclusive  blight  of  New  York  City.  Nor  is  it 
even  confined  just  to  the  cities  of  the  Northeast.  Childhood  lead  pois- 
oning is  a national  problem,  and  I know  no  better  way  of  emphasizing 
this  point  than  to  list  some  of  the  cities  which  already  have  made 
preliminary  application  requests  to  the  Department  of  HEW  for 
grants  under  Public  Law  91-695 : Bangor,  Maine,  Cincinnati,  Ohio, 
Denver,  Colo.,  Evanston,  111.,  Kansas  City,  Mo.,  Milwaukee,  Wis., 
Nashville,  Tenn.,  New  Orleans,  La.,  Omaha,  Nebr.,  Pittsburgh,  Pa., 
Saginaw,  Mich.,  San  Antonio,  Tex.,  San  Francisco,  Calif.,  Toledo, 
Ohio. 

There  are  many  more  requests.  And  there  will  be  still  more,  once 
the  Lead-Based  Paint  Poisoning  Prevention  Act  is  funded. 

So,  a second  fact  that  I want  to  impress  upon  you,  if  I may : Child- 
hood lead  poisoning  is  a national  plague. 

How  does  this  disease  arise  ? 

Its  genesis  lies  in  the  congruence  of  two  factors.  The  first  is  the 
high  incidence  among  small  children  of  pica — an  appetite  for  non- 
food items  such  as  dirt,  paper,  paint,  and  plaster. 

The  second  is  the  presence  of  lead-based  paint  on  the  walls  and 
ceilings  of  older  dwellings. 

As  the  sweet-tasting  lead-tainted  paint  and  plaster  chips  fall  within 
the  reach  of  the  children  living  in  these  dilapidated  dwellings,  they 
are  picked  up  and  eaten. 

Gradually,  the  child  ingests  lead  into  his  system.  It  has  been  esti- 
mated by  Dr.  Julian  Chisolm  of  Baltimore,  a leading  expert,  that 
the  ingestion  of  a few  small  leaded  paint  chips  a day,  no  larger  than 
the  size  of  an  adult’s  thumbnail,  for  about  3 months  or  longer  can 
produce  clinical  symptoms  of  lead  poisoning. 

So  we  have  a mamnade  disease,  of  enormous  proportions  and  of  a 
national  scope,  which  goes  largely  unabated. 

ARTICLE  BY  DR.  JANE  S.  LIN-FCJ  ENTITLED  “CHILD  LEAD  POISONING,  AN 
ERADICABLE  DISEASE” 

This  is  miconscionable,  because  this  disease  is  preventable.  Let  me 
quote  Dr.  Jane  S.  Lin-fu,  of  the  Department  of  Health,  Education,  and 
Welfare,  who  has  written  in  an  article  entitled  “Childhood  Lead 
Poisoning  . . . an  Eradicable  Disease,”  which  has  been  reprinted  for 
public  distribution  by  the  Department, 

In  the  history  of  modern  medicine,  few  childhood  diseases  occupy  a position 
as  unique  as  lead  poisoning.  It  is  a preventable  disease.  The  etiology,  pathogene- 
sis, epidemiology,  and  symptomatology  have  all  been  well  defined.  Methods  for 
screening,  diagnosis,  and  treatment  have  long  been  available.  In  the  past  three 
decades,  concerted  efforts  to  conquer  Infectious  disease  have  resulted  in  the  de- 
velopment of  vaccines  for  such  viral  diseases  as  polio  and  measles,  the  discovery 
of  many  antibiotics  for  bacterial  and  other  infections,  and  the  systematic  appli- 
cation of  these  therapeutic  agents,  but  little  has  been  done  to  eradicate  lead 
poisoning.  Yet  this  man-made  disease  exists  in  epidemic  proportions  in  many 
cities. 

I should  like  to  repeat  two  of  these  sentences  written  by  Doctor  Lin- 
fu.  The  first  is  “It  is  a preventable  disease.”  and,  second,  “this  man- 
made disease  exists  in  epidemic  proportions  in  many  cities.” 
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I think  the  basic  facts  are  clear.  Childhood  lead  poisoning  is  a 
disease  of  massive  proportions.  It  is  a disease  which  is  preventable. 
The  Congress  recognized  these  facts  by  passage  of  the  lead-based 
Paint  Poisoning  Prevention  Act.  It  recognized  the  need  to  enact 
a specific  law  to  mount  a focused,  coherent  federally  assisted  assault 
on  childhood  lead  poisoning,  with  specific  Federal  funds  authorized 
for  this  assault,  rather  than  leaving  childhood  lead  poisoning  as  the 
possible  stepchild  of  general  grant  programs. 

The  act,  signed  into  law  by  the  President  on  January  13,  1971, 
contains  five  titles. 

Title  I authorizes  grants  by  the  Secretary  of  Health,  Education, 
and  Welfare  to  units  of  general  local  government  to  assist  in  de- 
veloping and  carrying  out  detection  and  treatment  programs. 

Title  II  authorizes  grants  for  developing  and  carrying  out  pro- 
grams to  identify  high-risk  areas,  and  then  to  develop  and  carry  out 
elimination  programs. 

Title  III  authorizes  the  Secretary  of  Housing  and  Urban  Develop- 
ment to  carry  out  a demonstration  and  research  program  to  deter- 
mine the  nature  and  extent  of  the  problem,  and  the  methods  by  which 
lead-based  paint  can  be  most  effectively  removed. 

By  virtue  of  title  V,  f un  ds  authorized  but  not  appropriated  for  fiscal 
year  1971  are  available  to  be  appropriated  for  fiscal  year  1972.  Con- 
sequently, the  authorized  funding  for  these  HEW  grant  programs 
totals  $25  million  for  fiscal  3^ear  1972. 

The  issue  remaining  is  that  of  funding  the  Lead-based  Paint  Poison- 
ing Prevention  Act.  As  you  know,  the  President  submitted  no  request 
for  funds  for  fiscal  year  1972.  In  cognizance  of  this  omission,  45  mem- 
bers on  April  23  wrote  to  Secretary  Richardson  of  the  Department  of 
Health,  Education,  and  Welfare,  urging  that  his  Department  request 
funds  to  implement  the  act. 

LETTER  OF  SECRETARY  RICHARDSON 

Secretary  Richardson  responded  to  our  letter  on  May  28,  informing 
us  that  the  President  would  transmit  an  amendment  to  the  1972  budget 
requesting  $2  million. 

Specifically,  Secretary  Richardson’s  letter  reads  : 

The  budget  transmitted  on  January  29  did  not  include  any  new  funds  for 
implementing  the  Lead-based  Paint  Poisoning  Prevention  Act. 

Since  the  current  fiscal  year  is  nearly  over,  we  will  not  request  a 1971  supple- 
mental. However,  the  President  will  shortly  transmit  an  amendment  to  the  1972 
budget  requesting  $2  million  to  expand  our  program  to  attack  the  problem  of 
lead-based  paint.  We  would  use  the  additional  funds  to  make  a more  concerted 
effort  to  define  the  extent  of  the  problem  and  support  model  demonstration 
projects  in  three  communities. 

Let  me  be  blunt  and  say  that  much,  much  more  is  needed.  Moreover, 
the  stated  intended  use  for  the  $2  million  to  be  requested — ^three 
demonstration  projects  for  defining  the  problem — is  also  unacceptable. 

Let  me  take  these  two  points  in  reverse  order.  First,  the  matter  of 
demonstration  projects.  The  fact  is  that  there  is  no  need  for  such 
projects.  As  I noted  earlier.  Secretary  Richardson’s  own  employee — 
Dr.  Lin-Fu — has  made  very  clear  the  point  that,  and  I quote  again,  ‘‘the 
etiology,  pathogenesis,  epidemiology,  and  symptomatology  have  all 
been  well  defined.  Methods  for  screening,  diagnosis,  and  treatment 
have  long  been  available.” 
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SURGEON  GENERAL  REPORT  “mEDICAL  ASPECTS  OF  LEAD  POISONING” 

I would  also  point  to  the  October  12,  1970,  report  by  the  Surgeon 
General,  another  official  within  the  HEW  structure.  In  this  report,  en- 
titled “Medical  Aspects  of  Lead  Poisoning,”  the  Surgeon  General  sets 
national  guidelines  for  attacking  childhood  lead  poisoning. 

Again,  I think  this  demonstrates  that  the  problem  is  well  identified. 

COMMUNITY  ENVIRONMENTAL  MANAGEMENT  IMPLEMENTATION  PLAN 

In  addition,  I want  to  refer  to  an  internal  HEW  document  which  I 
have  received,  which  I think  equally  as  well  demolishes  any  argument 
that  demonstration  projects  are  needed  at  this  point. 

This  document  is  entitled  “Implementation  Plan  To  Carry  Out  the 
DHEW  Responsibilities  Under  the  ‘Lead  Paint  Poisoning  Prevention 
Act  of  1971’  ” (Public  Law  91-695) . 

It  was  prepared  in  March  of  this  year  by  the  Bureau  of  Community 
Environmenital  Management,  the  division  of  HEW  wffiich  was  dele- 
gated responsibility  for  implementation  of  the  act  by  the  Assistant 
Secretary  of  Health,  Education,  and  Welfare  on  March  5. 

I would  like  to  quote  from  pages  3-4  of  this  document,  which  is  the 
work  product  of  the  professional  experts  within  HEW  designated  to 
implement  the  childhood  lead  poisoning  program. 

It  makes  very  clear  that  we  are  long  past  the  state  of  demonstration 
projects : 

The  problem  of  lead  poisoning  is  completely  controllable  with  existing  technol- 
ogy. Techniques  for  the  control  of  the  problem  are  developed  and  tested.  Program 
activities  have  generated  a widespread  awareness  of  the  problem  and  an  eager- 
ness to  initiate  or  expand  local  lead  control  efforts  with  minimum  “seed  money” 
fiom  Federal  sources. 

The  Public  Health  Service  through  the  Bureau  of  Community  Environmental 
Management  had  done  much  to  define  the  problem,  bring  the  problem  to  profes- 
sional and  public  attention,  and  to  facilitate  and  encourage  local  control  programs. 
An  intra-departmental  committee  prepared  a HEW  policy  statement  defining 
levels  of  lead  poisoning  and  recommending  treatment  and  control  techniques.  On 
October  12,  1970,  the  Surgeon  General  issued  his  policy  statement  on  “The  Control 
of  Lead  Poisoning  in  Children.”  Procedural  guidelines  for  assisting  communities 
in  carrying  out  lead  control  programs  have  been  developed  by  BCEM  and  distri- 
buted widely.  The  application  and  effectiveness  of  these  guidelines  have  been 
demonstrated  in  Norfolk,  Virginia. 

Simple,  inexpensive  and  rapid  methodologies  for  the  determination  of  blood 
lead  levels  have  been  developed  and  are  being  tested  by  BCEM  in  the  cities  of 
New  Orleans  and  New  York.  These  micro-techniques  require  only  one  one-hun- 
dredth the  amount  of  blood,  and  cost  one-fourth  as  much  as  former  methods. 
Thus,  it  is  now  practical  and  economically  feasible  for  communities  to  carry 
out  the  massive  screening  programs  recommended  by  the  Surgeon  General.  There 
is  a minimal  need  for  further  research. 

The  necessary  information  to  eliminate  the  problem  is  known.  The  time  for 
action  is  now  and  now  is  the  time  for  effective  action  programs  at  the  community 
level. 

This  is  not  political  rhetoric.  These  are  the  conclusions  of  trained 
professionals.  Let  me,  for  emphasis,  quote  again  these  words : 

There  is  a minimal  need  for  further  research.  The  necessary  information  to 
eliminate  the  problem  is  known.  The  time  for  action  is  now  and  now  is  the  time 
for  effective  action  programs  at  the  community  level. 

I think  it  is  clear : The  problem  has  been  identified.  What  we  need 
now  are  action  programs. 
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Finally,  as  one  last  point,  I would  stress  that  some  local  programs 
do  exist  now,  and  that  fact  rebuts  any  contention  that  we  need  demon- 
stration projects  to  ascertain  how  to  run  a program.  Baltimore  has 
had  a program  since  1935 ; Chicago  since  1966 ; New  Haven  since  1968 ; 
Rochester,  N.Y.,  since  1969.  Currently  New  York  City  also  has  a pro- 
gram. 

Now,  let  me  turn  to  the  other  matter  at  issue,  aside  from  whether 
just  three  demonstration  programs  are  the  appropriate  answer  to  a 
disease  more  prevalent  than  was  polio  prior  to  the  advent  of  the  Salk 
vaccine. 

COMMUNITY  ENVIRONMENT  MANAGEMENT  IMPLEMENTATION  PLAN 

I know  of  no  organization  save  the  higher  echelon  at  HEW  which 
believes  that  anything  but  many  millions  of  dollars  are  needed.  Within 
HEW  itself,  the  professionals  are  calling  for  full  funding.  Thus,  in 
the  Bureau  of  Community  Environmental  Management  implementa- 
tion plan,  it  is  stated : 

Inaction  on  this  problem  would  be  an  economic  and  human  disaster  * * * 
Based  on  the  extent  of  the  valid  need  evidenced  to  date — based  on  pilot  screen- 
ing programs  already  undertaken — the  Bureau  is  convinced  that  the  full  fund- 
ing authorized  under  the  law  for  1971  can  be  effectively  utilized  in  the  current 
fiscal  year  to  carry  out  the  types  of  community  programs  as  outlined  above 
* * * In  PY  1972  a budget  amendment  is  requested  to  continue  and  expand 
these  important  activities. 

There  is  no  question  that  all  the  funding  authorized  can  be  used. 
Prior  to  hearings  on  the  authorizing  act,  the  Bureau  had  received 
requests  from  38  communities  for  technical  and  financial  assistance  in 
conducting  local  lead  control  programs. 

The  dollar  volume  of  these  requests  was  over  $30  million. 

Currently,  the  Bureau — that  is,  HEW — has  requests  from  at  least 
more  than  50  States  and  communities,  including  the  following : Albu- 
querque, N.  Mex.,  Baltimore,  Md.,  Bangor,  Maine,  Binghamton,  N.Y., 
Boston,  Mass.,  Buffalo,  N.Y.,  Chester,  Pa.,  Chicago,  111.,  Cincinnati, 
Ohio,  Dayton,  Ohio,  State  of  Delaware,  Denver,  Colo.,  Detroit,  Mich., 
East  St.  Louis,  111.,  Evanston,  111.,  State  of  Illinois,  Kansas  City,  Mo., 
Los  Angeles,  Calif.,  Louisville,  Ky.,  State  of  Maryland,  State  of 
Massachusetts,  Milwaukee,  Wis.,  Mobile,  Ala.,  Nashville,  Tenn.,  New 
Haven,  Conn.,  New  Orleans,  La.,  New  Rochelle,  N.Y.,  New  York,  N.Y., 
State  of  New  York,  Newark,  N.J.,  Norfolk,  Va.,  Omaha,  Nebr., 
Orange,  N.J.,  Paterson,  N.eT.,  Philadelphia,  Pa.,  Pittsburgh,  Pa., 
Plainfield,  N.J.,  Poughkeepsie,  N.Y.,  Providence,  R.I.,  Puerto  Rico, 
Rochester,  N.Y.,  Sacramento,  Calif.,  Saginaw,  Mich.,  St.  Louis,  Mo., 
San  Antonio,  Tex.,  San  Francisco,  Calif.,  Syracuse,  N.Y.,  Toledo, 
Ohio,  and  Washington,  D.C. 

More  applications  will  no  doubt  be  forthcoming. 

I would  also  like  to  mention  some  of  the  organizations  which  rec- 
ognize the  need  and  are  supporting  large  funding  of  the  Lead-based 
Paint  Poisoning  Prevention  Act. 

They  include : 

American  Association  on  Mental  Deficiency ; 

American  Academy  of  Pediatrics ; 

American  Association  of  Colleges  of  Osteopathic  Medicine ; 

American  Association  of  Colleges  of  Pharmacy ; 

American  Association  of  Dental  Sdhools ; 
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American  Dental  Association ; 

American  Heart  Association,  Inc. ; 

American  Nurses  Association ; 

American  Optometric  Association ; 

American  Public  Health  Association ; 

Association  of  American  Medical  Colleges ; 

Association  of  Schools  of  the  Allied  Health  Professions ; 

Association  of  Schools  and  Colleges  of  Optometry ; 

Association  of  State  and  Territorial  Health  Officers : 

Association  of  Teachers  of  Preventive  Medicine ; 

Association  of  University  Programs  in  Hospital  Administration ; 

Committee  of  Hospitals  of  Brooklyn  to  Eradicate  Lead  Poison- 
ing; 

Environmental  Action; 

F riends  of  the  Earth ; 

National  Association  for  Ketarded  Children; 

National  Committee  Against  Mental  Illness; 

National  Council  of  Community  Mental  Health  Centers ; 

National  Tuberculosis  and  Kespiratory  Disease  Association; 

Planned  Parenthood — World  Population; 

Sierra  Club. 

The  issue  is,  as  it  so  often  ends  up,  one  of  funds.  This  Nation  has 
many  needs,  and  all  of  these  needs  must  in  some  way  be  balanced. 
But,  if  we  must  talk  strictly  in  money  terms — and  I have  no  brief,  as 
I am  sure  you  do  not — to  deal  with  children’s  lives  in  such  callous 
terms,  then  the  conclusion  still  remains  inescapable:  the  Lead-based 
Plaint  Poisoning  Prevention  Act  must  be  funded. 

Let  me  run  through  the  figures.  Each  moderate  case  of  brain  dam- 
age requires  approximately  10  years  of  special  instructions  and  other 
care,  averaging  $1,750  per  child  annually. 

So,  each  year,  the  3,200  children  who  do  suffer  moderate  to  severe 
damage  produce  costs  for  care  alone  of  $5.6  million. 

The  800  children  who  annually  experience  severe  brain  damage  re- 
quire lifetime  institutionalization,  at  a cost  of  $4,000  per  each  year, 
or  $3.2  million  annually.  Thus,  the  current  annual  cost  for  the  damage 
to  these  small  cliildren  totals  $8.8  million. 

Add  to  that  the  medical  and  other  expenses  for  the  200  small  chil- 
dren who  die  amiually.  Add  to  that  the  incalculable  millions  for  loss 
of  productive  lives.  Add  to  that  the  incalculable  amounts  for  grief 
and  suffering. 

The  figures  are  devastatingly  damning.  They  are  also  economical- 
ly dispositive.  So  long  as  we  fail  to  spend  money  to  end  the  blight 
of  childhood  lead  poisoning,  we  will  continue  to  expend  far  more 
money  patching  up  the  sins  which  have  been  committed  against  our 
children  by  allowing  them  to  fall  victims  to  this  manmade,  yet  pre- 
ventable, disease. 

In  closing,  however,  I want  to  stress  this:  The  obligations  we  owe 
our  children — and  these  children,  whether  of  the  cities  or  the  coun- 
tryside, do  belong  to  all  of  us  in  a very  real  sense — are  inescapable. 

We  either  meet  these  obligations,  because  we  are  men  and  women 
of  compassion  and  duty,  or  we  fail  them.  We  do  not  neutralize  them 
by  ignoring  them. 

The  children  are  waiting. 
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I will  be  happy  to  answer  any  questions. 

We  owe  an  obligation  to  our  children,  and  I hope  the  subcomit- 
tee,  whose  interest  and  concern  is  well  known,  will  provide  the  full 
funding  for  this  Act. 

BUDGET  REQUEST  AND  AUTHORIZATION 

Senator  Magnuson.  We  thank  you.  Congressman. 

Now,  as  you  pointed  out,  just  before  the  end  of  your  statement, 
you  recommended  the  $5  million  on  this  budget,  but  that  did  not 
include  any  new  funds  at  all,  and  then  the  HEW  took  another  look 
at  it,  and  they  sent  up  a budget  request  for  $2  million,  is  that  the 
correct  figure? 

Mr.  Ryan.  That  is  correct.  A request  for  fiscal  year  1972. 

Senator  Magnuson.  And  we  lost  the  $5  million  in  conference  with 
the  House,  because  they  were  quite  adamant  about  this  item,  so  you 
are  suggesting  now  that  we  add  to  the  $2  million  that  has  been  sent  up, 
is  that  correct  ? 

Mr.  Ryan.  Yes,  sir.  I am  suggesting  that  under  the  authorization, 
we  can  appropriate  $25  million. 

Senator  Magnuson.  Is  that  the  authorization?  The  authorization 
is  $30  million,  is  it  not? 

Mr.  Ryan.  For  HEW  this  is  $25  million,  and  then  $5  million  for 
HUD. 

Senator  Magnuson.  Yes. 

Mr.  Ryan.  Which  makes  it  a total  of  $30  million.  Under  HEW, 
it  is  $25  million,  and  a $2  million  total  is  not  adequate,  and  one  of  the 
reasons  I have  asked  Doctor  Seigel  to  appear  to  testify  before  this 
distinguished  subcommittee  is  because  he,  until  recently,  was  a mem- 
ber of  HEW,  and  he  dealt  with  child  lead  poisoning. 

He  was  an  adviser  to  the  Surgeon  General,  when  the  Surgeon  Gen- 
eral issued  his  policy  statement,  so  he  is  familiar  not  only  with  the 
disease,  but  he  knows  first  hand  the  efforts  that  have  been  made  by 
the  professionals  within  the  Department  to  convince  the  higher  eche- 
lons of  the  urgency  of  fully  funding  this  program,  and  I think 
that  you  will  find  his  testimony  quite  helpful. 

Senator  Magnuson.  Well,  as  you  heard  my  colloquy  with  Senator 
Kennedy  about  this,  we  had  some  problems  on  what  role  HUD  would 

p'^y- 

Obviously  they  could  play  an  important  role  in  the  new  construction 
grants,  but  where  the  problem  is,  is  with  other  places  particularly  in 
the  area  of  your  district,  where  we  are  dealing  with  older  places  where 
people  live. 

This  is  where  a lot  of  this  happens,  but  I am  pleased  that  you  put 
in  the  record  the  number  of  places  in  the  United  States  that  are  inter- 
ested in  this  program.  They  are  not  only  the  big  urban  areas,  but  they 
are  all  over  the  Nation. 

Mr.  Ryan.  That  is  right,  and  it  is  important  that  we  see  this  as  a 
national  program,  which  it  is,  and  the  medical  profession  has  now  in 
all  of  these  cities  come  forward  with  statistics  in  each  one  of  these 
cities. 
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TESTIMONY  BEFORE  HOUSE  COMMITTEE 

Senator  Magnuson.  Did  you  appear  before  the  House  on  this  ? 

Mr.  Ryan.  Yes,  sir.  I have  appeared  before  the  House. 

Senator  Magnuson.  So  they  have  this  testimony  ? 

Mr.  Ryan.  They  have  mv  testimony,  they  have  before  them  the  full- 
funding appropriation  bills  which  have  been  sponsored  by  a large 
number  of  the  Members  of  the  House.  I have  some  40  or  50  Con- 
gressmen as  cosponsors  on  legislation  for  full  funding  of  the  Act. 

Senator  Magnuson.  Well,  I have  no  further  questions,  and  I think 
this  committee  is  aware  of  the  problems,  and  we  understand  the  situa- 
tion as  to  the  small  amount  of  $2  million  in  the  budget,  although  they 
did  not  have  any  at  all  when  they  came  up  here,  so  we  will  take  a look 
at  it. 

I have  no  further  questions.  We  have  to  wait  for  the  House  bill,  of 
course,  to  see  what  they  do. 

Mr.  Ryan.  I am  hopeful  in  your  wisdom  you  will  meet  the  authori- 
zation. 

Senator  Magnuson.  Thank  you  very  much. 

Mr.  Ryan.  Will  it  be  possible  for  Dr.  Seigel  to  testify  now,  or  do 
you  want  him  to  wait  ? 

I have  to  go  to  the  House  where  we  have  the  C.B.S.  contempt  cita- 
tion, and  I had  hopes  to  be  present  while  he  testified. 

Senator  Magnuson.  Well,  I would  like  him  to  do  it  later,  because  I 
am  hearing  the  Members  of  Congress  first,  and  we  have  a long  list  of 
witnesses  today.  They  took  longer  than  we  expected,  but  we  will  be 
glad  to  hear  from  him  later. 

Mr.  Ryan.  Thank  you  very  much.  We  appreciate  the  opportunity 
to  be  heard. 

Senator  Magnuson.  I think  we  have  many  of  the  facts  involved  in 
this,  and  we  have  a long  record,  and  we  do  understand  the  situation. 
Our  problem  is  a matter  between  the  two  Houses,  that  is  what  it 
amounts  to. 

Mr.  Ryan.  Thank  you  very  much. 

Senator  Magnuson.  Thank  you  for  appearing. 

STATEMENT  OF  HON.  TED  STEVENS,  U.S.  SENATOR  FROM  ALASKA 

INTRODUCTION  OF  DRS.  ROY  SCHWARTZ  AND  LAWRENCE  IRVING  OF  THE 
UNIVERSITY  OF  ALASKA 

Senator  Magnuson.  We  will  now  hear  from  Senator  Ted  Stevens 
of  Alaska,  who  will  introduce  Dr.  Roy  Schwartz  and  Dr.  Lawrence 
Irving  of  the  University  of  Alaska  Arctic  Research  Center. 

Bureau  of  Community  and  Environmental  Management 

ARCTIC  RESEARCH  CENTER 

Senator  Stevens.  Thank  you  very  much,  Mr.  Chairman. 

I have  with  me  Dr.  Roy  Schwartz  of  the  University  of  Washington 
and  associate  dean.  Dr.  Lawrence  Irving  of  the  University  of  Alaska. 
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We  are  here,  Mr.  Chairman,  concerning  the  Arctic  Health  Research 
Center.  This  is  the  only  facility  of  its  type  in  the  Nation,  and  it  is  to 
be  reduced  once  again  this  year  to  the  point  we  feel  is  the  danger  level. 
What  we  are  asking  today  is  for  an  increase  of  $415,000  for  the  De- 
partment of  Health,  Education,  and  Welfare,  so  that  the  Arctic  Health 
Research  Center  will  be  continued  at  its  present  staffing,  which  is  60 
positions. 

BUDGET  REQUEST  INCREASES 

The  Arctic  Health  Research  Center  is  the  only  one  of  its  kind  in 
our  Nation.  Its  urgent  mission  must  not  be  retarded. 

I am  here  today  to  request  that  funds  of  $415,000  be  appropriated 
by  your  committee  to  the  Department  of  Health,  Education,  and  Wel- 
fare so  that  the  Arctic  Health  Research  Center  in  the  Bureau  of  Com- 
munity and  Environmental  Management  will  be  able  to  continue  its 
essential  work  in  Arctic  Alaska. 

The  administration  budget  proposed  this  reduction,  and  its  restora- 
tion is  a request  in  which  I am  joined  by  the  highest  Alaskan  officials 
in  appealing  to  your  committee  for  assistance. 

Governor  Egan  had  hoped  to  be  here,  as  the  committee  knows  from 
his  six-page  letter  to  you  strongly  supporting  the  center’s  full  funding. 
Unfortunately,  it  was  necessary  for  Hm  to  be  at  the  Western  Gover- 
nors’ Conference.  However,  I have  his  testimony  with  me  for  entry 
into  the  hearing  record. 

PERPARED  STATEMENT 

Mr.  Chairman,  I would  like  to  present  this  for  the  record  at  this 
time. 

(The  statement  follows:) 
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Restoration  of  Funds:  Arctic  Research  Centers 

Mr.  Chairman  and  Members  of  the  Committee; 

The  news  that  the  reduction  of  staff  of  the  Arctic  Health  Research 
Center  at  College,  Alaska,  was  delayed,  pending  further  study,  was 
extremely  welcome.  I am  glad  that  there  was  recognition  of  the  conse- 
quences of  such  an  abrupt  and  damaging  action.  I v;ant  now  to  express 
the  deepest  and  most  urgent  concern  of  the  state  of  Alaska  about  the 
planned  staff  reduction  for  the  Arctic  Health  Research  Center,  This 
move  will  reduce  the  activities  and  services  of  this  outstanding  organ! 
zation  w^hich  is  so  indispensable  to  Alaska  and  to  other  U.S.  citizens 
in  relation  to  preventive  health  care  and  medical  education. 

The  Arctic  Health  Research  Center  is  nationally  and  internationally 
known  for  its  outstanding  contributions  in  the  area  of  arctic  and  sub- 
arctic health  research,  tuberculosis  control,  health  education  and  long 
term  studies  of  zoonotic  diseases  transmissible  to  man.  Further,  it 
is  the  only  basic  and  applied  research  center  of  its  type  in  the  United 
States.  The  reduction  from  the  1968  auf.liorized  strength  of  83  to  the 
proposed  47  positions  will  extinguish  essential  health  and  biom.edical 
programs  on  which  the  state  of  Alaska  and  the  Federal  Government  are 
dependent  for  critical  health  services.  This  will  not  only  seriously 
cripple  vital  ongoing  health  research  and  medical  education  projects, 
but  also  jeopardize  activities  that  have  been  responsible  for  the 
discovery  of  previously  unrecognized  diseases  peculiar  to  northern 
climates.  The  loss  of  the  scientific  personnel,  many  of  whom  are 
world  renowned  in  their  respective  fields,  of  supportive  staff  and 
ancillary  facilities  such  as  the  library,  animal  colonies  or  virus 
laboratory  v’ill  be  tragic  and  damaging  not  only  for  Alaska,  but  for 


the  United  States  as  well. 
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The  abrupt,  planned  cutback  in  positions  will  unavoidably  and 
necessarily  reduce  the  effectiveness  of  the  Arctic  Health  Research 
Center  as  a vital  link  which  is  without  question  essential  to  the 
protection  and  health  of  all  Alaskans.  It  should  be  pointed  out 
that  the  population  of  Alaska  includes  Federal  and  military  employees 
and  dependents  numbering  55,000,  approximately  20  percent  of  the 
total  State  population.  Furtherm.ore , Alaska  will  be  placed  in  the 
impossible  position,  without  lead  time  for  planning  and  appropriations, 
of  having  to  produce  equivalent  laboratory  and  research  staff,  equip- 
ment, facilities  and  related  services  necessary  for  health  protection 
amounting  to  a minimum  of  $350,000  for  onl}’-  the  most  urgent  of  these 
functions.  Wliile  this  is  a virtual  impossibility  in  itself,  so  also 
is  the  problem  of  securing  adequately  trained  and  experienced  research 
scientists  with  the  information  which  has  been  gained  by  Arctic  Health 
Research  Center  from  investigatory  work  and  direct  services  in  Alaska 
dur'ng  the  past  20  years.  The  precipitous  action  as  is  already  planned 
for  the  Arctic  Health  Research  Center  is  contrary  to  the  intereists  of 
Alaska,  its  citizens,  and  the  Federal  Government.  The  latter  stands 
also  to  lose,  in  the  long  run,  both  from  the  impact  upon  the  health. of 
its  citizens  and  funds  for  subsequent  corrective  and  rehabilitative 
services  and  research. 

At  the  present  time,  there  are  no  less  than  48  vital  health 
studies  of  importance  to  Alaska  being  conducted  at  the  Center,  They 
represent  studies  and  research  in  northern  .climates  of  both  immediate 
and  long-range  si.gnif icance  to  Alaska  and  the  other  , states . It  in- 
cludes results  of  original  research  and  accumulated  knowledge  of 
human  studies  affecting  tlie  health  of  individuals  and  population 
groups,  of  animal  studies  of  importance  to  human  beings,  and  the  wise 
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development  of  technical  equipment,  scientific  educational  materials, 
animal  colonies  and  other  expertise  that  cannot  be  measured  in  terms 
of  dollars  alone  without  equal  consideration  of  human  values. 

It  should  also  be  noted  that  although  much  progress  in  the  field 
of  Native  health  has  been  made  over  thekast  several  years,  there  re- 
mains approximately  a twenty-year  lag  in  the  health  level  of  the 
Native  people  when  compared  to  the  rest  of  the  U.S,  population,  statis- 
tically speaking.  The  lag  in  social  and  economic  development  of 
arctic  rural  Alaska  and  the  lack  of  definitive  health  research  are 
the  major  factors  holding  back  health  improvement. 

There  are  several  objectives  realized  by  the  Center;  among  them 
primary  and  applied  research  across  a wide  spectrum  of  human  and  animal 
problems,  the  dissemination  of  scientific  knowledge  through  formal 
and  informal  education  activities,  and  a direct  assault  on  the 
incidence  of  such  catastrophic  causes  of  injury  and  death  as  accidents. 
(Please  refer  to  the  table  on  the  following  page) . Resolving  immediate 
practical  problems  with  important  commercial  implications  are  also 
among  the  Center's  objectives.  I wish  to  provide  just  a few  examples 
that  will  indicate  the  essential  nature  of  specific  research  work. 

1.  Rabies.  Rabies  among  the  wildlife  in  Alaska  is  prevalent  and 
poses  a constant  threat  to  all  persons  in  not  only  the  outlying  villagea, 
but  to  domestic  pets  and  in  turn  man  in  our  urban  areas.  At  the  present 
time,  rabies  has  reached  epidemic  proportions  in  Southcentral  Alaska 
and  threatens  to  spread  into  Canada.  The  Arctic  Health  Research  Center 
has  conducted  all  of  the  investigative  and  surveillance  studies  on 
rabies  in  the  arctic  and  sub-arctic  regions  and  is  defining  endemic 
areas  and  determining  natural  reservoirs  of  infection  that  maintain 
rabies  virus  between  epidemic  periods.  They  have  also  determined  the 
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cyclic  pattern  of  wildlife  rabies  in  Alaska  and  are  assisting  the 
State  in  predicting  and  planning  control  metliods  for  epidemic  periods. 
The  Center  has  served  as  the  rabies  laboratory  for  the  state  of  Alaska 
and  has  furnished  the  primary  diagnostic  facilities  for  the  examina- 
tion of  suspected  rabid  animals.  This  has  enabled  physicians  to 
promptly  treat  individuals  exposed  or  bitten  by  rabid  animals.  This 
capability  must  be  maintained  in  Alaska  to  avoid  serious  delays  in 
the  treatment  of  individuals.  The  state  of  Alaska,  to  avoid  costly 
duplication  of  services, did  not  equip  laboratories  for  this  work  and 
to  do  so  now  would  require  an  immediate  outlay  of  $50,000  per  year. 

2.  Trichinosis.  Arctic  Health  Research  Center  established  the  fact 
of  the  existence  and  extent  of  animal  trichinosis  in  Alaska  where 

it  has  been  discovered  in  bears  and  marine  manirnals.  Human  infections 
and  fatalities  were  also  unveiled.  Previous  to  this  research,  the 
true  extent  and  nature  of  the  infection  v?as  not  known.  Many  natives 
and  other  persons  v;ho  have  eaten  rav;  or  partially  cooked  bear  meat 
have  suffered  from  this  disease  with  some  reported  fatalities.  Only 
throvigh  the  work  of  Arctic  Health  Research  Center  in  this  field  has 
it  been  possible  to  learn  enough  about  the  natural  history  of  the 
parasitic  infection  in  the  animal  population  in  Alaska  to  begin  to  be 
able  to  control  it,  to  educate  the  public  relative  to  use  and  prepara- 
tion of  foods  likely  to  contain  trichina  and  to  protect  Alaska's  popu- 
lation. 

3.  Hydatid  Disease  ; Echinococcosis) . The  original  research  on  both 
forms  of  this  disease,  prevalent  in  Alaska,  was, and  continues  to  be, 
carried  out  at  the  Arctic  Health  Research  Center.  Scientists  at  the 
Center  liavc  painstakingly  worked  'out  the  life  cycles  in  the  animal  hosts 
and  described  this  disease  which  occurs  in  benign  and  malignant  forms 
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as  these,  at  this  stage  when  lives  can  be  saved  through  early  detection 
of  this  disease? 

4.  Virus  Laboratory.  Since  the  early  days  of  the  Arctic  Health  Re- 
search Center,  the  virus  laboratory  has  been  serving  the  needs  of  the 
people  within  the  State.  This  has  been  a cooperative  undertaking  with 
the  Department  of  Health  and  Welfare  and  other  agencies.  The “State  has 
not  developed  a duplicate  viral  laboratory  since  this  would  be  inefficient 
costly,  and  a wasteful  undertaking.  Consecuently , Alaska  continues  to 
depend  on  the  viral  laboratory  for  assistance  with  human  specimens. 

These  include  diagnostic  work  during  epidemics  of  viral  infections  that 
occur  frequently  within  the  State. 

In  1970  an  epidemic  of  meningitis  occurred  in  the  Kotzebue  area. 
Without  a viral  laboratory  it  would  have  been  impossible  or  too  slow 
to  determine  the  cause  of  the  meningitis  and  methods  of  control.  With 
the  help  of  the  Arctic  Health  Research  Center  the  diagnosis  of  ECHO 
virus  aseptic  meningitis  was  made  and  consequent  controls  instituted. 

The  State  relies  upon  Arctic  Health  Research  Center  for  help  in  nearly 
all  epidemiological  problems.  These  services  are  indispensable  to 
Alaska,  to  travelers  in  Alaska  and  to  international  epidemic  surveillance 
activities,  since  Alaska  is  the  first  point  of  entry  from  the  Orient 
and  crossroads  stop  between  East  and  West. 

To  replace  this  laboratory  by  the  state  of  Alaska  would  require  a 
minimum  of  $300,000  for  the  first  year. 

5,  Black  flies  and  mosquitoes.  This  major  problem  in  Alaska  is  one 
which  also  has  implications,  as  do  the  above  examples,  for  construction 
and  maintenance  workers  on  the  pipeline  and  the  development  of  resources 
within  Alaska.  Studies  on  black  flies  and  mosquitoes  have  been  taking 
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in  man.  The  malignant  form  is  fatal  when  it  initially  involves  the 
liver,  and  later  the  cysts  spread  to  other  parts  of  the  body,  parti- 
cularly to  the  brain.  It  is  not  curable  by  surgery  in  the  terminal 
stage. 

This  disease  was  initially  recognized  on  St.  Lawrence  Island 
througli  importation  of  dogs  from  infected  areas  in  Alaska.  The 
disease  has  now  spread  to  the  fox  population  of  North  Dakota  and  South 
Dakota  and  now  presents  a health  hazard  to  man  in  these  states.  The 
complex  life  cycle  of  the  parasite  in  different  animal  hosts  has  been 
worked  out  so  that  the  onset  and  spread  may  be  mapped  and  controlled. 

It  was  discovered  to  be  confined  to  the  area  along  the  west  coast  of 
Alaska.  The  most  important  fact  is  that  the  disease  is  picked  up 
during  early  childhood.  If  children  are  screened  early,  infected 
children  can  be  detected  and  treated  successfully.  If  not  found  early, 
the  disease  is  fatal.  It  has  taken  15  years  of  study  to  come  to  the  pre- 
sent point  at  w’hich  it  will  be  possible  to  program  the  diagnosis  and 
the  detection  of  this  disease  and  put  controls  into  effect. 

With  sorrow,  I wish  to  point  out  that  Florence  Melegwotkuk,  Gambell, 
Alaska,  an  Eskimo  artist,  particularly  famous  for  her  pen  and  ink 
sketches  of  Bering  Sea  scenes,  died  two  months  ago  of  the  malignant 
form  of  hydatid  disease.  She  V7as  in  her  forties.  Had  we  progressed 
more  rapidly  by  this  point  in  time  her  disease  may  have  been  detected 
at  an  earlier  age  when  successful  treatment  would  have  been  possible. 
Others  may  nov?  be  saved  if  the  continuing  work  on  this  disease  is  not 
slowed  or  terminated.  Early  detection  in  childhood  saves  lives. 

Allowing  the  infection  to  progress  until  adulthood  means  serious  compli- 
cations and  loss  of  life.  Does  it  make  sense  to  reduce  services,  such 
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place  at  Arctic  Health  Research  Center  over  a period  of  years  relative 
to  identification  of  the  specific  insect  vectors  and  studies  on  breeding 
habits  and  control  techniques.  Without  this  fundamental  research  it 
would  be  impossible  to  control  this  potential  health  hazard  and  would 
markedly  depress  the  activities  of  man  in  the  development  and  use  of 
the  interior  of  Alaska. 

6.  Another  field  of  study  dealing  with  arctic  native  health  has  been 
Otitis  Media.  Otitis  Media, a middle  ear  infection, is  the  second  leading 
cause  of  hospitalization.  This  is  due  to  the  widespread  occurrence  of 
chronic  Otitis  Media  and  the  native  health  services  program  to  re- 
habilitate those  suffering  from  the  disease  through  intensive  treat- 
ment and  restorative  surgery.  The  notifiable  diseases  list, for  example, 
shows  Otitis  Media  holding  first  place,  demonstrating  further  its  high 
incidence  and  the  seriousness  of  the  problem. 

7.  The  work  the  center  has  done  in  Eskimo  infant  mortality  has  con- 
tributed to  a decline  in  hospital  admissions  (-18.6%^  for  those  related 
problems . 

8.  The  educational  role  of  the  Center  is  pervasive.  The  WAMl  (Washington, 
Alaska,  Montana,  Idaho)  program  with  direction  from  the  University  of 
Washington  Medical  School  and  University  of  Alaska  are  developing  a pro- 
gram of  which  the  Arctic  Health  Research  Center  is  an  essential  component, 
and  which  the  Legislature  and  I have  wholeheartedly  concurred.  This  in- 
volves the  training  of  Alaskans  as  physicians  under  an  arrangement  with 
the  University  of  Washington  Medical  School  and  is  a project  to  relieve 
the  medical  manpower  shortage  that  exists  in  Alaska  and  the  Pacific 
Northwest.  Alaskan  students  will  receive  their  basic  science  training 

at  the  University  of  Alaska  relying  heavily  upon  the  health  scientists 
and  facilities  at  Arctic  Health  Research  Center,  This  program  has  al- 
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ready  been  set  in  motion  with  the  entering  students  commencing  in  Sept- 
ember, 1971.  Cutback  in  staff  at  Arctic  Health  Research  Center 
jeopardizes  and  weakens  this  entire  program  with  its  importance  for 
Alaska  and  the  Pacific  Northwest.  The  need  for  physicians  in  Alaska 
is  a desperate  one.  This  program  must  not  be  compromised. 

In  addition  to  contributing  to  the  development  of  this  demonstration 
project  in  regional  medical  education  - of  paramount  importance  to  a 
state  without  a medical  school,  the  Center  maintains  essential  teaching 
as  well  as  research  relationships  with  the  University  of  Alaska.  There 
are  presently  six  distinguished  members  of  the  staff  teaching  spring 
semester  courses  at  the  University  covering  such  subjects  as  Environ- 
mental Health  Engineering  Design,  Wildlife  Disease,  Stream  Sanitation 
and  Environmental  Health  and  Genetics. 

The  Center  is  graduating  its  first  class  of  Laboratory  Aides  which 
was  organized  jointly  with  the  Bureau  of  Indian  Affairs.  Several  of 
the  graduates  will  have  jobs  waiting  for  them  upon  graduation. 

A three  day  course  on  Environm.ental  Health  Practices  in  Alaska 
Recreational  Areas  was  given  in  April.  The  course  was  open  to  all 
persons  engaged  in  some  aspect  of  the  planning,  operation  or  maintenance 
of  recreation  sites. 

The  International  Symposium  on  Circumpolar  Health  is  a gathering 
of  scientists  specializing  in  research  in  Arctic  health  problems  and 
the  application  of  research  to  solving  these  problems.  At  the  first 
conference,  held  in  Fairbanks  two  years  ago,  over  sixty  percent  of  the 
scientific  papers  were  presented  by  members  of  the  Center  staff.  I 
have  been  informed  that  the  staff,  in  preparation  for  the  Second 
Symposium  held  in  Finland,  sought  more  scientists  from  the  Arctic 
Health  Research  Center  than  from  any  other  institution. 
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Accidents  are  the  leading  cause  of  death  in  the  state;  among  them 
death  by  freezing  and  death  by  burning  rank  high.  The  Center  has 
made  pioneering  studies  in  the  field  of  injury  and  death  by  freezing  - 
the  factors  of  wind,  temperature  and  humidity  v;hich  contribute  to  it. 
Specific  recommendations  on  combatting  freezing  with  immediate  appli- 
cation to  human  life  and  health  are  being  followed  by  many  who  make 
their  livelihoods  in  arctic  winter  weather.  The  Center, with  the 
cooperation  of  the  Bureau  of  Indian  Affairs,  the  State  of  Alaska 
Division  of  Public  Health  and  the  State  Fire  Marshal,  is  nov7  directing 
studies  toward  home  fire  prevention  in  the  native  villages.  These 
will  yield  immediate  dividends  in  the  saving  of  life  and  prevention 
of  maiming  injuries. 

Of  immediate  practical  and  commercial  value  are  investigations 
of  the  treatment  and  re-use  of  waste  water  on  an  individual  home  basis; 
the  conservation  of  heat  in  homes  (through  the  use  of  an  experimental 
house)  and  the  suppression  of  ice  fog  at  the  Eielson  Air  Force  Base. 

Nearly  endless  additional  examples  could  be  given  that  would 
simply  strengthen  the  point  I have  already  made,  which  is  the  devasta- 
ting effect  of  a cutback  of  14  to  16  positions  in  the  Arctic  Health 
Research  Center  in  College,  Alaska.  Other  examples  include  the 
detection  and  classification  of  anemia  among  the  Eskimo  population, 
basic  nutrition  studies  v^hich  indicate  the  type  of  native  foods  which 
are  of  importance  to  the  health  and  growth  of  children  compared  to 
imported,  commercially  prepared  foods  and  genetic  counseling  and 
cytogenetic  studies  among  the  residents  of  Alaska.  These  constitute 
fundamental,  unique  and  practical  efforts  of  importance  to  the  health 


of  the  Alaskan  people. 
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At  this  time  it  is  important  to  advance  these  many  practical  studies 
and  research  which  will  elevate  the  level  of  health  of  Alaskans  and 
prevent  illness » accidents  and  other  costly,  unnecessary  disease.  How 
shall  we  justify  cutbacks  under  these  conditions  when  the  Federal 
Government  itself  is  alarmed  at  the  spiraling  costs  of  medical  and 
health  care  and  is  urging  and  encouraging  states  to  stress  prevention 
and  preventive  health  practices?  Arctic  Health  Research  Center  and 
the  state  of  Alaska  have  been  functioning  as  a team  to  complement 
one  another's  services  and  research  and  to  discover  and  control  diseases 
and  other  threats  to  human  health.  This  is  prevention  and  optimal 
cooperation  in  its  finest  sense.  It  must  not  be  destroyed.  It  is 
too  rare  to  find  these  days.  Federal  agencies  and  publications 
constantly  proclaim  the  virtues  of  preventive  health  services  as 
essential  for  economical,  social  and  health  reasons.  Yet  the  action 
in  cutting  positions  at  Arctic  Health  Research  Center  is  inconsistent 
and  ach- eves  exactly  the  opposite.  There  is  nothing  that  I am  aware 
of  that  can  be  more  egregious  and  harmful  to  the  people  of  the  state 
of  Alaska  than  to  permit  the  cutback  of  these  positions  and  the 
weakening  of  the  Arctic  Health  Research  Center  upon  which  we  all  depend.' 

I urgently  request  this  committee  to  restore  support  for  the  staff 
at  the  previousl}^  authorized  level  and  rescind  any  plans  to  reduce 
the  staff.  If  any  additional  materials  are  necessary  I stand  ready 
to  provide  them. 
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JOINT  RESOLUTION  OF  ALASKA  LEGISLATURE 

Senator  Stevens.  I also  have  with  me  a resolution  passed  by  the 
Alaska  State  Legislature  on  April  25  urging  full  funding  for  the 
center.  And  in  my  office  are  many  letters  from  concerned  Alaskans 
who  cannot  understand  why  such  a reduction  would  be  made  and  have 
turned  to  us  in  Congress  for  help  in  adequately  funding  the  center. 

LETTER  OF  SECRETARY  RICHARDSON 

I have  here  a letter  from  the  Secretary  of  Health,  Education,  and 
Welfare,  in  which  he  has  stated  that  HEW  has  determined  they  can 
maintain  the  staffing  at  the  Arctic  Health  Research  Center  at  its  fiscal 
year  1971  level,  and  they  have  definitely  decided  to  keep  the  center 
at  its  current  level  until  the  bill  before  you  has  completed  its  process. 

If  you  permit  me  to  file  also  the  joint  resolution  of  the  Alaska  State 
Legislature,  pertaining  to  this  research  center,  I would  like  to  submit 
these  for  the  record. 

(The  letter  and  resolution  follow :) 
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THE  SECRETARY  OF  HEALTH  EDUCATION.  AND  WELFARE 

WASHINGTON.  D.C.  20201 

if 


JUN  2 5 1971 

Honorable  Tod  Stevano 
United  States  Senate 
Washington,  D.  C«  20510 

Dear  Ted: 

Thank  you  for  your  letter  of  June  3 expressing  your  appreciation  for  the 
steps  we  have  taken  to  maintain  the  staffing  of  the  Arctic  Health 
Research  Center. 

I understand  that  your  office  has  already  been  informed  by  the  Office  of 
tha  Assistant  Secretary,  Con^troller  of  a further,  and  favorable,  change 
In  the  status  of  our  planning  to  hold  the  line.  We  have  determined  that 
VO  can  maintain  the  staffing  of  the  Arctic  Health  Research  Center  at  its 
fiscal  year  1971  level  without  special  language  in  the  Continuing 
Resolution.  We  have,  therefore,  definitely  decided  to  keep  the  Center 
at  its  current  level  until  the  fiscal  year  1972  appropriations  process 
has  been  completed. 

I am  certain  you  understand  that  \intll  the  appropriations  process  is 
completed,  we  cannot  finally  determine  whether  or  not  the  current  level 
of  staffing  of  tha  Center  vlU  be  maintained* 

With  warm  regard. 

Sincerely, 

7s7EH.I0T 


Secretary 
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(Mssfes  |Isg!sl«feTS 


■■■•SENATE  JO!MT  RESOLUTiOM  NO.  *>5 

ReXaclng  to  the  Arctic  Health  Eeseai»sh  Center* 


BE  IT  RESOLVED  BY  THE  LEGISLATURE  OF  THE  STATE  OF  ALASKA: 

WKEKEA3  the  Arctic  Health  Research  Center  was  estehl? shed 
-iin  19^>8  to  conduct  activities  necessary  in  the  investigatl'-'n, 

. ipraventloria  treatments  .and  control  of  diseases.;  and 

V/HEREAS  since  that  time  the  center  has  gained  a world- 
Tenovnied  reputation  for  its  work  in  cold-adaptive  processes, 
"•♦cold  BS  a factor  in  human  stress,  the  life  cycles  of  parasites 

• :and  host-parasite  re-latloeihips  pf-.culiar  to  the  arctic,  and  raora 

recently  for  Its  work  to  the-  hlomedlcal  and  e-nvircn- 

• mental  englneer'lng  needs  cf  concejTis  planning  arctic  activitiee, 

.and  for  its  efforts  to  a host  of  other  pro^jecte  too 

tiiUBierous  to  list.;  ar-d 

WHBPBAS.,  during  the  past  three  years,  the  center  has 
fdeGcendcd  froti  a line-item  position  in  the  budget  of  the  Public 
^Health  Servi  '.e  to  the  level  of  a subdivision  in  a bureau  that 
•As  lost  in  the  limbo  of  reorganisation;  and 

WKEHEAS  current  proposals  vjould  allow  only  iJ7  positions 
■‘(doKTi  from  83  authorized  in  1968),  a level  v/hich  could  be 
e:cpected  to  cripple  or  extinguish  most  of  the  programs  in  pro- 
- I'gress  at  the  center;  and 

WJ-IEITEAS  there  Is  national  recognition  of  Alaskan  resources, 
human  needs  and  problems,  ail  dictating  continued  research  into 
•the  biomedical  an.d  environmental  fields  in  connection  with  the 
.arctic;  and 
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''WHER2AS  the  Arotls  ITsaith  BgseJinsh  Center  is  the  onl? 
Inatitution  of  its  kijid  1q  the  Unit-sa  States; 

BS  IT  RESOLVED  by  the  Alaska  Legislature  that  the  proposed 
reduced  funding  for  the  Ai’otlc  Sfsaltb  Research  Center  is  de- 
plored and  it  urgently  requests  the  United  States  Congress  to 
adequately  fund  the  center  so  it  anay  renaln  a viable  entity; 
and  be  it 

FJRTHER  RESOLVED  that  every  consideration  be  given  to  the 
trar.pfer  cf  the  center  to  a more  active  federal  agency  or  In 
th©  alternative  to  permit  the  transfer  of  the  center  to  the 
University  of  Alaska. 

COPIES  of  this  Rosclutlon  shall  be  sent  to  the  Honorable 
Richard  M.  Nixon,  President  of  the  United  States;  the  Honorable 
Elliott  Richardson,  Secretai’y,  Departarient  of  Hea3-th,  Education 
and  Welfare;  the  Honorable  Allsn  J-  Ellender,  U.  S.  Senator  and 
Chairman  of  the  Senate  Appropriations  Co-ccirilttee ; the  Honorable 
George  H.  Kahon,  U,  S.  Representative  a:)d  Chairman  of  the  House 
Appropriations  Committee;  and  to  the  Honorable  .Ted  Stevens  and 
the  Honorable  Mike  Gravel,  U.  S.,  Senators,  and  the  Honorable 
Nic-k  Begioh,  U.  S.  Reprssentativsj-^^mbers  of  the  Alaska  dele- 
gation in  Consgress. 


SJR  45 
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Authentication 


following  cfficijrs  of  ths  Legislature  certify  that  the 


--attached  enrolled  resolutlcm, 


Senate  Joint  Resolution 


No, 


was  passed  In  conformity  with  the  require- 


-icents  of  the  constitution  and  laws  of  i;he  State  of  Alaska  and 
.■^he  Uniform  Rules  of  the  Legislature, 

„JS&saed.  by.Jtbe  ,S&nate  . -April  25 » .1971 


■-MTBST: 


Lloyd 

vSecretary  of  the' Senate  . 

Passed  by  the  House  May  1,  1971 


iues 

speaker  of  tbs  House 


ATTEST; 


*<-Const5!n?e  H.  Paddock 

Clerk  cf  the  K:^use 
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CENTER  LOCATION  AND  ASSOCIATION  WITH  UNIVERSITY 

The  Arctic  Health  Eesearch  Center  is  located  on  the  main  campus 
of  the  University  of  Alaska  in  Fairbanks.  Its  new  home  was  com- 
pleted there  in  1967,  and  it  has  a very  close  working  relationship  with 
the  imiversity. 

Testifying  with  me  today  is  Dr.  Lawrence  Irving,  the  associate  di- 
rector of  the  Institute  of  Arctic  Biology  at  the  university. 

He  will  present  the  more  thorough  testimony  on  the  urgent  func- 
tions which  the  center  is  pursuing  as  well  as  its  working  relationship 
with  the  university  and  other  Federal,  State,  and  private  organi- 
zations. 

CENTER  INVOLVEMENT  WITH  MEDICAL  EDUCATION  I WAMI  PROGRAM 

One  of  the  most  exciting  new  functions  of  the  center  is  its  involve- 
ment in  bringing  medical  education  to  Alaska  via  the  WAMI  pro- 
gram. This  will  be  jeopardized  by  the  center’s  proposed  reduction 
and  its  loss  would  be  a tragedy  in  terms  of  WAMI’s  goal  of  educating 
Alaskans  in  Alaska  for  entering  the  medical  profession. 

The  director  of  the  WAMI  program  at  the  University  of  Washing- 
ton’s Medical  School,  Dr.  M.  Roy  Schwarz,  is  also  here  with  me  today 
to  discuss  this  matter  with  the  committee. 

FUNDING  IMPERATIVE 

Before  introducing  these  two  gentlemen,  let  me  summarize  why 
I feel  these  funds  must  be  restored  and  give  you  a bit  of  the  center’s 
history. 

Arctic  Alaska  Environment 

Arctic  Alaska  has  an  environment  which  produces  health  problems 
in  man’s  existence  which  are  unknown  in  the  more  temperate  parts 
of  our  Nation. 

Mere  survival  and  how  it  may  best  be  accomplished  in  this  harsh 
land  requires  extensive  research : Wliat  must  man  wear,  how  should 
his  food  be  balanced,  his  homes  constructed,  the  wastes  handled,  the 
diseases  dealt  with  ? 

The  health  of  Native  Alaskans  is  among  the  most  abysmal  in  our 
land.  The  center  has  been  invaluable  in  studying  their  environment 
and  doing  research  into  the  causes  of  diseases  and  conditions  which 
plague  their  life  in  rural  Alaska  and  how  they  may  best  be  changed. 

Anticipated  Research  Development  : Population  Increase 

And,  as  we  all  know,  Arctic  Alaska  is  on  the  verge  of  tremendous 
resource  development.  More  and  more  people  will  be  living  there  for 
long  periods  of  time.  The  unusual  stresses  of  living  in  a land  aggra- 
vated by  climatic  extremes,  by  totally  physical  surroundings,  and  by 
the  hazards  of  cold  injury,  venomous  insects,  animal-borne  diseases, 
and  low-temperature  occupational  hazards  must  be  more  thoroughly 
studied  and  understood.  Life  here  is  difficult  and  much  more  knowl- 
edge is  needed  of  it  so  it  can  be  as  safe  and  agreeable  as  possible. 
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Centeks  Role  and  History 

This  is  the  role  of  the  Arctic  Health  Research  Center. 

And,  at  this  point  in  Alaskan  history,  that  role  must  not  be  reduced. 

Indeed,  if  anything,  it  should  be  expanding.  It  is  the  only  such 
Arctic  health  research  facility  in  our  Nation  and  its  history  goes  back 
to  the  mid-1940’s.  At  that  time,  the  Department  of  the  Interior  re- 
quested the  American  Medical  Association  to  investigate  Alaska’s 
overwhelming  health  problems  and  to  make  recommendations  for 
solving  them.  Teams  of  consultants  from  the  American  Medical  As- 
sociation prepared  a report  as  a result  of  several  trips  to  Alaska  dur- 
ing 1946-47.  This  report  pointed  out  that  in  addition  to  some  of  the 
more  obvious  problems,  such  as  the  high  death  rate  from  communi- 
cable disease,  there  were  problems  associated  with  grossly  inadequate 
housing  and  sanitation  facilities  among  Alaska’s  Native  people.  There 
was  a general  lack  of  knowledge  about  many  of  these  things.  A recom- 
mendation was  made  that  remedial  action  be  taken  immediately. 
Largely  as  a result  of  this  report,  AHRC  was  established  in  1948,  for 
the  purpose  of  disease  and  sanitation  investigations  in  Alaska. 

Organizationally,  the  center  was  divided  into  six  groups: 

Environmental  engineering — the  engineering  solution  to  defined 
health  problems  such  as  waste  disposal. 

Physiology — ^the  problem  of  man’s  mental  adaptation  to  Arctic  life. 

Epidemiology — ^the  basic  science  of  preventive  medicine. 

Nutrition  and  metabolic  diseases — evaluation  of  the  nutritional 
status  of  a population. 

Zoonotic  diseases — relating  to  animal-borne  diseases. 

Entemology — relating  to  insect  disease  and  transmission. 

The  center  remained  in  temporary  facilities  in  Anchorage  for  about 
19  years.  It  moved  to  its  present  permanent  facilities  on  the  campus  of 
the  University  of  Alaska  at  College  in  1967. 

Over  the  years,  the  center  had  been  concerned  primarily  with  re- 
search in  the  biomedical  field  with  some  emphasis  placed  on  research 
concerning  environmental  problems.  The  shift  to  “Human  Ecology 
Center”  status  was  made  with  the  realization  that  a broader  based 
effort  was  needed.  The  development  of  the  techniques  and  methods  for 
getting  research  results  put  into  practice  is  now  considered  essential. 

Strong  emphasis  on  behavioral  sciences,  as  well  as  the  physical 
sciences  is  also  considered  essential  in  view  of  the  many  problems  asso- 
ciated with  changes  in  the  native  culture,  problems  with  adaptation 
to  the  Alaska  environment  on  the  part  of  the  people  moving  in  from 
other  States,  and  so  forth. 

Because  of  the  changing  requirements,  the  Center  was  reorganized 
in  early  1971  with  the  new  major  organizational  components  being: 
Environmental  Sciences  Branch,  Biomedical  Sciences  Branch,  and 
Behavioral  Sciences  Branch. 

This  organization  will  facilitate  the  interdisciplinary  action  re- 
quired for  a coordinated  human  health  ecology  program. 

PROBLEMS  AND  PROGRAM  ACTIVITIES 

Many  of  the  old  health  problems  mentioned  in  the  reports  which 
led  to  the  establishment  of  AHRC  are  still  unresolved,  and  others 
have  developed  and  become  recognized. 
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The  goal  of  AHKC  is  not  only  to  prevent  ill  health,  but  to  provide 
answers  which  will  lead  to  people  being  satisfied  with  their  life  in 
Alaska  in  a positive  way. 

Otherwise  economic  development,  with  its  impact  on  the  health  and 
well-being  of  the  residents,  will  continue  to  suffer  from  the  problems 
of  a transient  population. 

Some  health  problems  in  Alaska  have  much  in  common  with  health 
problems  in  the  other  States  but  require  different  techniques  for  solu- 
tion. 

Other  health  problems  are  unique  to  Alaska  and  other  Arctic  and 
sub-Arctic  areas.  The  following  material  outlines  examples  of  some 
of  the  health  problems  and  of  some  of  the  work  at  AHRC. 

Injuries  are  a serious  problem  in  all  of  the  States  but  only  in  Alaska 
are  they  the  leading  cause  of  death  in  all  ages. 

Much  work  needs  to  be  done  in  this  field.  The  techniques  employed 
for  reducing  injuries  in  the  other  States  are  not  applicable  to  the 
Alaskan  natives,  and  because  of  different  types  of  accidents  are  not 
directly  applicable  to  the  non-native  population. 

Xutrition  problems  occur  in  many  of  the  States  but  only  in  Alaska 
is  a large  segment  of  the  population  shifting  from  hunting  and  fishing 
as  a primary  source  of  food,  to  purchase  of  prepared  foods. 

Since  the  time  of  the  classic  nutrition  study  carried  out  at  AHRC  in 
is  actively  assisting  with  relocation  of  the  native  villages  of  Minto  and 
instead  of  better.  More  work  is  needed  in  this  area. 

Community  planning  is  a problem  in  all  States,  but  the  problem 
of  planning  communities  in  which  women  and  children  will  be  willing 
to  live  on  the  north  slope  on  a permanent  basis  is  a problem  unique  to 
Alaska  and  must  be  solved  there.  AHKC  is  working  toward  solution  of 
the  many  living  problems  which  will  develop,  and  at  the  present  time 
is  actively  assisting  with  relocation  of  the  native  villages  of  Minto  and 
Tanacross. 

Kabies,  cystic  hydatid  disease,  alveolar  hydatid  disease,  and  other 
animal  borne  diseases  can  be  found  in  other  States  but  are  particularly 
important  in  Alaska  where  the  wild  game  and  dogs  are  so  closely  asso- 
ciated with  the  native  culture. 

The  Center  serves  as  the  rabies  laboratory  for  the  State  of  Alaska. 
During  the  month  of  April  1971,  21  animals  were  submitted  for  tests, 
and  five  were  positive. 

_ Alveolar  hydatid  disease  which  results  in  a condition  almost  in- 
distinguishable from  cancer  of  the  liver  affects  about  1 percent  of  the 
population  in  the  tundra  areas. 

Cystic  hydatid  disease  which  results  in  formation  of  cysts,  usually 
on  the  lungs,  affects  1 to  7 percent  of  the  population  in  rural  commu- 
nities over  much  of  the  State. 

These  diseases  are  caused  by  tapeworms  and  are  transmitted  to 
humans  directly  or  indirectly  through  fecal  contamination  of  dogs.  The 
complex  life  cycle  of  the  causative  agent  has  been  worked  out ; a demon- 
stration program  for  testing  humans  for  presence  of  the  disease  was 
recently  carried  out  at  Gambell  and  Savoonga  in  cooperation  with  the 
Indian  Health  Ser\ficc  and  the  State ; and  research  is  planned  for  find- 
ing a drug  which  will  eliminate  the  causative  agent  from  dogs. 

Problems  of  people  adjusting  to  a new  environment,  either  the  phy- 
sical environment  or  the  socio-cultural  environment,  are  not  necessarily 
unique  to  Alaska. 
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However,  Alaska’s  problems  in  this  area  cannot  be  solved  by  solutions 
determined  elsewhere. 

Severe  problems  of  alcoholism  and  other  social  disorders  result 
from  the  natives  entering  a new  sociocultural  environment  and  from 
nonnatives  from  other  States  entering  a new  physical  environment. 

A start  on  understanding  these  problems  is  now  being  made  at 
AHRC  and  will  be  expanded  in  the  future. 

Problems  which  are  unique  to  Alaska  or  the  Arctic  are  those  asso- 
ciated with  inability  to  adapt  to  the  extreme  cold,  the  different  day- 
night  cycles,  and  the  different  seasonal  cycles. 

Work  is  underway  toward  determining  the  causes  of  nonadaptation 
to  cold. 

For  example,  the  “cold  numb  hand”  syndrome  results  in  a condition, 
particularly  in  women,  where  even  exposure  to  moderate  cold  is  pain- 
ful. The  problem  is  caused  by  blood  not  flowing  into  the  hands.  Ee- 
search  is  being  carried  out  to  determine  why  this  happens,  what  can  be 
done  about  it,  and  how  to  diagnose  the  condition  before  arrival  in 
Alaska. 

The  functioning  of  the  human  body  changes  with  the  seasons.  Some 
people  who  move  to  Alaska  remain  on  the  schedule  which  they  acquired 
in  a more  southerly  State.  This  is  suspected  to  cause  a variety  of  prob- 
lems which  are  generally  considered  mental  problems  at  present.  Work 
is  now  underway  to  determine  the  changes  in  body  functions  so  that 
remedial  action  may  be  possible  in  the  future. 

EFFECTS  OF  PROPOSED  R.I.F. 

As  background  information,  budget  and  personnel  figures  for  the 
past  3 fiscal  years  are  shown  as  follows : 


Budget  Personnel 


Fiscal  year  1969 $1,534,000  78 

Fiscal  year  1970 $1,440,000  67 

Fiscal  year  1971.... $1,492,000  60 


The  fiscal  year  1969  and  1970  budgets  were  not  sufficient  to  support, 
the  full  staffs  shown  above.  Unfilled  positions  and  some  funds  were 
removed  primarily  to  provide  the  overhead  in  the  Consumer  Protec- 
tion and  Environmental  Health  Service  and  the  Environmental  Con- 
trol Administration. 

The  Department  of  Health,  Education,  and  Welfare  gave  up  these 
positions  to  the  new  Environmental  Proteotion  Agency  when  it  was 
formed. 

In  addition  to  the  personnel  and  funding  shown  in  the  table  above, 
AHEC  has  11  positions  which  are  supported  by  other  agencies. 

Most  of  these  are  supported  by  the  Environmental  Prckection  Agen- 
cy as  its  share  of  maintaining  its  water  laboratory  which  is  housed 
in  the  Arctic  Health  Eesearch  Center  building. 

Other  positions  are  supported  by  other  DHEW  agencies  and  also 
by  the  Alaskan  Air  Command. 

For  fiscal  year  1972,  $400,000  of  the  total  $1,250,000  reduction  in  the 
Bureau  of  Community  Environment  Management  Budget  was  allotted 
to  AHEC.  The  funds  remaining  at  AHEC  would  support  about  47 
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persons  mtli  almost  no  money  available  for  equipment,  travel,  etc. 
This  would  result  in  a 13-posifion  reduction  from  the  fiscal  year  1971 
level. 

Wliile  the  fiscal  year  1972  budget  shows  a reduction  of  $347,000,  more 
than  this  would  be  required  to  maintain  the  fiscal  year  1971  level. 

To  acoommodat-e  the  pay  increase  of  January  1,  1971,  the  total 
funding  needed  comes  to  $415,000.  It  is  this  amonnt  which  I respect- 
fully urge  the  committee  to  appropriate. 

I would  like  to  turn  the  comments  now  before  you  over  to  Dr.  Infing 
and  Dr.  Schwarz,  so  that  they  can  tell  you  how  very  important  this 
facility  is  to  our  State. 

Alaskan  Deaths  Related  to  Injury 

Let  me  just  point  out  to  you,  for  instance,  on  page  4 of  my  state- 
ment, I point  out  that  Alaska  leads  the  whole  Xation  in  deaths,  related 
to  injury,  in  all  ages. 

Nutrition  and  Aniwal  Disease  and  Adjustment  of  New  Citizens 

TTe  have  nutritional  problems.  We  have  the  problems  of  rabies,  and 
we  have  the  problems  of  animal  disease  problems  that  no  other  State 
has,  but  most  importantly  now,  we  have  got  the  problem  of  the  ad- 
justment of  the  people  who  have  lived  most  of  their  life  in  other  parts 
of  the  country  and  in  other  climates,  and  they  are  now  moving  to  our 
State  in  connection  with  the  oil  and  gas  development  and  other  re- 
source developments,  and  there  are  problems  of  adjustment  to  our 
climate  which  is  something  that  must  be  explored.  This  is  one  of  the 
major  functions  that  the  Arctic  Health  Eesearch  Center  is  working 
on  now. 

:maixtenaxce  of  fttxdixg  level 

I think  it  is  an  absolutely  necessary  facility.  We  are  not  asking  for 
an  increase.  We  are  asking  to  maintain  the  funding  for  the  positions 
at  the  1971  level,  which  would  require  $415,000.  There  is  a slight  in- 
crease caused  by  the  pay  increase  bill  from  last  year,  but  we  are  asking 
for  the  same  staffing  that  existed  in  the  research  center  for  1970,  and 
for  your  information,  it  was  78  personnel  in  1969.  It  was  reduced  to  67 
personnel  in  1970,  and  down  to  60  in  1971,  and  we  think  that  is  the 
absolute  minimum,  and  for  that  reason,  we  are  asking  you  to  restore, 
back  up  to  the  1971  level  the  funds. 

BUREAU  BUDGET  REQUEST  IXCREASE  OVER  1 9 7 1 : REDUCTIOXS  AXD 
ELIMIXATIOX  OF  PROGRAMS 

Senator  Magxusox.  Before  you  do  that,  for  the  record,  the  Com- 
munity Environmental  Management  had  $4,962,000  in  1971,  and  the 
budget  has  asked  for  $5,875,000,  approximately  $850,000  more,  and  the 
HEW  justification  sheets,  which  they  send  to  us  for  appropriations,  on 
page  9,  despite  the  fact  there  is  an  increase  asked  for  in  funds  for  the 
total  program,  they  say  they  are  going  to  also  decrease  20  positions  and 
$1,223,000  in  that  this  activity  will  result  in  the  elimination  of  the 
grant  program,  which  amounted  to  $485,000.  The  reduction  in  direct 
appropriations  will  force  the  reduction  in  the  health  programs  in  the 
Arctic,  injury  technical  assistance  to  the  States  and  elimination  of 
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environmental  health  programing  in  Appalachia,  so  despite  the  fact 
the  budget  asks  for  more  money,  they  will  eliminate  the  arctic  project. 

Senator  Stevens.  They  will  so  reduce  it  that  it  cannot  survive. 

Senator  Magnuson.  I state  that  for  the  record. 

Senator  Stevens.  We  have  asked  these  two  friends  of  ours  to  really 
demonstrate  what  they  are  doing,  and  this  is  so  serious  that  we  cannot 
let  this  facility  be  reduced  to  this  level. 

Bureau  of  Community  and  Environmental  Management 

STATEMENTS  OF: 

DR.  ROY  SCHWARZ 

DR.  LAWRENCE  IRVING,  THE  UNIVERSITY  OF  ALASKA 

ARCTIC  research  CENTER 

Dr.  Irving.  Thank  you,  Mr.  Chairman. 

I was  director  of  the  Naval  Arctic  Kesearch  Laboratory  at  Barrow, 
Alaska,  in  1947-49  when  then  Delegate  Bartlett,  Dr.  Mountin,  and 
Dr.  Haldeman  of  PHS  discussed  establishment  of  an  Arctic  Health 
Besearch  Center. 

In  1949  I joined  the  Center  as  chief  of  its  physiology  section. 

Approaching  mandatory  retirement  in  1962  I joined  the  University 
of  Alaska  as  first  director  of  the  Institute  of  Arctic  Biology. 

Knowledge  upon  which  to  provide  for  health  in  Alaska  could  not  be 
derived  without  intimate  familiarity  wfith  its  people  and  conditions  by 
medical  scientists  resident  in  Alaska.  The  small  staff  of  investigators 
at  the  Center  acquired  new  information  and  adapted  old  to  the  north- 
ern people  and  conditions. 

The  prestige  of  the  Center’s  scientific  contributions  brought  it  the 
high  regard  of  national  and  international  leaders  in  the  sciences  upon 
which  health  is  based.  Exchange  of  visits  brought  to  Alaska  many  of 
these  leaders,  whose  wise  counsel  has  been  invaluable  in  the  rapid 
development  for  care  of  health  in  Alaska. 

Personnel  of  the  Center  became  associated  intimately  with  private 
practitioners  and  public  agencies  concerned  with  the  special  problems 
of  health  in  Alaska. 

Not  least  in  importance,  the  personnel  of  the  Center  became  directly 
acquainted  with  people  and  conditions  in  the  extremely  various  parts 
of  the  State. 

In  moving  to  the  university  in  1967  the  combined  expertise  of  the 
Center  and  of  the  university  became  increased  in  numbers  and  compe- 
tence to  have  important  significance  in  the  scientific  world. 

By  fortunate  association  with  the  University  of  Washington’s  offi- 
cers in  the  school  of  medicine  a project  was  devised  for  preliminary 
education  in  the  sciences  upon  which  care  for  health  depends.  A new 
contribution  of  professional  workers  for  health  is  provided  through 
the  organization  of  WAMI. 

This  association  is  beneficial  in  applying  the  earlier  good  personal 
relations  between  the  staffs  of  the  two  universities  to  increased  and 
broader  education. 

The  University  of  Alaska  provided  for  the  Center  a choice  site  from 
its  lands.  It  has  received  the  personnel  of  the  Center  as  welcome  col- 
leagues, freely  granting  to  them  all  privileges  of  the  university. 
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Out  of  regard  for  these  colleagues  we  in  the  university  have  been 
distressed  by  the  summary  manner  by  which  imposed  budgetary  re- 
strictions would  have  eliminated  a number  of  eminent  professionals 
with  unique  experience  in  Alaska.  The  curtailed  residue  of  the  Center 
would  not  have  been  of  viable  size,  nor  could  they  have  fulfilled  the 
requirements  for  an  institute  that  should  remain  a component  of  the 
university. 

Individuals  and  administrators  of  the  university  consider  that  the 
proposed  curtailment  of  the  Center  has  disregarded  the  customary 
rights  and  special  competence  of  the  staff  of  the  Center. 

The  arbitrary  appearance  of  the  decisions  Avould  not  be  acceptable 
to  scientists  of  the  university.  It  further  appears  that  the  university, 
which  has  been  a properly  generous  and  interested  host,  should  have 
been  called  into  consultation  during  deliberations  on  the  future  of  the 
Center. 

My  reasons  for  criticizing  procedures  of  the  past  is  to  propose  a 
much  better  consideration  in  the  future  of  the  close  mutual  interests 
of  the  Center  and  of  the  University  of  Alaska  as  the  representative 
of  the  people  of  Alaska  for  higher  education. 

Doctor  Schwarz  has  a statement  he  would  like  to  give. 

Dr.  Schwarz.  I am  Dr.  M.  Koy  Schwarz,  associate  dean  of  the 
school  of  medicine.  University  of  Washington  in  Seattle,  Wash,  and 
director  of  the  WAMI  program,  a regionalized  experiment  in  medical 
education. 

I am  most  pleased  to  have  the  opportunity  to  testify  along  with 
Senator  Stevens  and  Professor  Irving  before  this  committee  on  a 
subject  which  is  most  vital  to  the  health  of  our  Nation,  namely  health 
manpower. 

Numerous  studies  now  suggest  that  under  the  present  delivery 
scheme,  the  United  States  faces  a severe  shortage  of  physicians.  Ac- 
cording to  best  estimates,  the  shortage  may  be  as  large  as  50,000 
doctors.  This  need  coupled  with  a pool  of  applicants  for  medical 
school  that  has  two  qualified  applicants  competing  for  each  available 
position  in  medical  school,  poses  a great  challenge  for  medical 
education. 

Nowhere  is  this  dilemma  any  greater  than  in  the  State  of  Alaska 
which  has  50  percent  less  than  its  fair  share  of  the  physician  pool 
based  on  its  population.  In  addition,  only  eight  of  the  10,546  students 
admitted  to  medical  schools  in  1969  were  Alaskan  residents. 

It  may  initially  be  assumed  that  the  solution  to  this  dilemma  lies 
in  creating  more  positions  in  medical  school  classes  through  expansion 
of  existing  facilities  or  building  new  medical  complexes. 

That  this  is  not,  however,  a feasible  alternative  for  Washington, 
Alaska,  Montana,  and  Idaho  or  the  WAMI — eponym  for  the  States — 
area,  is  demonstrated  by  the  construction  costs  involved. 

It  is  generally  accepted  that  in  excess  of  $100  million  is  required 
for  the  construction  of  a new  medical  school  which  will  accommodate 
65  students  per  year. 

In  addition,  further  expansion  of  the  University  of  Washington 
School  of  Medicine  would  require  at  least  one-half  of  this  amount. 

Since  funds  of  this  magnitude  are  not  now  available  and  since  there 
is  no  reason  to  believe  that  funds  will  be  available  in  the  near  or  distant 
future,  it  seems  reasonable  to  entertain  new  concepts  in  medical  educa- 
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tion  that  do  not  require  major  building  costs  or  lengthy  planning 
periods. 

Such  a concept  is  “WAMI”  which  envisions  regionalizing  the  Uni- 
versity of  Washington  School  of  Medicine  to  a four  State  area. 

In  so  doing,  the  number  of  students  in  medical  school  from  all  of 
the  WAMI  States  will  be  increased  and  educational  experiences  away 
from  the  major  metropolitan  medical  centers  under  the  direction  of 
physician-teachers  will  be  established. 

Specifically,  the  concept  envisions  students  receiving  the  first  portion 
of  their  medical  school  training  at  selected  colleges  or  universities 
in  the  region. 

They  will  then  go  to  Seattle  where  they  will  join  the  remainder  of 
the  “class”  for  the  next  four  quarters  of  the  “basic  curriculum”.  At 
the  conclusion  of  the  first  2 years,  the  students  will  enter  the  “elective 
phase”  of  their  education  which  is  predominantly  clinical  in  nature. 

The  WAMI  plan  envisions  that  during  this  elective  period  students 
will  receive  a portion  of  the  training  at  the  University  of  Washington 
School  of  Medicine  and  a portion  of  their  clinical  education  from 
physicians  in  the  communities  where  the  physicians  live  and  practice. 
These  latter  “community  clinical  units”,  which  will  be  established  for 
a given  educational  need  (i.e.,  pediatrics,  family  medicine),  may  also 
be  used  for  a portion  of  the  residency  training  in  the  particular  dis- 
cipline. 

Under  a 3-year  feasibility  and  planning  grant  recently  awarded  by 
the  Commonwealth  Foundation  of  New  York  City  to  the  University  of 
Washington  School  of  Medicine,  the  first  students  admitted  to  this 
program  will  all  be  residents  of  the  State  of  Alaska. 

These  students  will  enter  the  University  of  Alaska  in  the  fall  of 
1971  where  they  will  be  exposed  to  the  first  quarter  of  medical  school 
curriculum. 

One  of  the  major  resources  which  makes  such  a program  possible 
in  Alaska  is  the  Arctic  Health  Research  Center.  This  center  will  play 
a vital  role  in  the  WAMI  experiment  since  it  will  provide  faculty  to 
teach  some  of  the  courses,  laboratories  for  special  projects  and  an 
environment  of  scientific  excellence  wdiich  is  so  vital  to  proper 
medical  education. 

It  is  hoped  that  during  the  3 year  experiment,  affiliations  will  be  de- 
veloped with  universities  in  Idaho  and  Montana,  and  that  “community 
clinical  units”  will  also  be  established  in  these  two  States,  as  well  as 
in  Alaska. 

Some  of  the  units  will  be  in  family  medicine  under  the  auspices 
of  the  recently  established  division  of  family  medicine  at  the  Univer- 
sity of  Washington.  Eventually,  it  is  anticipated  that  WAMI  will  ad- 
mit more  students  from  all  States  than  now  possible,  provide  educa- 
tional opportunities  not  now  available,  result  in  a more  satisfactory 
distribution  of  health  manpower  than  currently  exists,  and  hopefully 
improve  the  quality  and  availability  of  health  care  for  the  citizens  of 
the  WAMI  area. 

Senator  Magnuson.  Thank  you.  Doctor. 

Is  there  any  local  contribution  from  the  university  to  this  center 
money  wise  ? 

Dr.  Schwarz.  I am  not  sure  what  the  financial  arrangements  are. 

Senator  Stevens.  Just  the  land,  Mr.  Chairman. 
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Senator  Magxusox.  There  would  be  other  contributions  as  use  of 
the  facilities  ? 

Senator  Ste%t:xs.  Yes;  interchange  of  facilities. 

Senator  ^Lioxusox.  But  money  wise  this  is  a 100  percent  Federal 
grant,  money  wise  ? 

Dr.  Schwarz.  I believe  so. 

Senator  Magxitsox.  All  right. 

I am  not  asking  many  questions  for  the  record  about  what  you  have 
been  doing  up  there,  because  the  chairman  is  quite  familiar  with  it. 

Dr.  Schwarz.  Mr.  Chairman,  I know  it  is  rather  unique  for  a dean 
of  a school  of  medicine  from  one  State  to  be  here  supporting  a request 
by  a imiversity  in  another  State. 

" I left  Senator  Cotton’s  home  State  this  mornmg  where  I was  at- 
tending a conference  on  cells  which  had  to  do  with  cancer  control,  and 
while  I have  a good  deal  of  interest  in  this  area,  specifically  I am  re- 
ferring to  the  crisis  in  health  manpower  that  the  United  States  is  fac- 
ing today. 

It  is  no  surprise  to  your  committee,  I am  sure,  the  crisis  in  health 
manpower  is  usually  locked  into  three  major  components,  one  of  these 
being  efficiency  of  delivery  of  health  care,  and  our  own  University  of 
IVashington  has  led  the  way  in  regard  to  physicians’  assistance  of 
medics  programs  to  try  to  correct  this  situation. 

The  other  two  major  problems  in  health  delivery  are  a shortage  of 
physicians,  and  the  distribution  of  physicians  which  we  have. 

Xo  where  are  these  two  problems  more  critical  than  in  the  Pacific 
Xorthwest. 

In  areas  of  health  manpower  shortage  and  distribution,  we  have 
a very  critical  problem  in  the  Pacific  Xorthwest,  which,  may  I remind 
you,  is  worse  in  one  county  in  the  State  of  TTashington  than  hi  the 
States  of  Idaho  and  Montana  combined. 

In  Alaska,  200  of  the  physicians  are  clustered  in  the  metropolitan 
centers  of  Anchorage  and  F airbanks. 

I would  also  point  out  in  Alaska,  where  there  are  300  physicians, 
where  it  has,  based  on  the  number  of  people  who  live  in  Alaska,  if 
it  had  its  fair  share,  it  would  have  twice  that  number,  or  600,  so  there 
are  problems  of  shortage  in  the  Pacific  Xorthwest,  and  problems  cer- 
tainly of  distribution,  but  there  is  a sjiecific  problem  that  does  not 
surface  when  we  talk  about  manpoweer  crisis,  and  that  is  the  crisis, 
that  it  used  to  be  that  one  out  of  three  candidates  were  admitted  in 
medical  schools.  TTe  are  down  to  one  out  of  three  students  being  ad- 
mitted, which  means  we  are  leaving  behind  two  qualified  applicants  for 
each  one  we  admit. 

Put  this  in  another  way,  for  the  State  of  Alaska,  there  were  only 
eight  students  in  medical  schools  in  1969,  significantly  below  the  num- 
ber you  would  expect  on  the  basis  of  population  that  live  there.  This 
is  of  10,516,  there  are  only  eight. 

We  realize  in  the  Pacific  Xorthwest  we  do  not  have  resources  to 
build  a new  school,  and  we  have  limited  resources  to  expand  the  one 
we  have,  so  in  1969  we  decided  to  tiA^  a new  program  of  medical  edu- 
cation, which  has  become  known  as  the  WAMI  program. 

In  short,  this  is  a plan  which  conditions  regionalizing  the  school 
of  medicine  at  the  University  of  Washington  to  the  four-State  region, 
and  specifically  in  addition,"  to  a portion  of  medical  training,  and  the 
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first  portion  of  the  first  year,  the  colleges  and  universities  throughout 
the  four- State  region  then  bring  the  students  to  Seattle,  where  they 
receive  the  next  portion  of  their  training,  and  then  allowing  the  oppor- 
tunity to  return  to  communities  under  the  supervision  of  physicians 
for  a portion  of  their  medical  training  and  the  latter  part  in  medical 
school  experience. 

In  addition,  we  envision  sending  resident  physicians,  possibly  in- 
terns to  these  locations,  namely  communities,  where  they  would  be 
very  useful. 

Now,  under  the  terms  of  the  commonwealth  grant,  which  we  recently 
received,  we  made  the  decision  to  begin  the  program  in  the  State  of 
Alaska  in  September  of  1971. 

You  may  ask  why  Alaska. 

Well,  there  are  a number  of  reasons.  The  first  reason  was  the  people 
of  Alaska  recognized  their  need,  and  they  w^ere  willing  to  respond  to 
it. 

Second,  the  regional  medical  program  developed  the  necessary 
liaison  with  the  people  of  that  State  to  allow  this  to  happen,  and, 
finally,  and  most  importantly,  the  resources  were  present  in  Alaska 
which  allowed  us  to  start  in  such  a short  time,  and  specifically,  the 
buildings  as  well  as  the  people,  the  facilities  were  there. 

One  of  the  places  we  were  counting  on  to  get  started  was  with  the 
Arctic  Health  Research  Center.  The  coordinator  of  the  program  is  a 
member  of  that  Center  staff.  I can  tell  you,  frankly,  if  the  budget  is 
cut,  which  is  projected  for  this  Center,  that  it  is  very  unlikely  w^e  could 
carry  out  the  Alaska  component  of  the  WAMI  program  this  fall,  and 
possibly  we  would  be  unable  to  carry  it  out  later,  so  that  at  the  Univer- 
sity of  Washington,  this  resource  in  Fairbanks  is  a very  important 
one,  because  the  WAMI  program  we  hope  will  admit  more  students 
from  all  States  than  is  now  possible  to  provide  educational  opportu- 
nities to  the  States  that  are  not  now  available,  and  hopefully  will  result 
in  more  satisfactory  distribution  of  health  manpower  than  currently 
exists,  and,  finally,  it  hopefully  will  improve  the  quality  of  available 
health  care,  and  especially  to  the  State  of  Alaska,  where  the  need  is 
most  critical. 

Senator  Magnuson.  Now,  as  I understand  it  from  your  statement, 
one  of  the  important  things  about  the  Arctic  Health  Research  Center  is 
that  you  are  attempting  to  establish  a more  regional  medical  education 
program  to  which  this  would  be  associated.  We  have  all  kinds  of  testi- 
mony here  about  the  shortage  of  doctors,  and  the  problems  of  medical 
schools,  but  some  of  the  figures  you  mentioned  here,  they  are  not  only 
interesting,  but  quite  startling,  that  the  State  of  Alaska  has  50  per- 
cent less  than  its  fair  share  of  physicians  pool,  based  on  its  population, 
and  the  startling  fact  that  only  eight  of  the  10,546  students  admitted  to 
medical  schools  come  from  Alaska. 

Dr.  ScHAVARz.  That  is  correct. 

Senator  Magnuson.  This  is  nationwide  ? 

Dr.  Schwarz.  That  is  right. 

Senator  Magnuson.  So  that  WAMI  is  attempting  to  get  a better 
spread,  is  that  a way  to  put  it  ? 

Dr.  Schwarz.  That  is  one  way  to  put  it. 

Senator  Magnuson.  And  that  you  hope  to  regionalize  your  own  uni- 
versity school,  so  that  it  will  cover  this  area  of  the  sparsely  populated 
States,  Montana,  in  some  cases,  Alaska,  and  Idaho  ? 
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Dr.  Schwarz.  That  is  correct,  22  percent  of  the  land  mass  of  the 
United  States. 

Senator  Magnuson.  And  if  this  project  is  abandoned,  or  at  least 
starved  to  death  by  the  budget,  that  is  a good  way  to  look  at  it,  you 
cannot  proceed  with  what  you  envision  in  this  program,  not  only  in 
Alaska,  but  having  them  start  their  initiat  training  at  home  ? 

Dr.  Schwarz.  That  is  correct.  I think  it  is  unlikely  we  could  pro- 
ceed. 

Senator  Magnijson.  When  do  you  envision  that  starting  ? 

Dr.  Schwarz.  We  hope,  starting  this  fall,  that  it  will  begin  then, 
and  we  hope  to  spend  the  half  year  there,  and  then  we  hope  by  the  fall 
of  1972  that  they  will  spend  the  entire  year  there. 

Senator  Magnuson.  Then  you  envision  1 year  ? 

Dr.  Schwarz.  That  is  correct.  We  have  to  have  faculty  to  teach 
them,  and  the  faculty  in  large  part  is  coming  from  this  center. 

Senator  Magnuson.  You  say  the  number  of  students  for  all  of  the 
WAMI  States  would  be  increased,  and  they  would  get  educational 
experience  away  from  the  major  metropolitan  medical  centers  under 
the  direction  of  physician-teachers. 

Do  you  envision  physician-teachers  to  be  established  up  there  in 
this  project? 

Dr.  Schwarz.  We  certainly  do. 

Senator  Magnuson.  And  the  first  portion  of  the  medical  school 
training  will  be  in  the  field,  so  to  speak,  and  they  will  then  go  to 
Seattle  where  they  will  join  the  remainder  of  the  class  for  the  next 
4 quarters  of  the  basic  curriculum  ? 

Dr.  Schwarz.  That  is  correct. 

Senator  Magnuson.  That  will  not  be  possible  without  putting  these 
funds  back  ? 

Dr.  Schwarz.  I do  not  see  any  way. 

Senator  Magnuson.  Well,  I think  that  we  understand  the  problem. 

Senator  Ste\^ns.  We  are  indebted  to  you  for  your  time,  Mr.  Chair- 
man. 

Senator  Magnuson.  Well,  both  Senators  from  Alaska,  Senators 
Stevens  and  Gravel,  and  Congressman  Begich  and  Governor  Egan,  are 
urging  this  committee  to  restore  this  money  for  the  Arctic  Health 
Kesearch  Center,  and  the  Senator  from  Washington,  having  more 
than  a passing  interest  in  this  matter,  both  in  Alaska  and  out  at  the 
university,  we  will  take  a good  look  at  it,  and  we  might  be  able  to  get 
something  done  for  WAMI. 

We  thank  you  all  very  much.  Sorry  to  keep  you  waiting. 

I have  also  heard  from  Mrs.  Bartlett,  the  wife  of  our  late  distin- 
guished colleague.  Senator  Bob  Bartlett,  expressing  her  interest  in 
this  matter. 

LETTER  OF  HON.  MIKE  GRAVEL,  U.S.  SENATOR  FROM  ALASKA 

We  also  will  include  in  the  record  Senator  Gravel’s  letter  to  Secre- 
tary Richardson. 

(The  letter  follows:) 
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MIKC  GPAVEL 


^CYiCi-ic 

WASHINGTON,  O.C.  20BI0 

April  .8,.  1971 


Honorable  Elliot  L.  Richardson 
Secretary  of  Health,  Education  and  Welfare 
Washington,  D.  0.  20201 


Dear  Mr.  Secretary, 

The  wholesale  and  arbitrary  withholding  of  appropriated  funds 
for  critical  health  programs  is  causing  a crisis  in  medical  care 
programs  in  Alaska  and  in  the  Pacific  Northwest.  In  particular, 
funding  reductions  planned  by  the  administration  in  Fiscal  Year 
1972  for  the  Arctic  Health  Center  at  Fairbanks  and  for  the 
Washington-Alaska-Montana-Idaho  (WAMI)  Regional  Medical  Program 
will  cause  the  already  mihimum-level  of  health  care  to  collapse 
even  further  in  some  rural  areas. 

The  Arctic  Health  Center  is  the  nation's  only  permanent 
facility  in  North  America  devoted  to  health  problems  in  low 
temperature  environments  on  a year-round  basis.  It  is  the  only 
ouch  facility  in  Alaska  and,  further,  it  is  the  only  available 
starting  point  in  Alaska  for  training  student  medical  personnel 
within  the  WAMI  program.  WAMI  is  the  only  available  program  to 
develop  better  distribution  of  both  medical  teaching  and  patient 
care  personnel  in  an  area  comprising  one-fourth  of  the  entire 
United  States,  and  WAMI  will  develop  competent  medical  personnel 
in  the  very  areas  where  they  are  critically  needed. 

It  seems  incredible  to  me  that  the  administration " should  pretend 
on  one  hand  to  offer  a comprehensive  health  program  for  the 
nation  and  on  the  other  hand  eradicate  the  only  existing  programs 
aimed  at  reducing  disease  and  caring  for  the  sick  just  as  various 
regional  programs  are  about  to  make  headway.  I must  advise  you 
of  m,y  objection  and  opposition  to  any  funding  and  personnel  cuts 
at  the  Arctic  Health  Center  and  to  any  deemphasis  in  the.^vitally 
needed  WAMI  program. 

Could  you  please  advise  me  just  as  promptly  as  possible  of 
the  administration's  plans  to  provide  the  needed  local  and 
regional  medical  programs  incumbent  on  the  Federal  Government  to 
maintain  in  these  areas?  Thank  you. 


Sincerely, 


Mike  Gravel 
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LETTERS  OF  HON.  WH.LL\M  A.  EGAN,  GOVERNOR  OF  ALASKA 

Senator  J^Iagnuson.  Also,  for  the  record,  I will  insert  letters  I have 
received  from  Governor  Egan  of  Alaska. 

(The  letters  follow :) 
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WTLLIAM  A.  EGAN 

□□VERNDR 


June  11,  1971  | 

i 


The  Honorable  Warren  G.  Magnuson 
United  States  Senate 
Room  127 

New  Senate  Office  Building 
Washington,  D.C.  20510 

Dear  Senator  Magnuson: 

The  news  that  the  reduction  of  staff  of  the  Arctic  Health  Research 
Center  at  College,  Alaska,  has  been  delayed,  pending  further  study, 
is  welcome.  I am  glad  that  there  was  recognition  of  the  conse- 
quences of  such  an  abrupt  and  damaging  action.  Though  the  matter 
is  now  under  study,  I still  want  to  express  the  deepest  and  most 

urgent  concern  of  the  state  of  Alaska  about  the  planned  staff 

reduction  for  the  Arctic  Health  Research  Center.  This  move  will 
reduce  the  activities  and  services  of  this  outstanding  organization 
which  is  so  indispensable  to  Alaska  and  to  other  U.S.  citizens  in 
relation  to  preventive  health  care  and  medical  education. 

The  Arctic  Health  Research  Center  is  nationally  and  internationally 
known  for  its  outstanding  contributions  in  the  area  of  arctic  and 
sub-arctic  health  research,  tuberculosis  control,  health  education 
and  long  term  studies  of  zoonotic  diseases  transmissable  to  man. 
Further,  it  is  the  only  basic  and  applied  research  center  of  its 
type  in  the  United  States.  The  reduction  from  the  1968  authorized 
strength  of  83  to  the  proposed  47  positions  will  extinguish  essential 

health  and  biomedical  programs  on  which  the  state  of  Alaska  is 

dependent  for  critical  health  services.  This  will  not  only  seriously 
cripple  vital  ongoing  health  research  and  medical  education  projects, 
but  also  jeopardize  activities  that  have  been  responsible  for  the 
discovery  of  previously  unrecognized  diseases  peculiar  to  northern 
climates.  The  loss  of  the  scientific  personnel,  many  of  whom  are 
world  renowned  in  their  respective  fields,  of  supportive  staff  and 
ancillary  facilities  such  as  the  library,  animal  colonies  or  virus 
laboratory  will  be  tragic  and  damaging  not  only  for  Alaska,  but  for 
the  United  States  as  well. 

The  abrupt,  planned  cutback  in  positions  will  unavoidably  and 
necessarily  reduce  the  effectiveness  of  the  Arctic  Health  Research  , 

Center  as  a vital  link  which  is  without  question  essential  to  the  ' 

protection  and  health  of  all  Alaskans.  It  should  be  pointed  out 
that  the  population  of  Alaska  includes  Federal  and  military  employees 
and  dependents  numbering  55,000,  approximately  20  percent  of  the 
total  State  population.  Furthermore,  Alaska  will  be  placed  in  the 
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impossible  position,  without  lead  time  for  planning  and  appro- 
priations, of  having  to  produce  equivalent  laboratory  and  research 
staff,  equipment,  facilities  and  related  services  necessary  for 
health  protection  amounting  to  a minimum  of  $350,000  for  only  the 
most  urgent  of  these  functions.  While  this  is  a virtual  impossi- 
bility in  itself,  so  also  is  the  problem  of  securing  adequately 
trained  and  experienced  research  scientists  with  the  information 
which  has  been  gained  by  Arctic  Health  Research  Center  from 
investigatory  work  and  direct  services  in  Alaska  during  the  past 
20  years.  The  precipitous  action  as  is  already  planned  for 
the  Arctic  Health  Research  Center  is  contrary  to  the  interests 
of  Alaska,  its  citizens,  and  the  Federal  Government.  The  latter 
stands  also  to  lose,  in  the  long  run,  both  from  the  impact  upon 
the  health  of  its  citizens  and  funds  for  subsequent  corrective 
and  rehabilitative  services  and  research. 

At  the  present  time,  there  are  no  less  than  48  vital  health 
studies  of  importance  to  Alaska  being  conducted  at  the  Center. 

They  represent  studies  and  research  in  northern  climates  of  both 
immediate  and  long-range  significance  to  Alaska  and  the  other 
states . It  includes  results  of  original  research  and  accumulated 
knowledge  of  human  studies  effecting  the  health  of  individuals 
and  population  groups,  of  animal  studies  of  importance  to  human 
beings,  and  the  wise  development  of  technical  equipment,  scientific 
educational  materials,  animal  colonies  and  other  expertise  that 
cannot  be  measured  in  terms  of  dollars  alone  without  equal  consid- 
eration of  human  values . 

I wish  to  provide  just  a few  examples  that  will  indicate  the 
essential  nature  of  this  work. 

1.  Rabies.  Rabies  among  the  wildlife  in  Alaska  is  prevalent 
and  poses  a constant  threat  to  all  persons  in  not  only  the  out- 
lying villages,  but  to  domestic  pets  and  in  turn  man  in  our  urban 
areas.  At  the  present  time,  rabies  has  reached  epidemic  propor- 
tions in  Southcentral  Alaska  and  threatens  to  spread  into  Canada. 
The  Arctic  Health  Research  Center  has  conducted  all  of  the  inves- 
tigative and  surveillance  studies  on  rabies  in  the  arctic  and 
sub-arctic  regions  and  is  defining  endemic  areas  and  determining 
natural  reservoirs  of  infection  that  maintain  rabies  virus  between 
epidemic  periods.  They  have  also  determined  the  cyclic  pattern 
of  wildlife  rabies  in  Alaska  and  are  assisting  the  State  in  pre- 
dicting and  planning  control  methods  for  epidemic  periods . The 
Center  has  served  as  the  rabies  laboratory  for  the  state  of  Alaska 
and  has  furnished  the  primary  diagnostic  facilities  for  the  exami- 
nation of  suspected  rabid  animals.  This  has  enabled  physicians  to 
promptly  treat  individuals  exposed  or  bitten  by  rabid  animals. 

This  capability  must  be  maintained  in  Alaska  to  avoid  serious 
delays  in  the  treatment  of  individuals.  The  state  of  Alaska,  to 
avoid  costly  duplication  of  services  did  not  equip  laboratories 
for  this  work  and  to  do  so  now  would  require  an  immediate  outlay 
of  $50,000  per  year. 
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2.  The  WAMI  Program  (Washington,  Alaska,  Montana,  Idaho), 
University  of  Washington  Medical  School  and  University  of  Alaska. 
The  Arctic  Health  Research  Center  is  an  essential  component  in 
the  development  of  the  WAMI  Program  which  the  Alaska  State 
Legislature  and  I have  wholeheartedly  endorsed.  This  involves 
the  training  of  Alaskans  as  physicians  under  an  arrangement  with 
the  University  of  Washington  Medical  School  and  is  a project  to 
relieve  the  medical  manpower  shortage  that  exists  in  Alaska  and 
the  Pacific  Northwest.  Alaskan  students  will  receive  their  basic 
science  training  at  the  University  of  Alaska  relying  heavily  upon 
the  health  scientists  and  facilities  at  Arctic  Health-  Research 
Center.  This  program  has  already  been  set  in  motion  with  the 
entering  students  commencing  in  September,  1971.  Cutback  in 
staff  at  Arctic  Health  Research  Center  jeopardizes  and  weakens 
this  entire  program  with  its  importance  for  Alaska  and  the 
Pacific  Northwest.  The  need  for  physicians  in  Alaska  is  a 
desperate  one.  This  program  must  not  be  compromised. 

3.  Trichinosis.  Arctic  Health  Research  Center  established  the 
fact  of  the  existence  and  extent  of  animal  trichinosis  in  Alaska 
where  it  has  been  discovered  in  bears  and  marine  mammals . Human 
infections  and  fatalities  were  also  unveiled.  Previous  to  this 
research,  the  true  extent  and  nature  of  the  infection  was  not 
known.  Many  natives  and  other  persons  who  have  eaten  raw  or 
partially  cooked  bear  meat  have  suffered  from  this  disease  with 
some  reported  fatalities . Only  through  the  work  of  Arctic  Health 
Research  Center  in  this  field  has  it  been  possible  to  learn  enough 
about  the  natural  history  of  the  parasitic  infection  in  the  animal 
population  in  Alaska  to  begin  to  be  able  to  control  it,  to  educate 
the  public  relative  to  use  and  preparation  of  foods  likely  to 
contain  trichina  and  to  protect  Alaska's  population. 

4.  Hydatid  Disease  (Echinococcosis).  The  original  research  on 
both  forms  of  this  disease,  prevalent  in  Alaska,  was  and  continues 
to  be  carried  out  at  the  Arctic  Health  Research  Center.  Scientists 
at  the  Center  have  painstakingly  worked  out  the  life  cycles  in  the 
animal  hosts  and  described  this  disease  which  occurs  in  benign  and 
malignant  forms  in  man.  The  malignant  form  is  fatal  when  it 
initially  involves  the  liver,  and  later  the  cysts  spread  to  other 
parts  of  the  body,  particularly  to  the  brain.  It  is  not  curable 

by  surgery  in  the  terminal  stage. 

This  disease  was  initially  recognized  on  St.  Lawrence  Island 
through  importation  of  dogs  from  infected  areas  in  Alaska.  The 
disease  has  now  spread  to  the  fox  population  of  North  Dakota  and 
South  Dakota  and  now  presents  a health  hazard  to  man  in  these 
states.  The  complex  life  cycle  of  the  parasite  in  different 
animal  hosts  has  been  worked  out  so  that  the  onset  and  spread 
may  be  mapped  and  controlled.  It  was  discovered  to  be  confined 
to  the  area  along  the  west  coast  of  Alaska.  The  most  important 
fact  is  that  the  disease  is  picked  up  during  early  childhood. 

If  children  are  screened  early,  infected  children  can  be  detected 
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and  treated  successfully.  If  not  found  early,  the  disease  is 
fatal.  It  has  taken  15  years  of  study  to  come  to  the  present 
point  at  which  it  will  be  possible  to  program  the  diagnosis  and 
the  detection  of  this  disease  and  put  controls  into  effect. 

With  sorrow  I wish  to  point  out  that  Florence  Melegwotkuk, 

Gambell,  Alaska,  an  Eskimo  artist,  particularly  famous  for  her 
pen  and  ink  sketches  of  Bering  Sea  scenes,  died  three  weeks  ago 
of  the  malignant  form  of  hydatid  disease.  She  was  in  her  forties. 
Had  we  progressed  more  rapidly  by  this  point  in  time  her  disease 
may  have  been  detected  at  an  earlier  age  when  successful  treat- 
ment would  have  been  possible.  Others  may  now  be  saved  if  the 
continuing  work  on  this  disease  is  not  slowed  or  terminated. 

Early  detection  in  childhood  saves  lives.  Allowing  the  infec- 
tion to  progress  until  adulthood  means  serious  complications  and 
loss  of  life.  Does  it  make  sense  to  reduce  services,  such  as 
these,  at  this  stage  when  lives  can  be  saved  through  early 
detection  of  this  disease? 

5.  Virus  Laboratory.  Since  the  early  days  of  the  Arctic  Health 
Research  Center,  the  virus  laboratory  has  been  serving  the  needs 

of  the  people  within  the  State.  This  has  been  a cooperative  under- 
taking with  the  Department  of  Health  and  Welfare  and  other  agencies. 
The  State  has  not  developed  a duplicate  viral  laboratory  since 
this  would  be  inefficient,  costly,  and  a wasteful  undertaking. 
Consequently,  Alaska  continues  to  depend  on  the  viral  laboratory 
for  assistance  with  hiaman  specimens.  These  include  diagnostic 
work  during  epidemics  of  viral  infections  that  occur  frequently 
within  the  State. 

In  1970  an  epidemic  of  meningitis  occurred  in  the  Kotzebue  area. 
Without  a viral  laboratory  it  would  have  been  impossible  or  too 
slow  to  determine  the  cause  of  the  meningitis  and  methods  of 
control.  With  the  help  of  the  Arctic  Health  Research  Center 
the  diagnosis  of  ECHO  virus  aseptic  meningitis  was  made  and 
consequent  controls  instituted.  The  State  relies  upon  Arctic 
Health  Research  Center  for  help  in  nearly  all  epidemiological 
problems.  These  services  are  indispensable  to  Alaska,  to 
travelers  in  Alaska  and  to  international  epidemic  surveillance 
activities,  since  Alaska  is  the  first  point  of  entry  from  the 
Orient  and  crossroads  stop  between  East  and  West. 

To  replace  this  laboratory  by  the  state  of  Alaska  would  require 
a minimum  of  $300,000  for  the  first  year. 

6.  Black  flies  and  mosquitoes.  This  major  problem  in  Alaska 
is  one  which  also  has  implications,  as  do  the  above  examples, 
for  construction  and  maintenance  workers  on  the  pipeline  and 
the  development  of  resources  within  Alaska.  Studies  on  black 
flies  and  mosquitoes  have  been  taking  place  at  Arctic  Health 
Research  Center  over  a period  of  years  relative  to  identifica- 
tion of  the  specific  insect  vectors  and  studies  on  breeding 
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habits  and  control  techniques.  Without  this  fundamental  research 
it  would  be  impossible  to  control  this  potential  health  hazard 
and  would  markedly  depress  the  activities  of  man  in  the  develop- 
ment and  use  of  the  interior  of  Alaska. 

Nearly  endless  additional  examples  could  be  given  that  would 
simply  strengthen  the  point  I have  already  miade , which  is  the 
devastating  effect  of  a cutback  of  14  to  16  positions  in  the 
Arctic  Health  Research  Center  in  College,  Alaska.  Other  examples 
include  the  detection  and  classification  of  anemia  among  the 
Eskimo  population,  basic  nutrition  studies  which  indicate  the 
type  of  native  foods  which  are  of  importance  to  the  health  and 
growth  of  children  compared  to  imported,  commercially  prepared 
foods  and  genetic  counseling  and  cytogenetic  studies  among  the 
residents  of  Alaska.  These  constitute  fundamental,  unique  and 
practical  efforts  of  importance  to  the  health  of  the  Alaskan 
people . 

At  this  time  it  is  important  to  advance  these  many  practical 
studies  and  research  which  will  elevate  the  level  of  health  of 
Alaskans  and  prevent  illness,  accidents  and  other  costly, 
unnecessary  disease.  How  shall  we  justify  cutbacks  under  these 
conditions  when  the  Federal  Government  itself  is  alarmed  at  the 
spiraling  costs  of  medical  and  health  care  and  is  urging  and 
encouraging  states  to  stress  prevention  and  preventive  health 
practices?  Arctic  Health  Research  Center  and  the  state  of 
Alaska  have  been  functioning  as  a team  to  complement  one  another's 
services  and  research  and  to  discover  and  control  diseases  and 
other  threats  to  human  health.  This  is  prevention  and  optimal 
cooperation  in  its  finest  sense.  It  must  not  be  destroyed.  It 
is  too  rare  to  find  these  days.  Federal  agencies  and  publications 
constantly  proclaim  the  virtues  of  preventive  health  services  as 
essential  for  economical,  social  and  health  reasons.  Yet  the 
action  in  cutting  positions  at  Arctic  Health  Research  Center  is 
inconsistent  and  achieves  exactly  the  opposite.  There  is  nothing 
that  I am  aware  of  that  can  be  more  egregious  and  harmful  to  the 
people  of  the  state  of  Alaska  than  to  permit  the  cutback  of  these 
positions  and  the  weakening  of  the  Arctic  Health  Research  Center 
upon  which  we  all  depend. 

I urgently  request  your  active  support  in  restoring  the  staff 
to  the  previously  authorized  level  and  rescinding  any  plans  . 
to  reduce  the  staff.  I am  ready  to  testify  before  any  committee 
on  the  importance  of  these  developments. 
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Wl  LLl  AM  A.  EGAN 


GOVERNOR 
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July  9,  1971 


The  Honorable  Warren  G.  Magnuson 
Chairman,  Subcommittee  on  Labor-Health, 

Education  and  Welfare 
United  States  Senate 
Washington,  D.  C.  20510 

Dear  Senator  Magnuson: 

This  will  acknowledge  and  reply  to  your  letter  of 
June  18  regarding  the  hearings  of  the  Subcommittee  on 
Labor-Health,  Education  and  Welfare. 

Although  I had  hoped  to  have  the  opportunity  to 
testify  on  the  Fiscal  Year  1972  appropriations,  dealing 
specifically  with  a proposed  reduction  of  funds  at  the 
Arctic  Health  Research  Center,  it  now  appears  that  it 
will  be  impossible  for  me  to  attend  personally.  Senator 
Ted  Stevens  has  been  in  close  contact  with  me  regarding 
this  very  vital  matter.  Senator  Stevens  will  present 
testimony  on  my  behalf  for  the  review  of  your  Committee. 
I respectfully  request  the  serious  consideration  by  your 
Committee  of  our  testimony. 

Again,  let  me  express  my  sincere  appreciation  for  your 
consideration  in  offering  me  the  opportunity  to  testify 
before  your  Subcommittee. 


Best  personal  regards 


William  A 
Governor 


63-792  o - 71  - pt.  3 --  46 


2204 


SUBCOMMITTEE  RECESS 

Senator  Magnuson.  We  will  now  recess  until  2 :30  p.m.  this  after- 
noon. 

(Whereupon,  at  1 :15  p.m.  the  committee  was  recessed  until  2 :30 

p.m.) 


(Afternoon  Session,  2 :30  O’Clock,  Tuesday,  July  13, 1971) 

Ileal  Bypass  Operation  for  Cholesterol:  Research  Funds 

STATEMENT  OF  HON.  HUBERT  H.  HUMPHREY,  U.S.  SENATOR  FROM 
MINNESOTA 

INTRODUCTION  AND  BIOGRAPHY  OF  DR.  HENRY  BUCHWALD  OF  THE 
UNIVERSITY  OF  MINNESOTA 

Senator  Magnuson.  The  subcommittee  will  be  in  order.  We  have  here 
the  distin^ished  Senator  from  Minnesota  and  the  distinguished  Sen- 
ator from  Texas,  and  I will  call  first  on  the  Senator  from  Minnesota. 

Senator  Humphrey.  Senator  Ma^uson,  first  of  all,  I want  to  thank 
you  for  your  consideration,  I am  privileged  to  present  a very  respected 
and  honored  member  of  the  University  of  Minnesota,  College  of  Medi- 
cine, Department  of  Surgery,  Dr.  Henry  Buchwald. 

Dr.  Buchwald  received  his  M.D.  degree  from  the  College  of  Physi- 
cians of  Columbia  University,  and  later  master’s  and  Ph.  D.  degrees 
from  the  University  of  Minnesota. 

He  has  a very  rich  experience.  His  internship  was  served  in  the  Co- 
lumbia Presbyterian  Medical  Center,  followed  by  2 years  in  the  Air 
Force  as  a flight  surgeon,  and  he  completed  his  residency  training  at 
the  University  of  Minnesota. 

He  currently  is  associate  professor  of  surgery,  and  serves  as  a sur- 
geon, teacher,  and  researcher. 

Dr.  Buchwald  has  many  honors  in  his  field  as  a diplomat  of  the 
American  Board  of  Surgery,  fellow  of  the  American  College  of  Sur- 
geons, and  he  is  a member  of  many  societies. 

He  was  just  recently  elected  to  the  board  of  trustees  of  the  Minne- 
sota Heart  Association.  He  is  the  author  of  over  50  clinical  papers  and 
serial  book  chapters. 

He  is  here  because  of  a very  special  professional  technical  achieve- 
ment of  his.  His  laboratory  actively  employs  many  people  working  in 
several  disciplines. 

He  developed  the  partial  ileal  bypass  operation  for  cholesterol,  a sub- 
ject to  which  he  will  address  this  committee,  and  he  was  awarded  the 
coveted  Samuel  Gross  Award. 

Mr.  Chairman,  I am  not  an  expert  at  all  on  these  matters,  but  I know 
of  the  work  of  Dr.  Buchwald  and  the  ileal  bypass  operation  for  choles- 
terol, and  it  has  been  a great  breakthrough.  I think  it  has  great  prom- 
ise. In  fact,  people  associated  with  the  U.S.  Senate  have  benefited  from 
this  operation,  and  I thought  it  would  be  well  to  have  Dr.  Buchwald 
speak  to  the  committee. 

We  are  asking  for  funds  for  this  particular  research  because  of  what 
appear  to  be  very  constructive  and  spectacular  results  of  this  type  of 
surgery  and  research. 
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Dr.  Buchwald  is  here  with  me.  He  has  just  come  away  from  a vaca- 
tion. I do  not  know  why  a man  from  Minnesota  would  want  to  vacation 
in  Maine,  but  I guess  he  decided  that  is  the  place  to  go.  I would  have 
suggested  he  go  to  the  State  of  Washington  in  light  of  the  testimony 
he  is  about  to  make. 

Senator  Magnuson.  We  thank  you  very  much,  Senator  Humphrey. 


STATEMENT  OF  DR.  HENRY  BUCHWALD,  UNIVERSITY  OF  MINNE- 
SOTA 


BIOGRAPHY 

Dr.  Buch-wald.  Thank  you  very  much,  Senator  Humphrey. 

Mr.  Chairman,  please  allow  me  to  express  my  appreciation  for  the 
privilege  of  presenting  this  testimony  to  you. 

I am  Dr.  Henry  Buchwald  of  the  University  of  Minnesota  in  Min- 
neapolis, Minn.  I received  my  undergraduate  training  from  Colum- 
bia College  and  my  medical  training  from  the  Co-llege  of  Physicians 
and  Surgeons  of  Columbia  University. 

My  internship  was  spent  at  the  Columbia-Presbyterian  Medical 
Center  and  after  2 years  in  the  Air  Force  as  a flight  surgeon  I moved 
to  the  Midwest  to  complete  my  residency  training  under  Dr.  Owen  H. 
Wangensteen  at  the  University  of  Minnesota,  from  which  I subse- 
quently received  a M.S.  in  biochemistry  and  a Ph.  D.  in  surirery. 

During  my  training  I was,  first,  a Helen  A.  Whitney  Fellow  and 
subsequently  an  established  investigator  of  the  American  Heart 
Association. 

My  research  grants  have  included  funds  from  the  American  Heart 
Association,  and  the  Royal  and  Olive  Stone  Foundation.  I am  cur- 
rently associate  professor  of  surgery  and  attending  surgeon  at  the 
University  of  Minnesota  Hospitals. 


CHOLESTEROL  IN  ATHEROSCLEROSIS 

I am  here  today  to  bring  to  your  attention  the  contribution  that 
surgery  can  make  to  the  cholesterol  problem  in  atherosclerosis. 

You  have  been  fully  informed  of  the  part  that  diet  plays  in  the 
buildup  of  cholesterol,  and  I know  that  you  have  had  explained  to  you 
in  detail  the  studies  underway  in  the  use  of  drugs  for  the  purpose  of 
cholesterol  reduction. 

As  you  Avell  know,  large-scale  research  programs  both  in  diet  and 
drugs  are  currently  funded  by  the  National  Heart  and  Lung  Institute. 

PARTIAL  ILEAL  BYPASS  OPERATION 

These  research  programs  are  meritorious,  of  course,  and  they  will  no 
doubt  yield  some  valuable  information.  They  are  not  the  whole  answer 
to  cholesterol  control,  however,  and  it  is  to  another  approach  to  the 
problem  that  I would  like  to  draw  your  attention  now : The  role  that 
can  be  played  by  surgery  and  the  need  for  a research  program,  in  a 
surgical  technique  that  I believe  will  have  a dramatic  impact  on  the 
disease.  It  is  the  partial  ileal  bypass  operation  which  I shall  explain  to 
you  in  some  detail. 

Our  surgical  group  at  the  University  of  Minnesota  has  been  using 
the  partial  ileal  bypass  for  the  past  8 years.  At  present  we  have  docu- 
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mentation  with  100  percent  followup  of  over  90  consecutive  patients. 
Several  other  academic  facilities  have  initiated  their  own  bypass  pro- 
gram in  the  United  States  and  abroad. 

These  include  clinical  research  groups  at  the  Cleveland  Clinic, 
Peter  Bent  Brigham  in  Boston  and  in  Finland.  There  has  also  been  a 
considerable  amount  of  laboratory  work  done,  in  addition  to  our  own, 
with  the  operation  in  different  animal  species,  since  our  initial  publi- 
cation in  1964. 

The  intent  of  ileal  bypass  surgery  is  prophylactic  and  metabolic. 
It  seeks  to  create  a beneficial  degree  of  cholesterol  and  bile  acid  mal- 
absorption by  bypassing  about  one-third  of  the  small  intestine’s  length. 
It  is  calculated  to  bring  about  a twofold  drain  on  the  body  cholesterol 
pool : A direct  drain  resulting  from  increased  fecal  loss  of  normally 
absorbed  dietary  and  body-nianufactured  cholesterol,  and  an  indirect 
metabolic  drain  on  the  cholesterol  pool  from  reduced  absorption  of 
bile  acids  which  can  only  be  synthesized  from  cholesterol. 

Without  exception,  the  bypass  operation  has  succeeded  in  achieving 
considerable  serum  lipid  reduction  beyond  that  maintained  by  diet 
alone.  The  average  cholesterol  reduction  has  been  40  percent  at  3 
months  and  about  45  percent  after  2 years  or  longer. 

REDUCING  SERUM  CHOLESTEROL  : DIET,  DRUGS,  SURGERY 

In  association  with  dietary  prudence,  the  partial  ileal  bypass  is 
capable  of  reducing  elevated  serium  cholesterol  levels  by  half. 

By  comparison,  the  most  success  registered  by  diet  and/or  drug  man- 
agement is  about  20  percent.  Furthermore,  diet  and/or  drugs  have  a 
considerable  immediate  and  late  failure  rate  (many  of  our  successfully 
treated  surgical  patients  have  been  previous  diet  and/or  drug  failures) , 
whereas,  the  cholesterol  reduction  following  partial  ileal  bypass  is 
constant  and  permanent. 

SAFETY  OF  SURGICAL  PROCEDURE 

The  patients  considered  for  surgery  are  by  definititon  a high-risk 
group,  but  the  partial  ileal  bypass,  in  our  hands,  has  been  a safe 
procedure. 

Excluding  patients  operated  on  prophylactically,  that  is,  in  the 
absence  of  clinical  and  laboratory  manifestations  of  disease,  the 
cumulative  survival  of  the  ileal  bypass  patients  in  our  first  8 years 
has  been  88  percent,  a figure  that  approximates  the  survival  of  a normal 
population  group  taken  from  insurance  actuary  tables. 

Postoperative  morbidity  has  been  limited  to  diarrhea,  readily  con- 
trollable by  drug  therapy  and,  with  almost  no  exceptions,  soon  ceasing 
to  be  a problem. 

impro\t:ment  in  patients 

Most  satisfying  has  been  the  improvement  in  the  patients.  The  pa- 
tients have  shown  an  increase  in  work  capacity,  exercise  tolerance, 
and  sense  of  well-being.  Angina  pectoris  has  eased  or  disappeared  in  86 
percent  of  our  patients  who  had  that  problem,  and  there  has  been  al- 
most uniform  decrease  of  symptoms  of  cerebral  vascular  insufficiency 
and  pain  on  walking. 
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LABORATORY  FACILITY  AVAILABILITY 

In  addition  to  our  clinical  program  at  Minnesota,  we  have  an  active 
biochemical  and  animal  laboratory  facility  which  allows  us  to  in- 
vestigate basic  biochemical  and  physiological  mechanisms  associated 
with  the  effects  of  the  surgery. 

PARTIAL  ILEAL  BYPASS  OPERATION 

Our  experience  has  proven  to  us  that  partial  ileal  bypass  is  the  most 
effective  method  now  available  for  maximal  cholesterol  reduction.  Cer- 
tainly, the  availability  of  the  procedure  gives  the  practicing  physician 
another  option  when  dietary  discipline  and  drugs  achieve  little. 

The  demonstrated  effectiveness  of  the  patrial  ileal  bypass  compels 
its  consideration.  Since  millions  of  dollars  and  much  time  are  being 
spent  on  the  evaluation  of  dietary  and  drug  methods  for  lowering 
cholesterol,  is  it  not  reasonable  to  fund  a field  trial  in  adequate  num- 
bers for  the  partial  ileal  bypass  ? 

If  therapeutic  effect  is  proportional  to  the  percentage  of  cholesterol 
reduction,  then  the  cholesterol  reduction  engendered  by  ileal  bypass 
should  yield  statistically  valid  results  sooner,  in  a smaller  population 
group,  and  at  less  expense  than  currently  existing  study  programs. 

PROPOSED  STUDY  OF  OPERTION 

What  I would  like  to  prospe  to  this  committee  and  to  the  Congress  is 
that  a collaborative  study  be  undertaken  of  the  partial  ileal  bjrpass 
operation  in  the  form  of  an  atherosclerosis  prevention  trial  supported 
by  a laboratory  and  computer  center  in  association  with  a clinical  and 
animal  basic  research  program. 

The  core  clinical  proposal  would  be  carried  out  in  four  geograph- 
ically separate  institutions,  each  capable  of  supplying  the  clinical  per- 
sonnel, administrative  assistance,  hospital  inpatient  and  outpatient 
facilities,  and  community-based  referral  center  requisite  for  such  an 
undertaking  to  be  successful. 

It  would  involve  2,000  patients  for  a primary  prevention  trial  to 
measure  the  ability  of  the  marked  cholesterol  lowering  resulting  from 
partial  ileal  bypass  to  prevent  atherosclerotic  disease  in  an  at-risk  high 
cholesterol  group  currently  free  of  this  disease  and  1,000  patients  for 
a secondary  prevention  trial  to  test  the  effect  of  cholesterol  lowering  on 
the  progression  of  atherosclerotic  disease  and  the  death  rate  in  a popu- 
lation with  currently  manifest  disease,  for  example,  individuals  who 
have  survived  a heart  attack. 

If  the  marked  cholesterol  reduction  associated  with  partial  ileal 
bypass  cannot  decrease  the  death  and  mortality  rates  of  atherosclerosis 
in  these  trials,  then  it  would  seem  that  far  more  expensive  diet  and 
drug  trials,  involving  many  more  subjects  and  only  capable  of  a far 
smaller  cholesterol  reduction,  are  futile  efforts. 

It  is  for  this  reason  that  I propose  a trial  at  this  time  of  the  most 
effective  cholesterol  lowering  tool  we  have. 

The  prevention  trial  results  are  prerequisite  to  future  recommenda- 
tions to  the  public ; metabolic  clinical  and  laboratory  studies  are  essen- 
tial for  an  understanding  of  these  results. 


2209 


This  research  evaluation  involves  the  gaining  of  knowledge  concern- 
ing the  etiological  mechanisms  underlying  the  high  blood  cholesterol 
levels  responsible  for  atherosclerosis  and  a fuller  understanding  of 
therapy  procedures. 

Lowering  and  Reducing  Cholesterol 

As  an  example,  our  previous  studies  of  cholesterol  body  pools  sug- 
gest that  the  partial  ileal  bypass  operation  not  only  lowers  the  blood 
cholesterol  concentration  but  reduces  the  total  body  cholesterol  by 
about  one-third ; additional  work  will  be  necessary  to  establish  whether 
this  leaching  of  cholesterol  out  of  body  stores  involves  the  cholesterol 
in  the  arterial  atherosclerotic  plaque  lesion. 

Insight  Into  Causes  of  Cholesterol  Levels 

Our  past  work  has  shown  certain  fundamental  differences  in  choles- 
terol dynamics  between  normal  individuals  and  hypercholesterolemic 
patients,  and  it  is  reasonable  to  expect  that  further  analysis  of  these 
differences  will  provide  insights  into  the  basic,  genetically  determined, 
cause  of  liigh  blood  cholesterol  levels.  Any  field  therapy  trial  without 
concomitant  and  intrinsic  provision  for  metabolic  research  wastes  an 
opportunity  to  accomplish  simultaneously  what  would  otherwise  have 
to  be  done  in  sequence  and  at  greater  expense. 

ESTABLISHMNT  OF  PRIMATE  CENTER 

Animal  research  data  reasonably  comparable  to  man  on  the  meta- 
bolic changes  associated  with  the  bypass  results  can  best  be  obtained 
in  primates ; therefore,  establisliment  of  a primate  center  in  support  of 
this  proposal  is  required. 

A central  data  processing  facility  for  computer  automation  of  the 
study  data  and  a central  lipid  analyses  facility  to  assure  uniformity 
of  results  and  economy  by  avoiding  duplication  in  the  collaborative 
study  would  also  be  required. 

The  cost  of  the  program  would  be  about  $2  million  a year  and  it 
would  have  to  go  on  for  about  5 years.  This  is  a small  cost,  if  the 
promise  that  already  exists  in  the  work  is  redeemed. 

Indeed  the  work  will  go  on  in  any  case  but  the  rate  of  progress 
at  the  present  level  of  funding  will  be  agonizingly  slow. 

CONTROL  OF  CHOLESTEROL  AND  MANAGEMENT  OF  ATHEROSCLEROSIS 

And  so  we  make  the  plea  that  the  funds  for  the  program  be  ear- 
marked by  this  committee  in  explicit  terms  so  that  the  surgery  may 
play  its  full  part  in  the  control  of  cholesterol  and  in  the  management 
of  atherosclerosis. 

Now,  Mr.  Chairman,  this  problem  that  I have  addressed  myself  to 
is  a problem  that  comes  to  approximately  1 million  Americans  every 
year. 

It  is  the  leading  national  health  problem.  Atherosclerosis  is  not 
equivalent  to  aging.  There  are  many  populations  with  old  people  that 
do  not  have  atherosclerosis.  Atherosclerosis  is  caused  by  certain  agents, 
and  I think  it  is  our  responsibility  to  identify  these  agents,  and  try  to 


2210 


combat  them,  and  thereby  reduce  the  terrible  mortality  and  morbidity 
that  this  disease  inflicts.  It  is  not  an  old  man’s  disease.  It  is  the  leading 
cause  of  death  of  men  40  years  and  up. 

What  has  been  the  correlation  then  ? 

It  has  been  shown  the  greater  amount  of  blood  cholesterol  concen- 
trations in  an  individual’s  blood  stream,  the  greater  is  the  incidence 
rate  of  this  individual  developing  atherosclerosis,  such  as  heart  at- 
tacks, strokes,  and  so  on. 

Numerous  studies  have  shown  this  quite  conclusively.  The  question 
we  face  today  is:  If  a high  incidence  rate  of  atherosclerosis  is  as- 
sociated with  high  blood  cholesterol,  then  will  lowering  the  blood 
cholesterol  lower  the  incidence  rate  of  atherosclerosis  ? 

TOOLS  FOR  CHOLESTEROL  REDUCTION 

What  are  the  tools  at  hand  for  cholesterol  reduction  as  of  now  ? 

There  are  dietary  means.  Diets  in  the  best  programs  have  achieved 
an  11  to  18  percent  reduction  in  blood  cholesterol. 

Drugs  currently  available  achieve  20  to  25  percent. 

Surgery,  and  I refer  especially  to  bypass  surgery,  has  achieved 
over  the  past  eight  years  an  average  40  percent  reduction ; in  associa- 
tion with  diet,  an  average  50  percent  reduction  in  the  serum  cholesterol, 
therefore,  the  surgical  approach  offers  twice  as  effective  a program 
with  diet  than  any  other  means  of  therapy. 

It  is  also  obligatory,  and  this  is  very  important.  If  you  give  a man 
a pill,  he  may  or  may  not  take  it.  If  you  prescribe  a diet,  a patient 
may  or  may  not  go  on  that  diet. 

If  you  perform  an  operation,  the  patient  has  to  live  with  it.  So  it 
would  seem  to  me  the  logical  solution  to  this  question  would  be  the 
use  of  the  most  effective  tool,  namely,  the  surgical  approach.  And, 
any  attempt  to  answer  the  question  whether  cholesterol  reduction 
benefits  the  individual,  I would  say  it  can  best  be  answered  by  the  use 
of  the  partial  ileal  bypass  operation  for  blood  cholesterol  and  body 
pool  cholesterol  reduction. 

PARTIAL  ILEAL  BYPASS  OPERATION 

In  our  hands  this  operation  is  safe,  we  have  been  able  to  perform 
101  such  operations,  and  we  have  lost  one  patient.  This  gentleman  on 
the  fourth  day  after  the  operation  died  of  a heart  attack.  He  had  four 
heart  attacks  prior  to  the  operation. 

There  is  no  weight  loss.  The  operation  is  followed  by  a normal 
period  of  convalescence.  There  is  a transient  period  of  diarrhea. 

What  has  been  our  results  in  8 years? 

As  stated,  40  percent  cholesterol  reductions,  and,  with  diet,  a 50- 
percent  decrease  in  serum  cholesterol. 

The  cholesterol  body  pools,  in  addition  to  the  blood  cholesterol,  have 
been  shown  by  our  metabolic  studies  to  be  markedly  decreased  after 
this  procedure. 

We  have  seen  the  disappearance  of  cutaneous  plaques  of  cholesterol, 
and  an  improvement  in  the  wellbeing  of  our  patients.  Those  with 
angina  pectoris,  exertional  chest  pain  due  to  hardening  of  the  arteries, 
have  shown  an  86 -percent  improvement  with  either  a marked  reduc- 
tion in  symptoms  or  complete  disappearance  of  symptoms. 
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X-RAY  PICTURES  OF  ARTERIES 

By  the  taking  of  X-ray  pictures  of  the  arteries  themselves,  we  have 
also  seen  a possible  retardation  or  arrest  of  the  disease  process. 

Our  study  at  the  University  of  Minnesota  is,  to  my  knowledge,  the 
only  study  on  the  effects  of  cholesterol  reduction  on  atherosclerosis 
which  has  used  X-ray  pictures  of  the  arteries  as  an  anatomical  criteria 
of  evaluation. 

PROPOSED  MULTICENTER  STUDY  OF  PATIENTS 

I would  like  to  propose  a multicenter  study  of  a controlled  series 
of  patients,  supported  by  a central  computerized  center  along  with  a 
central  lipid  analyses  facility  in  association  with  a research  program. 

The  details  of  this  proposal  are  outlined  in  my  submitted  statement. 

The  cost  we  would  estimate  would  be  at  $2  million  per  year  for  a 
period  of  5 to  8 years. 

This  is  a very  small  amount  to  expend  for  an  answer  to  this  all- 
important  question. 

We  are  trying  today  to  influence  people  who  manufacture  dairy 
products.  We  are  trying  in  our  pharmaceutical  industry  to  manufac- 
ture drugs  to  lower  cholesterol.  I think  we  should  answer  the  basic 
question  first.  Does  it  do  any  good?  I think  this  price  of  $2  million 
per  year  is  far  less  than  the  estimated  cost  of  the  drug  and  diet  pro- 
grams employing  these  less  effective  means. 

This  surgical  approach  will  give  the  answer.  I presented  this  ma- 
terial to  the  House  Subcommittee  on  Appropriations,  and  I believe 
they  were  deeply  interested. 

I hope  and  sincerely  request  that  you,  Mr.  Chairman,  and  this  sub- 
committee will  consider  this  proposal  with  interest,  and  earmark  the 
requested  appropriations  by  specific  language  in  your  report. 

I would  like  to  thank  you  for  the  privilege  of  presenting  testimony 
to  you. 

RESEARCH  GRANTS 

Senator  Magnuson.  Thank  you,  Doctor.  We  appreciate  hearing 
about  this  exciting  experiment  you  are  conducting  in  this  field. 

Now,  your  research  grants  have,  up  to  date,  come  from  private  insti- 
tutions, have  they  not,  the  private  sector  ? 

Dr.  Buchwald.  And  the  NIH. 

Senator  Magnuson.  I see  here  you  have  received  research  grants 
from  the  American  Heart  Association,  the  Xational  Heart  and  Lung 
Institute,  the  Minnesota  Heart  Association,  and  the  Eoyal  and  Olive 
Stone  Foundation. 

Have  you  ever  received  any  money  from  the  NIH  ? 

Dr.  Buchwald.  Yes,  sir. 

Senator  Magnuson.  How  much  ? 

Dr.  Buchwald.  We  have  received  for  this  work  approximately 
$40,000  per  year  for  5 years,  and  with  this  money  and  the  money  from 
the  private  sector  and  the  State  of  Minnesota  we  have  been  able  to 
pull  together  this  study  up  to  the  present  time. 

Senator  Magnuson.  I know  what  you  are  asking  for.  What  I want 
to  find  out,  how  much  have  you  received  from  the  private  sector  for 
your  research  work  ? 
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Dr.  Buchwald.  Approximately  equivalent  to  the  NIH,  maybe  a lit- 
tle more. 

Senator  Magnuson.  About  50  percent  ? 

Dr.  Buchwald.  Yes. 

Senator  Magnuson.  And  last  year  you  received  how  much  ? 

Dr.  Buchwald.  $40,000  from  NIH  and  about  the  same  from  other 
sources. 

BUDGET  REQUEST 

Senator  Magnuson.  And  you  are  asking  for  $2  million  now  ? 

Dr.  Buchwald.  Not  for  ourselves  alone,  Senator,  but  for  the  pur- 
poses of  supporting  a multicenter  program  to  answer  the  basic  ques- 
tion : Does  cholesterol  reduction  do  any  good  ? 

The  moneys  we  have  received  to  this  time,  from  both  the  private 
and  public  sectors,  have  gone  to  finance  the  feasibility  trial  partial 
ileal  bypass  operation.  With  8 years  experience,  over  100  patients, 
and  our  metabolic  and  radiographic  documentation,  this  procedure 
has  been  proved.  Today,  the  partial  ileal  bypass  operation  is  no  longer 
experimental  but  an  established  means  of  therapy  for  the  reductions 
of  high  blood  cholesterol  levels.  And,  it  is  by  far  the  most  effective 
means  available  for  this  purpose. 

What  we  are  asking  the  $2  million  per  year  for  is  a definitive  trial 
of  the  effect  of  cholesterol  lowering  on  the  atherosclerotic  risk  rate. 
This  is  the  question  that  this  Nation  must  answer  and  must  answer 
now  in  order  that  logical  steps  can  be  taken  to  combat  our  leading 
health  problem.  The  answer  to  this  question  may  place  us  on  the  start- 
ing line  of  a 10-year  program  to  control  heart  disease.  Employment 
of  partial  ileal  bypass  as  the  chief  therapeutic  tool  in  a multicenter 
project  definitely  will  permit  us  to  answer  the  question  of  the  efficacy 
of  cholesterol  reduction  in  the  shortest  period  of  time,  and  at  the  lowest 
possible  cost. 

NATIONAL  HEART  AND  LUNG  INSTITUTE  BUDGET  REQUEST 

Senator  Magnuson.  Have  you  made  an  application  to  NIH? 

Dr.  Buchwald.  We  have  tentatively  had  some  discussions.  We  have 
not  put  this  into  a formal  application. 

Senator  Magnuson.  For  the  record,  this  would  come  under  the  Na- 
tional Heart  and  Lung  Institute,  of  which  the  1971  appropriation  is 
$191,627,000,  and  the  budget  as  asked  this  year,  recommended  $195,- 
092,000  which  is  about  $3.8  million  over  last  year. 

Now,  that  is  for  the  whole  Institute,  and  you  are  suggesting  that 
we  come  to  the  conclusion  to  ask  them  to  set  aside  of  that  amount 
$2  million? 

Dr.  Buchwald.  Or  an  additional  amount  for  this  purpose. 

Senator  Magnuson.  Are  you  asking  it  be  added  to  the  $195  million, 
or  it  be  within  the  $195  million  ? 

Dr.  Buchwald.  It  is  difficult  for  me  to  answer  that  question.  I would 
hope  it  would  be  added,  because  I think  that  the  appropriation  for 
the  National  Heart  and  Lung  Institute  is  already  an  extremely  re- 
strictive program. 
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FINANCING  MUTICENTER  STUDY  PROGRAM 

I believe  that  the  financing  of  this  project  should  receive  the  highest 
priority  in  the  distribution  of  Heart  and  Lung  Institute  funds.  As 
you  know,  the  H-eart  and  Lung  Institute  is  being  asked  to  continue  and 
to  expand  its  research  work  with  what  effectively  amounts  to  a reduc- 
tion in  funds.  I hope  that  this  committee,  as  it  has  so  often  in  the  past, 
after  the  careful  consideration  given  to  the  testimony  presented  before 
its  members  will  increase  the  budget  to  meet  the  health  needs. 

Senator  Magnuson.  It  Avould  be  a little  bit  unusual,  maybe  desir- 
able, but  a little  bit  unusual  to  add  a certain  amount  of  money  and 
specify  what  it  is  going  to  be  used  for. 

Dr.  Buchwald.  Yes,  sir. 

Senator  Magnuson.  Because  then  we  would  have  to  break  down  the 
whole  $195  million,  and  this  committee  would  be  in  the  business  of 
telling  them  how  to  run  their  shop,  as  far  as  a field  in  which  we  are 
not  experts,  but  we  can  surely  make  the  suggestion  to  them  when  they 
come  up  here,  see  what  they  think  about  it,  and  lay  a foundation,  that 
either  they  would  fit  this  amount  into  the  $195  million,  which  they  are 
going  to  have,  or  make  it  $197  million,  but  we  do  not  know  just  how 
they  would  like  to  do  it. 

CEMENT  RESEARCH  BUDGET 

How  much  is  in  the  budget  for  your  research  now,  do  you  know  ? 

Dr.  Buchwald.  For  this  coming  year? 

Senator  Magnuson.  Yes,  the  coming  fiscal  year. 

Dr.  Buchwad.  We  are  up  for,  for  this  coming  year,  well,  it  is  again 
$40,000  just  for  our  small  research. 

Senator  Magnuson.  So  there  has  been  no  change  in  that  that  you 
know  of  ? 

Dr.  Buchwald.  That  is  correct,  sir. 

CHOLESTEROL  LEVEL  NORMS 

Senator  Cotton.  I might  ask,  for  the  purpose  of  the  record,  what 
cholesterol  level  do  you  consider  it  necessary  to  live  with  ? 

Dr.  Buchwald.  It  is  a very  hard  question  to  answer. 

Senator  Cotton.  In  a general  way,  each  case  is  different,  is  it  not  ? 

Dr.  Buchwald.  Each  case  is  different.  It  depends  on  the  age,  the 
family  background  of  the  individual.  I think  a man  who  has  had  a 
heart  attack  when  he  was  20  years  old,  he  is  a different  candidate  than 
a man  who  has  had  a heart  attack  at  10,  but  I think  in  the  overall 
population,  we  would  get  concerned  with  cholesterol  levels  of  300. 
Though  I would  say,  250  to  300,  is  already  statistically  associated  with 
a high  incidence  of  heart  attack. 

Senator  Cotton.  Is  not  the  normal  level  at  250  ? 

Dr.  Buchwald.  The  normal  in  the  United  States,  and  this  is  using 
normal  in  the  mathematical  term  of  the  central  distribution,  is  243, 
and  if  you  say  that  is  normal,  in  the  same  statement,  you  must  say  it 
is  normal  for  Americans  to  have  a heart  attack. 

Senator  Cotton.  Well,  what  is  normal  for  a man  of  40  would  not  be 
normal  for  a man  of  70,  would  it  ? 
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Dr.  Buchwald.  I think  that  is  true.  The  statistics  are  not  so  specific 
when  they  come  to  a man  with  the  age  above  10,  but  from  the  age  of 
puberty  on,  there  is  almost  a continuous  increase  in  blood  cholesterol, 
as  the  years  increase. 

Senator  Magnuson.  Well,  thank  you  very  much  for  your  testimony, 
Doctor, 

LETTERS  OF  HON.  HUBERT  H.  HUMPHREY,  AND  HON.  ROBERT  G.  DUNPHY, 
SERGEANT  AT  ARMS,  U.S.  SENATE 


(The  following  letters  received  subsequent  to  Dr.  Buchwald’s  testi- 
mony were  entered  in  the  record  and  directed  to  be  printed  at  this 
point,  as  follows :) 

Committee  on  Agriculttjke  and  Forestry, 

Washington,  D.C.,  July  16,  1971. 


Hon,  Warren  G.  Magnuson, 

Chairman,  Subcommittee  on  Labor,  HEW  and  Related  Agencies,  Committee  on 
Appropriations,  U.S.  Senate,  Washington,  D.C. 

Dear  Mr.  Chairman  : Thanks  so  much  for  the  opportunity  you  extended  me  in 
introducing  Dr.  Henry  Buchwald  to  your  Subcommittee  on  July  13. 

I since  have  had  an  opportunity  to  review  his  testimony  and  request  for  funds. 
Having  followed  his  work,  I am  convinced  that  his  request  has  great  merit.  His 
work  offers  great  promise  in  determining  the  role  cholesterol  plays  in  arterlal- 
schlerosis.  Because  of  this,  I hope  that  your  Subcommittee  will  earmark  funds 
to  support  the  project  he  outlined  during  his  appearance. 

Best  wishes, 

Sincerely, 


Hubert  H.  Humphrey. 


U.S.  Senate, 

Office  of  the  Sergeant  at  Arms, 

Washington,  D.C.,  July  15, 1971. 

Hon.  Warren  G.  Magnuson, 

Chairman,  Subcommittee  on  Labor,  HEW  and  Related  Agencies,  U.S.  Senate, 
Washington,  D.C. 

Dear  Mr,  Chairman  : On  Tuesday,  July  13,  Dr.  Henry  Buchwald  of  the  Uni- 
versity of  Minnesota  Hospitals  testified  before  your  Subcommittee.  You  will  re- 
call that  Dr.  Buchwald  has  perfected  a surgical  technique  which  has  proved 
highly  successful  in  reducing  serum  cholesterol  in  humans.  I take  the  liberty  of 
writing  you  because  Dr.  Buchwald  has  performed  this  operation  on  me.  As  you 
may  remember  I suffered  a heart  attack  about  three  and  one-half  years  ago.  Sub- 
sequent to  the  attack  I had  a cholesterol  count  of  330.  Dr.  Pearson,  the  Capitol 
Physician,  learned  of  Dr.  Buchwald’s  work  and  referred  me  to  him.  About 
eighteen  months  ago  he  performed  the  surgery  which  has  reduced  my  cholesterol 
count  to  135. 

I know  that  I feel  better  since  the  surgery  and  it  is  comforting  to  realize  that 
I am  not  accumulating  cholesterol  at  a rate  which  could  only  accelerate  the 
arterial  sclerosis  problem.  Since  Dr.  Buchwald  has  demonstrated  his  ability  to 
lower  Cholesterol  significantly,  I hope  he  will  now  be  provided  with  the  means  of 
exploiting  this  breakthrough  to  the  benefit  of  all  present  and  potential  victims 
of  arterial  sclerosis.  I know  the  Doctor  personally  as  well  as  professionally  and 
can  assure  you  he  will  put  any  funds  granted  him  to  the  best  possible  use. 

Mr.  Chairman,  if  your  Subcommittee  can  find  funds  to  support  Dr.  Buchwald’s 
work  at  the  level  he  requests  I know  he  will  provide  us  with  an  early  answer  to 
the  role  cholesterol  plays  in  the  diease  of  arterial  sclerosis.  In  my  opinion  it 
will  be  the  wisest  investment  we  can  make. 

Sincerely, 


Robert  G.  Dunphy, 

Sergeant  at  Arms. 
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STATEMENT  OF  HON.  LLOYD  M.  BENTSEN,  JR.,  U.S.  SENATOR  FROM 
TEXAS 

INTRODUCTION  AND  BIOGRAPHY  OF  WILLIAM  A.  SPENCER, 

BAYLOR  COLLEGE  OF  MEDICINE,  TEX. 

Senator  Magnuson.  Now,  Senator  Bentsen  has  a man  from  the  Bay- 
lor College  of  Medicine,  and  you  may  introduce  him.  Senator  Bentsen. 

Senator  Bentsen.  Mr.  Chairman,  I appreciate  very  much  the  op- 
portunity to  appear  before  you  to  introduce  one  of  my  most  distin- 
guished constituents.  Dr.  William  A.  Spencer  of  Houston,  director 
of  the  Texas  Institute  for  Keliabilitation  and  Research. 

Dr.  Spencer  received  his  B.S.  degree  from  Georgetown  University, 
so,  in  part,  he  is  coming  home. 

He  received  his  M.D.  degree  from  Johns  Hopkins,  and  since  his  grad- 
uation, he  has  earned  himself  some  very  impressive  credentials  in  the 
field  of  rehabilitation. 

From  1950  to  1959,  he  was  medical  director  of  the  Southwestern 
Poliomyelitis  Respiratory  Center  in  Houston,  and  from  1959  on  he 
has  occupied  his  present  position  as  director  at  the  Baylor  College  of 
Medicine,  and  in  addition  to  that,  he  has  had  over  20  years  of  teaching 
experience. 

He  is  a professor  and  chairman  of  the  Department  of  Rehabilitation 
of  the  Baylor  College  of  Medicine  in  Houston. 

Despite  this  vigorous  and  tough  working  schedule,  he  has  found 
the  time  to  give  to  a number  of  Federal  commissions  in  the  field  of 
health  and  rehabilitation,  and  that  is  quite  an  impressive  fist. 

subcommittee  enlightenment 

I believe  that  this  subcommittee  will  profit  by  the  direct  experience 
and  insight  that  he  has  to  ofter  on  the  problems  which  are  dwelled  into 
in  these  hearings,  and  I recommend  him  very  highly  to  you. 

Senator  Magnuson.  We  thank  you.  Senator,  and  we  will  look  for- 
ward with  interest  to  hear  from  him,  because  one  of  the  largest  items 
in  this  budget  is  in  the  field  of  rehabilitation,  and  may  I say  to  your 
friend  from  Texas,  it  is  one  of  the  most  confusing,  and  I am  looking 
forward  to  some  good  advice  that  he  might  be  able  to  give  us  and  some 
light  on  the  subject. 

Senator  Bentsen.  Mr.  Chairman,  I have  visited  that  institute  a num- 
ber of  times,  and  I think  he  can  help  bring  order  out  of  chaos. 

Senator  Magnuson.  Thank  you  very  much.  Senator  Bentsen. 

STATEMENT  OF  DR.  WILLIAM  A.  SPENCER,  REPRESENTING  THE 
12  MEDICAL  RESEARCH  AND  TRAINING  CENTER  DIRECTORS, 
AND  AS  LIAISON  REPRESENTATIVE  OF  THE  AMERICAN 
CONGRESS  OF  REHABILITATION  MEDICINE 

introduction  of  associates 

Dr.  Spencer.  Thank  you  very  much.  Senator  Bentsen.  Mr.  Chair- 
man, I would  like  to  introduce  my  colleagues,  and  I am  acting  spokes- 
man for  the  group. 
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Senator  Magnuson.  Go  ahead,  and  we  will  put  their  names  in  the 
record. 

Dr.  Spencer.  First  is  Dr.  Richard  Herman,  professor  and  chairman 
of  rehabilitation  medicine  at  Temple  University,  director  of  Krusen 
Center  for  Research  in  Rehabilitation  Engineering,  Moss  Rehabilita- 
tion Hospital,  Philadelphia,  Pa. 

Next  is  Dr.  Melvin  J.  Glimcher,  professor  and  chairman  of  the 
Department  of  Orthopedic  Surgery,  Harvard  Medical  School,  senior 
visiting  lecturer  in  mechanical  engineering,  orthopedic  surgeon  in 
chief.  Children’s  Hospital  Medical  Center,  Boston,  Mass. 

Next  is  Dr.  Ernest  Burgess,  professor  of  orthopedic  surgery. 
University  of  Washington  School  of  Medicine,  president  of  staff  of 
Children’s  Orthopedic  Hospital,  Seattle,  Wash.,  vice  president  of  the 
American  Academy  of  Orthopedic  Surgery. 

And  finally  is  Dr.  James  Reswick,  professor  of  biomedical  engi- 
n^ring  and  community  medicine.  University  of  Southern  California, 
director  of  rehabilitation  engineering  at  Ranchos  Los  Amigos  Hos- 
pital, Los  Angeles,  board  member.  Biomedical  Engineering  Society, 
chairman  of  design  and  development  subcommittee.  Committee  for 
Prosthetic  Research  and  Development,  NATC  Research  Council. 

Senator  Magnuson.  Thank  you  very  much.  We  are  glad  to  have 
them  all  here. 

You  proceed  with  your  testimony,  and  if  any  of  the  others  wish 
to  add  something,  we  will  be  glad  to  hear  from  them,  or  if  we  have 
any  questions,  we  can  ask  either  one  of  you. 

RESEARCH  IN  SOCIAT.  AND  REHABILITATION  SERVICE:  FUNDING  INCREASE 

Dr.  Spencer.  Thank  you  very  much,  Mr.  Chairman. 

I am  honored,  Mr.  Chairman,  as  a spokesman  to  present  to  you  and 
the  committee  a justification  for  increasing  the  President’s  appropri- 
ations request  for  research  in  the  Social  and  Rehabilitation  Service  by 
$10  million,  which  is  $3  million  over  the  fiscal  year  1971  appropriation 
level. 

This  request  is  made  on  behalf  of  severely  handicapped  persons 
who  are  now  and  will  increasingly  become  direct  and  prompt  bene- 
ficiaries of  the  programs  and  activities  supported  by  these  research 
and  training  funds. 

All  of  the  professional  membership  and  facility  organizations  con- 
cerned with  rehabilitation  medicine  join  with  me  in  this  urgent  ap- 
peal. 

The  following  orsfanizations  are  represented  by  persons  supportive 
of  this  testimony:  The  American  Congress  of  Rehabilitation;  Amer- 
ican Academy  of  Physical  Medicine  and  Rehabilitation;  American 
Academy  of  Orthopedics;  Rehabilitation  Committee  of  the  Amer- 
ican Academy  of  Orthopedics;  American  Association  of  Academic 
Physiatrists ; National  Academy  of  Sciences — Committee  for  Pros- 
thetic Research  and  Development;  Biomedical  Engineering  Society; 
and  American  Academy  of  Orthotics  and  Prosthetics. 

Our  concern  follows  the  fact  that  the  extent  of  needed  research  effort, 
the  manpower,  and  the  qualitv  of  activities  required  in  providing,  de- 
veloping, and  improving  rehabilitation  services  is  the  greatest  and  the 
availability  the  least  for  millions  of  handicapped  citizens  in  this  great 
Nation. 


2217 


We  are  astonished  that,  possibly  through  oversight,  the  SKS  Ke- 
search  and  Training  Administration  1972  budget  request  was  reduced 
$7  million  below  the  1971  level. 

Considering  the  fact  that  these  moneys  are  modest  in  total  amount 
in  the  Federal  HEW  appropriations,  they  do,  however,  represent  the 
principal  support  of  our  Government  programs  for  applied  research 
directly  affecting  the  medical  needs,  health,  and  functional  outcome 
of  handicapped  persons. 

The  activities  to  be  affected  by  these  curtailments  have  been  estab- 
lished under  the  clear  intention  and  direction  of  Congress  and,  over 
the  years,  have  had  effective  Federal  programing  under  the  Vocational 
Rehabilitation  Administration  and  now  the  Social  and  Rehabilitation 
Service. 

We  are,  therefore,  addressing  that  part  of  the  administration  SRS 
budget  identified  as  “Research  and  training.” 

We  also  fully  concur  and  have  supported  efforts  to  justify  restora- 
tion of  training  funds  so  crucial  to  this  vastly  understaffed  field  of 
rehabilitation. 

WHAT  IS  REQUESTED  OF  THE  COMMITTEE 

We  respectfully  request  the  earmarking  of  a $7  million  restoration 
in  research  funding  for  fiscal  year  1972.  In  this  we  hope  the  commit^ 
tee  will  provide  $3,500,000  for  initiation  of  rehabilitation  engineering 
centers  of  excellence  as  a national  program,  and  $3,500,000  for  estab- 
lishment of  comprehensive  spinal  cord  injury  centers  for  civilians. 
Lastly,  we  ask  for  an  appropriation  increase  of  $3  million  for  the  exist- 
ing regional  programs  of  19  university-based  research  and  training 
centers,  or  a total  of  $10  million. 

REHABILITATION  ENGINEERING  CENTERS 

We  are  fully  convinced  that  earmarking  $3,500,000  could  provide 
for  first-year  establishment  of  six  to  10  national  rehabilitation  en- 
gineering “centers  of  excellence,”  and  would  be  in  the  public  interest. 

This  new  program  would  build  upon  pilot  centers  now  in  existence 
and  relevant  activities  in  a number  of  universities  and  institutions 
throughout  the  Nation. 

There  is  a desperate  need  to  use  scientific  and  technical  resources 
more  effectively  to  improve  the  quality  of  life  and  the  functions  of  the 
handicapped  person. 

These  centers  would  be  geographically  distributed  within  the  Na- 
tion. They  would  be  located  in  rehabilitation  settings  having  significant 
patient  responsibilities.  They  would  be  operated  under  university  or 
appropriate  institutional  auspices. 

They  are  recommended  as  a result  of  a careful  study  by  the  Com- 
mittee on  Prosthetics  Research  and  Development,  National  Research 
Council,  National  Academy  of  Sciences. 

This  group  and  others  in  both  medicine  and  engineering  know  that 
such  centers  would  provide  for  the  best  of  research  translated  into 
education  and  patient  usefulness. 

With  their  establishment,  a total  approach  to  rehabilitation  en- 
gineering combining  medicine,  engineering,  and  related  sciences  could 
be  initiated. 
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Collaboration  with  laboratories  and  with  industry  would  be  fostered 
to  carry  newly  developed  devices  for  the  handicapped  through  all 
phases  of  research  and  development  to  production  and  widespread 
usage. 

Nationally,  a coordinated  and  periodically  evaluated  effort  would  be 
undertaken.  This  would  insure  maximal  usage  of  existing  superior  en- 
gineering and  medical  rehabilitation  capabilities  in  personnel  and 
special  facilities. 

This  would  also  minimize  needless  duplication  of  research  and  de- 
velopment and  rediscovery.  Movement  from  research  to  application 
could  be  greatly  enhanced. 

This  concept  has  been  endorsed  and  recommended  by  Hon.  James 
E.  Killian,  president  of  the  corporation,  Massachusetts  Institute  of 
Technology,  and  a principal  scientific  advisor  to  several  Presidents 
of  the  United  States. 

Design,  development,  testing,  independent  evaluation,  production 
and  application  cycles  would  be  based  in  ongoing  clinical  experience 
with  the  problems  and  needs  of  the  disabled.  No  laboratory  simulation 
exists  and  proper  engineering  solutions  cannot  be  achieved  in  isolation 
from  the  handicapped  person. 

Areas  of  promise  include  better  instruments,  tools,  and  materials  for 
orthotics  and  prosthetics.  New  sensory  aids  for  the  blind  and  deaf  can 
be  developed.  Better  devices  for  mobility  can  be  made.  Cost  reduction 
of  devices  through  design  and  materials  improvements,  better  fabrica- 
tion and  fitting  methods  can  be  undertaken  by  multidisciplined  teams. 

Ways  to  a<ihieve  mass  production  of  modular  braces  and  prostheses 
could  be  undertaken.  Even  development  of  automation  technology  for 
improved  delivery  of  rehabilitation  services  is  expected  since  develop- 
mental research  has  established  the  feasibility.  The  range  of  applica- 
tions and  potential  value  is  vast  but  definable  and  predictable. 

Several  initial  rehabilitation  engineering  programs  have  already 
been  proposed,  reviewed,  and  were  approved  by  SRS  grant  review 
mechanisms  but  have  not  been  funded  for  lack  of  money. 

We  expect  in  the  long  term,  major  sharing  of  public  and  private 
financing  of  such  programs.  (See  addendum  on  rehabilitation  engi- 
neering centers. ) 

Gaps  in  widespread  application  and  availability  of  developments 
can  be  bridged  by  these  centers.  Job  opportunities  in  rehabilitation 
engineering  for  displaced  engineers  and  technicians  will  rapidly  de- 
velop. There  is  no  more  appropriate  or  timely  location  for  such  per- 
sons than  in  this  field.  The  Nation’s  technology  and  capability  in  engi- 
neering is  ready,  needed,  and  indeed  waiting  for  such  a development. 

This  proposal  would  allow  establishment  of  six  to  10  such  centers 
at  initial  funding  levels  of  $300,000  to  $500,000  annually. 

The  underlying  organizational  and  operational  principles  have  al- 
ready been  developed  and  tested.  The  effectiveness  of  programmatic 
support,  usage  of  shared  technical  resources,  and  the  value  of  techno- 
logical applications  developed  in  a clinical  setting  have  been  estab- 
lished in  some  of  the  RT  Center  programs  and  by  categorical  program- 
matic research  funding  in  this  and  other  countries. 

There  are  many  striking  examples  of  orthotic  and  prosthetic  de- 
velopments not  carried  to  the  point  of  production  and  application  or 
indeed  widespread  availability.  This  program  would  provide  a major 
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attack  on  this  problem.  Post  World  War  II  prosthetic  research  and 
development  has  shown  the  potential  value  of  coordinated  engineer- 
ing, prosthetic,  and  medical  programs. 

The  fact  that  there  are  over  300,000  amputees  and  3,370,000  para- 
lyzed and  deformed  persons  in  need  of  braces  alone  must  not  be  over- 
looked. 

The  present  R.  & D.  in  this  area  in  1969  was  only  $4,500,000  includ- 
ing the  Veterans’  Administration,  Army,  NIH,  and  SRS,  or  only  $1.20 
per  handicapped  person  who  could  benefit. 

This  proposal  would  help  to  impact  this  situation  and,  most  impor- 
tantly, assist  a potential  population  in  excess  of  10  million. 

These  are  handicapped  persons  who  can  benefit  from  improved  ex- 
tremity and  spinal  braces,  in  usage  of  external  and  implanted  devices 
for  electrical  stimulation  of  muscles  for  movement,  in  application  of 
extremity  prosthetic  replacements  including  electronically  controlled 
power  prosthetic  devices. 

The  blind  could  achieve  a greater  physical  and  social  mobility  by 
means  of  improved  sensory  aids  and  object  location  aids.  All  of  these 
circumstances  support  our  deep  concern  over  research  cutbacks  in  re- 
habilitation medicine. 

Ob\dously  a small  investment  now  will  be  repaid  many  times  over 
in  lessened  physical  and  personal  dependency  of  our  handicapped. 
Restored  physical  capacity  for  gainful  occupation  and  the  opportunity 
for  personal  educational  development  will  be  enhanced  by  this  new 
technology  and  by  further  scientific  developments. 

COMPKEHENSIVE  SPINAL  CORD  INJURY  CENTERS 

The  need  for  such  centers  has  been  attested  to  by  many  experts  in 
the  field.  Late  treatment  centers  for  the  cord  injured  have  existed 
in  Veterans’  hospitals  for  25  years.  The  civilian  spinal  cord  injured 
person  has  meager  or  nonexistent  resources  of  this  kind  or  ready 
access  to  a coordinated  program  for  comprehensive  assistance,  extend- 
ing from  pickup  at  injury  to  acute  and  then  early  followup  compre- 
hensive rehabilitative  care. 

Furthemore,  the  results  of  several  pilot  spinal  cord  injury  centers 
reinforce  the  medical,  social,  and  economic  value  of  early,  comprehen- 
sive management  of  the  spinal  cord  injured  person. 

The  proposed  program,  with  earmarked  appropriation  of  $3,500,000, 
is  expected  to  provide  a network  of  six  to  10  special  centers  connected 
to  emergency  treatment  and  evacuation  facilities  so  that  restorative 
care  can  be  started  within  the  first  days  or  weeks  of  injury. 

The  centers  would  be  staffed  and  operated  in  or  in  relationship  to 
hospitals  and^  rehabilitation  facilities  capable  of  providing  total  care 
through  and  including  vocational  rehabilitation,  followup  and  main- 
tenance services  preseridng  rehabilitation  gains. 

We  know  now  that  many  of  the  medical  and  behavioral  complica- 
tions  of  this  catastrophic  disability  can  be  prevented  or  reduced,  so 
institutional  stay  and  reduced  cost  of  care  is  possible. 

Bodily  functions  can  be  preserved,  life  adjustment  enhanced,  and 
return  to  work,  school,  or  homemaking  with  independent  living  made 
a realistic  expectation. 
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Provision  of  comprehensive  spinal  cord  centers  with  multimedical 
specialty  and  allied  health  professional  teams  as  complements  to  acute 
spinal  trauma  receiving  centers  means  that  the  life  saved  by  emer- 
gency medicine  can  be  made  worthwhile.  Modern  rehabilitation  medi- 
cal programs  have  demonstrated  in  several  of  the  KT  Centers  and 
in  recently  established  pilot  programs  that  the  quadriplegic  (totally 
paralyzed)  can  be  comprehensively  assisted  in  a combined  medical  and 
rehabilitative  program  in  90  to  120  days  if  the  program  is  started 
within  a few  days  of  injury.  (Data  from  Texas  Institute  for  Rehabili- 
tation and  Research — Baylor  College  of  Medicine,  SRS,  RT-4, 1970.) 

Otherwise  hospitalization  may  continue  for  9 to  12  months  or  longer. 
Many  bed  sores  are  preventable.  Deconditioning  from  inactivity,  and 
medical  complications  of  body  chemistry,  kidney  function,  etc.,  can 
be  controlled. 

Using  techniques  similar  to  those  developed  for  NASA  in  rehabilita- 
tion medicine  to  protect  astronauts  against  zero  gravity  effects,  de- 
vastating effects  of  physical  deconditioning  can  be  offset  and  early 
active  physical  restoration  started. 

Newly  developed  orthotic  devices  mean  increased  hand  function. 
Activities  of  daily  living  and  self-care  functions  can  now  be  accom- 
plished by  the  cord  injured  where  total  physical  dependency  was 
formerly  the  inevitable  consequence. 

In  one  careful  study  of  costs  and  benefits  of  early  comprehensive 
rehabilitation  for  the  spinal  cord  injured,  admission  to  a prototype 
spinal  cord  center  program  yielded  equal  or  better  functional  out- 
comes at  30  percent  less  total  cost  per  person  than  with  delayed  ad- 
mission. (Seeapp.  IV.) 

Insurance  actuarial  studies  indicate  that  cord  injury  costs  exceed 
$150,000  per  person  for  the  paraplegic  and  $450,000  for  the  quadri- 
plegic. Early  rehabilitation  reduces  this  cost  tenfold  or  more,  and  the 
individual  in  40  to  80  percent  of  over  500  examples  recently  analyzed 
in  two  RT  Centers  had  achieved  independent  living,  gainful  employ- 
ment, homemaking,  or  return  to  school. 

Custodial  warehousing  in  nursing  homes  for  these  people  with  a 
25-  to  30-year  life  expectancy  is  not  only  unconscionable  but  an  eco- 
nomic disaster  for  our  country. 

There  are  an  estimated  60,000  to  100,000  spinal  cord  injured  persons 
in  the  United  States  at  this  time.  We  produce  at  least  25  spinal  cord 
injured  persons  per  million  population  or  10,000  per  year. 

Thus,  cumulatively  we  double  the  number  of  these  handicaps  every 
10  years  due  to  auto  accidents,  athletic  injuries,  and  industrial 
accidents. 

Cost  of  maintenance  without  rehabilitation  is  at  least  $2.4  billion 
per  year.  ( See  app.  IV.) 

We  invest  in  civilian  programs  less  than  $1,500,000  in  Federal  funds 
annually.  We  have  only  five  or  six  civilian  prototypes  in  the  entire 
Nation  and  these  are  only  marginally  funded. 

We,  therefore,  respectfully  ask  that  $3,500,000  of  the  $7  million 
decrease  in  SRS-R.  & D.  appropriations  request  be  reestablished  and 
earmarked  for  initiation  of  rehabilitation  oriented  spinal  cord  injury 
centers. 
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REHABILITATIOX  AXD  RESEARCH  AXD  TRAIXIXG  CEXTERS 

The  important  accomplislnnents  and  the  lack  of  growth  and  research 
curtailment  of  the  SRS  Research  and  Training  Center  program  justify’ 
a modest  increase  in  appropriations. 

This  is  a major,  university  based,  national  effort  in  rehabilitation 
medicine,  vocational  rehabilitation,  and  allied  fields. 

The  total  Federal  budget  for  19  centers  throughout  the  Xation  is 
$10,275,000  in  fiscal  year  1972,  the  same  as  in  1971. 

We  are  entering,  therefore,  the  fourth  year  of  a fixed  level  of  support 
for  these  programs. 

They  have  experienced  at  least  a 7.5-percent-per-year  decline  in  pro- 
gram scope  required  by  ordinary  and  cumulative  effects  of  salary  and 
wage  adjustments  and  increase  in  costs  of  supplies  and  services. 

Thus  the  increase  of  appropriation  by  $3  million  to  $13,275,000 
would  just  reestablish  the  1969  level  of  performance. 

Xewer  centers  in  particular  have  suffered  severe  program  restric- 
tions in  recent  years. 

The  centei'S  were  initiated  in  fiscal  year  1962  and  tliis  Senate  sub- 
committee expected  “that  the  funds  should  make  it  possible  to 
strengthen  research  and  training  staff  (in  universities  and  in  affiliated 
major  rehabilitation  centers)  and  to  provide  much  needed  clinical 
research  and  training  with  selected  patients.*' 

We  are  pleased  to  report  to  you  that  indeed  this  has  been  the  case. 
There  are  now  19  centers,  12  are  oriented  to  research  and  training  in 
rehabilitation  medicine,  three  concentrate  on  vocational  rehabilitation, 
three  on  mental  retardation,  and  one  on  deafness. 

Less  well  appreciated  is  the  fact  that  18  major  universities  from 
coast  to  coast  and  our  Xation's  largest  rehabilitation  centers  are  par- 
ticipating in  the  program. 

Local  matching  contributions  to  the  cost  of  the  program  total  nearly 
25  percent  ($2,853,000)  in  non-Federal  support. 

These  centers  are  targeted  upon  assistance  to  the  severely  handi- 
capped, and  in  1970  alone  19,767  such  persons  received  comprehensive 
rehabilitation  services  in  11  of  the  12  medically  oriented  centers. 

The  Federal  cost  share  was  less  than  $1  million  and  all  other  sources 
provided  over  $32  million  in  services.  (See  addendum  attached.) 

All  of  the  patients  participated  in  clinical  research  and  training 
efforts  designed  specifically  to  improve  the  quality  of  their  care  and 
their  outcome. 

The  effect  of  this  research  has  been  to  reduce  duration  of  institu- 
tional stay,  increase  functional  outcome,  and  vastly  reduce  costs. 

Clearly  we  know  now  and  have  the  scientific  and  technical  means  to 
offset  custodial  welfare  dependent  survival  in  nursing  homes  for  the 
handicapped.  This  was  the  case  even  considering  that  50  percent  or 
more  of  the  patients  were  public  assistance  beneficiaries.  Xinety-five 
percent  of  the  persons  assisted  were  of  educationable  and  vocationally 
productive  ages. 

The  research  accomplishments  have  been  programmatic  and  were 
directed  to  causes,  mechanisms,  and  prevention  or  limitation  of  need- 
less disability. 

Development  of  technical  means,  organizational  arrangements,  and 
scientific  knowledge  has  been  accomplished  in  a range  of  activities. 
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These  embrace  treatment  procedures,  new  and  better  devices,  and 
understanding  of  disturbed  bodily  physical  and  mental  functioning 
which  have  significance  to  improved  or  restored  daily  living  function, 
life  adjustment,  to  control  of  medical  complications  producing  dete- 
rioration in  physical  condition  and  quality  of  survival. 

The  program  has  produced  1,147  pilot  projects,  and  fully  developed 
research  projects  through  1969.  This  was  about  equal  to  the  total  SKS 
research  projects  (in  numbers)  at  that  time. 

Forty  to  50  percent  of  each  center’s  budget  is  for  this  purpose. 
In  1970  a total  of  647  projects  were  underway.  About  one-half  of  the 
research  projects  have  been  completed  at  an  average  cost  of  $5,500. 

Provision  of  shared  resources  of  people  and  equipment,  rapid  devel- 
opment of  research  activities,  and  direct  application  in  improved 
services  to  the  handicapped  has  been  fostered. 

The  core  program  support  has  also  developed  a research  capability 
which  is  being  augmented  by  public  and  private  categorical  research 
support  in  the  larger  centers — doubling  or  tripling  the  KT  share. 

These  centers  have  a major  effect  in  training.  In  1970  alone  more 
than  35,000  professional  and  allied  health  persons  were  provided  both 
short-term  and  long-term  training  courses. 

A substantial  number  of  rehabilitation  personnel,  including  physi- 
cians, nurses,  physical  therapists,  occupational  therapists,  medical  so- 
cial wmrkers,  psychologists,  vocational  counselors,  engineers,  orthotists, 
and  prosthetists  were  afforded  timely  and  useful  application  of  re- 
search developments. 

Their  knowledge  and  skills  were  upgraded  in  the  latest  concepts, 
methods,  and  techniques  for  rehabilitation. 

Thus,  the  centers,  as  envisioned  by  this  committee,  have  developed 
as  a major  national  resource  for  the  handicapped.  They  are  a product 
of  matched  public  and  private  support.  They  exist  in  the  university 
mainstream,  but  are  conducted  in  major  rehabilitation  facilities  as 
embodiments  of  the  effective  combination  of  research  directed  specif- 
ically to  the  needs  and  conditions  of  patients. 

In  combination,  training  insures  shortening  the  time  interval  to 
utilization  of  research  results. 

Mr.  Chairman,  I have  an  addendum  I wish  to  have  submitted  for  the 
record  at  this  point. 

Senator  Magnuson.  Without  objection,  so  ordered. 

(The  addendum  follows :) 
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APPENDIX  I 


Research  and  Training  Centers  by  Type 


1971  Estimate 


No. 

Amount 

Regular  Medical  Centers 

n 

$8,150,000 

Developmental  Medical  Center 

Converted  to  Regular  Medical 

Center  in  Rtf'  1970 

— 

— 

Subtotal  Regular  Medical  Centers 

11 

8,150,000 

Developmental  Medical  Centers 

1 

100,000 

Mental  Retardation  Centers 

3 

900,000 

Vocational  Rehabilitation  Centers 

3 

875,000 

Center  for  the  Deaf 

1 

250,000 

Total  Existing  Centers 

19 

$10,275,000 

Special  Research  and  Training  Centers 

Estimated  Obligations, 

1970  and  1971 

Institution  and  Type  of  Center 

1971  Estimate 

New  York  U.  (Medical) 

$1- 

,300,000 

U.  of  Minnesota  (Medical) 

,300,000 

U.  of  Washington  (Medical) 

950,000 

Baylor  U.,  Texas  (Medical) 

1. 

,300,000 

Emory  U.,  Georgia  (Medical) 

400,000 

Tufts  U.,  Mass.  (Medical) 

350,000 

Temple  U.,  Pa.  (Medical) 

600,000 

George  Washington  U.,  D.C.  (Medical) 

475,000 

U.  of  Colorado  (Medical) 

475,000 

U.  of  Wisconsin  (Mental  Retardation) 

400,000 

U.  of  Texas  (Mental  Retardation) 

250,000 

U. of  Arkansas  (Vocational  Rehabilitation) 

400,000 

U.  of  Pittsburgh,  Pa.  and  Pa.  Rehab. 

Agency  (Vocational  Rehabilitation) 

250,000 

U.  of  West  Virginia  and  W.  Va.  Division 

of  Vocational  Rehabilitation  (Voc.  Rehab.) 

225,000 

U.  of  Oregon  (Mental  Retardation) 

250,000 

New  York  University  (Deaf) 

250,000 

U.  of  Southern  California  (Medical) 

625,000 

U.  of  Alabama  (Medical) 

375,000 

Northwestern  U. , 111.  (Medical) 

100,000 

$10,275,000 


TOTAL 
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APPENDIX  11 


ACTUAL  COST  AND  SOUR(  ES  OF  FUNDS  FOR  REHABILITATING  1003  PHYSICALLY 
DISABLED  PATIENTS  AT  THE  TEXAS  INSTITUTE  FOR  REHABILITATION  AND 
RESEARCH  (During  the  9'A  Year  Period  of  1959  - 1968.) 


The  Texas  Institute  for  Rehabilitation  and  Research  which  is  the  site  of  the  Baylor  RT 
Center  activity  provided  inpatient  rehabilitation  care  for  2.526  severely  disabled  individuals 
during  the  period  of  February  1 . 1 959,  through  July  31,1 968.  The  records  for  1 967  show  that 
46  percent  of  the  patients  came  from  Harns  County,  40  percent  from  129  other  Texas 
counties,  10  percent  from  19  other  states,  and  4 percent  from  9 foreign  countries.  (Table  IV) 

During  this  nine  and  a half  year  period  the  types  of  disabling  conditions  treated  at  TIRR 
included  the  following:  (Table  V) 

In  children:  -Respiratory  poliomyelitis,  scoliosis,  cystic  fibrosis,  congenital 

malformations  particularly  spina  bifida,  congenital  absence  of  extremities,  cerebral  palsy 
due  mainly  to  congenital  rubella,  and  progressive  muscular  dystrophy. 


In  teenagers  and  young  adults:  - Para  and  quadriplegia  due  to  spinal  cord  injury,  and 
scoliosis. 

In  older  adults:  Old  respiratory  poliomyelitis,  hemiplegia  due  to  head  trauma  or 

cerebral  vascular  occlusive  diseases,  demyelinating  diseases  producing  generalized 
weakness  of  organs  of  movement. 


Charges  for  care  were  based  on  actual  cost  of  institutional  services.  Costs  were  computed 
by  standard  cost  accounting  methods  implemented  in  an  automated  accounting  system 
sponsored  by  the  VRA  originally  as  OVR  318  and  later  by  HM3CS.  HM509  and  RT-4  Since 
42  cost  centers  were  distnbuted  across  institutional  departments  and  programs,  the  unit 
amounts  recorded  for  service  charges  reflected  as  accurately  as  possible  actual  cost  for 
providing  the  service  or  supply  based  on  the  cost  of  operation  of  the  cost  center.  The  charges 
to  an  individual  patient  were  then  accrued  on  the  basis  of  services  or  supplies  as  used; 
therefore,  program  costs  per  patient  reflected  the  actual  expenditure  of  the  institution  in 
rendering  all  services  to  a particular  patient. 

The  cost  of  TIRR’s  free  service  $2,472,000  from  February  1.  1959,  through  December 
31,  1967 — was  covered  mainly  by  the  Houston  community  in  form  of  contributions  from 
individuals,  private  organizations,  trusts,  and  17  foundations;  and,  also  by  the  sale  of  some 
endowment.  The  amount  of  free  service  was  limited  to  contributions  received. 

The  cost  for  services  was  reimbursed  from  four  sources  of  funds:  Patients’  resources 
including  health  insurance.  TIRR’s  contribution  of  free  service,  voluntary  agencies,  namely  the 
Muscular  Dystrophy  Association  of  America,  and  the  National  Foundation;  Texas  state 
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programs  such  as  the  Crippled  Children’s  and  Vocational  Rehabilitation  programs;  and,  federal 
grants  in  aid  for  research  and  training  beginning  in  1962  as  the  Research  and  Training  Center 
and  the  NIH  supported  clinical  research  center  for  1963  to  1968.  Incomes  attributed  to  the 
federal  grant  covered  those  persons  participating  in  research  as  subjects  or  to  a more  restricted 
degree  for  training  and  demonstration. 

Actual  Cost  for  Rehabilitating  1003  Inpatients 

The  data  submitted  in  the  Table  VI  were  compiled  from  the  records  of  1003  of  the 
total  2,526  individuals  who  received  care  at  TIRR  during  the  period  under  study  in 
comprehensive  rehabilitation  programs.  Children  and  teenagers  accounted  for  50  percent  of 
the  inpatients.  Twenty-four  percent  were  young  adults,  twenty  percent  were  from  36  to  60 
years  of  age,  and  six  percent  were  61  years  and  over. 

The  average  cost  per  patient  by  age  group  ranged  from  $3,195  for  the  individual  in  the 
age  group  61  years  and  over  to  $6,002  for  a young  adult  in  the  group  19  to  35  years  of  age. 
The  average  cost  for  children  and  teenagers  was  $3,982. 

The  maximum  cost  of  care  per  patient  amounted  to  $35,999  in  the  group  of  61  years  and 
over,  $23,289  in  the  36  to  60  years,  $46,598  in  the  19  to  35  years,  and  $63,506  in  the  age 
group  below  19.  This  particularly  high  cost  was  for  unusual  care  needed  to  habilitate  an 
abandoned  two  and  a half  year  old  boy  who  was  born  legless,  had  a stump  for  one  arm,  and 
whose  other  arm  ended  in  a webbed  deformity.  Treatment  and  orthotic  equipment  gave  the 
child  surprisingly  good  independence  of  movement  and  growing  interest  in  his  environment 
and  playmates. 

Correlation  of  Sources  of  Funds  with  the  Distribution  by  Age  Groups 

The  average  number  of  sources  of  funds  per  patient  ranged  from  1.7  for  the  oldest  group 
to  2.4  for  children,  teenagers,  and  young  adults. 

Seventy-five  percent  of  the  patients  over  age  35  paid  46  percent  of  the  total  cost  for  the 
two  age  groups,  36-60  and  61  and  over.  Sixty-seven  percent  of  the  patients  below  36  years  of 
age  paid  33  percent  of  the  total  cost  for  these  other  two  age  groups. 

Funds  donated  for  free  services  permitted  TIRR  to  assist  63  percent  of  the  patients  below 
29  years  of  age,  and  58  percent  of  the  19  to  35  years  of  age.  This  contribution  represented  21 
percent  of  the  cost  for  the  youngest  group  and  1 7 percent  of  the  cost  for  young  adults. 

Voluntary  agencies  did  not  financially  support  the  rehabilitation  services  for  the  61  years 
and  over.  Their  greatest  contribution  was  to  the  costs  for  patients  in  the  age  group  19  to  35 
years;  but,  this  was  only  2.4  percent  of  the  total  cost  for  this  group  and  benefitted  only  10 
percent  of  the  patients  in  this  group. 

State  programs  provided  a maximum  of  only  18  percent  to  the  rehabilitation  cost  of  any 
age  group.  About  50  percent  of  the  patients  below  36  years  of  age  benefitted  from  these  state 
programs.  For  the  61  years  and  over  group,  the  state  paid  only  1.4  percent  of  the  total  cost  in 
assistance  to  only  5 percent  of  these  patients. 


ACTUAL  COST  FOR  REHABILITATING  1003  PHYSICALLY  DISABLED  IN  PATIENTS  AT  THE  TEXAS  INSTITUTE  FOR  REHABILITATION  & RESEARCH 
Correlation  of  Sources  of  Funds  with  the  Distribution  by  Age  Croups  and  by  Type  of  Disease,  and.  Contributors'  Total  Share  for  These  1003  Individuals 
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INTERNATIONAL  CLASSIFICATION  OF  DISEASES  ADAPTED  1*  Code  806  A 958  Ouidnplegia  dut  to  Spinal  Cotd  Injury  2*  Code  587  2 Cystic  Fibrosis  of  the  Pancreas  )*  Code  081081  9 Late  Effects  of  PoUomyeUtis 

4*  Code  330-334  9 Vasculai  Lesions  Affecting  Central  Nervous  System  5*  Code?5l-7519  Spina  Bifida  A Meningocele 
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Moneys  from  federal  grants  for  research  and  training  assisted  50  percent  of  the  patient 
through  age  60  and  amounted  to  about  27  percent  of  the  total  cost  for  the  three  age  groups 
below  6 1 years. 

Correlation  of  Sources  of  Funds  with  the  Distribution  by  Type  of  Disease  (Table  VII) 

Twenty-two  percent  of  the  1003  patients  had  quadriplegia  due  to  spinal  cord  injury.  The 
total  cost  of  care  for  this  group  of  219  patients  accounted  for  about  50  percent  of  the  total 
cost  of  care  for  all  patients.  The  average  cost  per  quadriplegic  patient  amounted  to  $9,404. 
The  maximum  cost  for  a patient  was  $50,325. 

Voluntary  agencies  contributed  $470  or  one-twentieth  of  the  average  cost  for  one 
((uadripiegic.  State  programs  assisted  50  percent  of  these  patients  but  contributed  only  13 
percent  of  the  total  cost  for  this  gorup.  TIRR’s  free  service  accounted  for  15  percent  of  the 
total  cost  for  these  patients.  Payments  by  79  percent  of  this  group  of  patients  represented  37 
percent  of  the  cost  of  care  for  this  group.  The  number  of  sources  of  funds  per  patient  averaged 
2.6. 


Fourteen  percent  of  all  patients  were  disabled  by  cystic  fibrosis.  The  cost  for  their  care 
represented  8 percent  of  the  over-all  cost.  The  average  cost  per  patient  was  $2,533  and  the 
maximum  was  $20,538. 

Forty-four  percent  of  the  gorup’s  cost  was  paid  by  74  percent  of  these  patients.  TIRR’s 
free  service  assisted  49  percent  of  these  patients  and  accounted  for  14  percent  of  the  cost  for 
treating  the  group.  The  State’s  contribution  of  24  percent  of  the  cost  helped  48  percent  of  the 
group.  Federal  programs  contributed  16  percent  of  the  cost  and  provided  some  assistance  to 
37  of  the  145  cases  of  cystic  fibrosis. 

Late  effects  of  poliomyelitis  affected  13  percent  of  the  1003  patients.  The  cost  of 
rehabilitating  these  patients  represented  about  8 percent  of  the  over  all  cost.  The  average  cost 
per  patient  was  $2,738  and  the  maximum  was  $13,419. 

The  average  number  of  sources  of  funds  per  polio  patient  (2.8)  was  the  greatest  in 
comparison  to  the  equivalent  ratios  in  all  the  other  groups.  Notwithstanding  the  multiple 
sources  of  funds.  64  percent  of  the  patients  contributed  28  percent  of  the  group’s  total  cost. 
TIRR’s  free  service  accounted  for  24  percent  of  the  cost  for  this  group  and  financially  helped 
80  percent  of  these  patients.  Voluntary  agencies  contributed  13  percent  of  the  cost  and  helped 
28  percent  of  the  patients.  The  State  programs’  share  of  the  cost,  16  percent,  helped  59 
percent  of  the  group. 

Vascular  lesions  affected  the  central  nervous  system  of  98  patients  producing  hemiparesis 
or  hemiplegia.  The  cost  of  rehabilitating  these  patients  accounted  for  6 percent  of  the  overall 
cost.  The  average  cost  per  patient  was  $2,626  and  the  maximum  was  $35,999.  Patients’ 
personal  resources  bore  50  percent  of  the  group’s  cost  for  care.  This  percent  of  contribution 
was  the  highest  among  all  groups.  The  average  number  of  sources  of  funds  per  patient  was  only 
1.7.  TIRR’s  free  services  represented  a share  of  14  percent  of  the  cost,  and  assisted  35  percent 
of  these  patients.  State  programs  contributed  only  4 percent  and  helped  only  10  percent  of  the 
group.  Fifty-six  percent  of  these  patients  were  of  interest  to  research  and  training  programs 
sponsored  by  federal  grants.  Their  contribution  represented  32  percent  of  the  group’s  cost. 
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Spina  bifida  with  meningocele  was  the  diagnosis  in  33  cases.  The  rehabilitation  cost  for 
about  3 percent  of  the  over  all  cost.  The  average  cost  per  patient  was  $3,685,  the  maximum 
was  S21 .947.  Average  number  of  sources  of  funds  per  patient  was  2.3. 

The  share  of  cost  and  assistance  to  patients  were  borne  mainly  by  three  sources  of  funds: 
Patients’  resources  (32  percent  of  the  total  cost  and  assistance  to  73  percent  of  the  patients); 
TlRR’s  free  service  (25  percent  of  cost  and  assistance  to  64  percent  of  the  patients);  and.  State 
programs  (34  percent  of  cost  and  assistance  to  70  percent  of  the  patients).  Federal  grants  for 
research  and  training  contributed  the  9 percent  balance  of  the  group’s  cost  for  care  and 
provided  some  financial  help  to  7 patients  or  21  percent  of  this  group. 

Voluntary  agencies  did  not  contribute  to  the  cost  of  care  for  these  last  two  groups. 

Rehabilitation  care  for  “other”  types  of  diseases  amounted  to  $1,233,209  or  28  percent 
of  the  over-all  cost.  The  number  of  patients  in  this  group  was  380.  The  average  cost  per  patient 
was  $3,245.  The  maximum  was  $63,506  for  the  care  of  the  abandoned  child  mentioned 
previously. 

Patients’  personal  resources  bore  31  percent  of  the  group’s  cost  for  care.  TlRR’s  free 
service  assisted  56  percent  of  these  patients,  which  contribution  represented  24  percent  of  the 
cost.  Voluntary  agencies  contributed  2.7  percent  of  the  cost.  State  programs  contributed  19 
percent  of  the  cost  and  assisted  41  percent  of  the  group. 

About  half  of  this  group  was  subsidized  by  federal  grants;  this  contribution  represented 
24  percent  of  the  group’s  cost. 

Summary 

The  actual  cost  of  rehabilitation  for  1003  inpatients  at  TIRR  during  the  period 
1959-1968  amounted  to  $4,389,449.24.  The  average  cost  of  rehabilitation  per  patient  was 
$4,376. 


Seventy  percent  of  all  inpatients  used  personal  resources  to  pay  36  percent  of  the  cost  for 
rehabilitating  1003  physically  disabled  individuals. 

--  TlRR’s  free  service  assisted  57  percent  of  the  patients  and  contributed  18  percent  of  the 
total  cost. 

- - Only  71  patients  or  7 percent  received  financial  assistance  from  voluntary  agencies,  whose 
contributions  amounted  to  $80,370  or  only  1 .8  percent  of  the  cost  for  all  patients. 

- State  programs  assisted  44  percent  of  the  patients  and  reimbursed  1 6 percent  of  the  total 
cost. 

--  About  50  percent  of  these  disabled  patients  were  of  interest  to  research  and  training 
programs  sponsored  by  federal  grants.  Their  contributions  represented  28  percent  of  the 
total  cost  for  rehabilitating  1003  individuals  of  all  age  groups. 

--  The  average  number  of  sources  of  funds  per  patient  was  2.3. 
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Conclusions 

- The  cost  of  rehabilitating  physically  disabled  individuals  represents  a great  financial 
liability. 

Although  the  average  cost  varies  considerably  with  the  type  of  disability  and  from  age 
group  to  age  group,  the  extent  of  needed  financial  help  indicates  that  the  cost  of 
rehabilitation  is  way  above  the  financial  resources  of  the  patient  and  usually  not  covered 
by  commercial  insurance. 

Quadriplegia  due  to  spinal  cord  injury  is  a disabling  condition  for  which  the  average  cost 
of  rehabilitation  is  far  above  the  others.  Yet  experiences  of  the  vocational  unit  indicate 
more  than  1/3  of  the  adult  men  are  able  to  achieve  competitive  employment,  1/3  to 
release  another  person  for  employment,  and  less  than  5 percent  require  custodial 
institutionalization.  Virtually  all  of  the  teenagers  were  able  to  resume  their  education  and 
housewives  could  resume  homemaking  in  most  instances. 

The  older  the  age  group  of  the  disabled  individuals,  the  greater  is  the  number  of  patients 
who  have  to  pay  all  or  part  of  the  cost  for  rehabilitation. 

The  percentage  of  cost  reimbursement  by  patients’  personal  resources  is  close  to  fifty 
percent  for  the  disabled  individuals  who  are  over  35  years  of  age. 

Funds  donated  by  private  individuals  and  organizations  of  the  Houston  community  for 
TIRR’s  free  service  had  to  be  supplemented  with  the  sale  of  some  of  TIRR’s  endowment 
to  balance  the  total  cost  of  care  with  the  insufficient  payments  by  other  sources  of  funds. 

Patients  over  60  years  of  age  with  Vascular  Lesions  affecting  the  central  nervous  system 
and  infants  and  children  whose  diagnosis  was  Spina  Bifida  and  Meningocele  did  not 
receive  any  financial  assistance  from  voluntary  agencies. 

No  single  source  of  funds  pay  as  much  as  50  percent  of  the  total  cost  of  rehabilitation. 

The  fragmented  manner  in  which  sources  of  funds  for  rehabilitation  are  available 
complicates  the  analysis  of  cost  distribution  particularly  in  cases  of  long-term  and  severe 
disabilities. 

This  analysis  of  sources  of  funds  for  reimbursement  of  actual  cost  over  a period  of  9'/2 
years  would  have  been  impossible  without  the  facility  of  an  automated  accounting  system 
and  the  computer  processing  of  data  for  which  the  long-range  storage  has  been  adequately 
programmed. 


Prepared  October  3,  1968,  by; 

Dr.  Josse  de  Wever,  Computer  Applications,  TIRR;  Nicholas  Hott,  Business  Manager; 
James  Howell,  Baylor  Computing  Science  Department;  Mrs.  Judith  Mallemee;  Mrs. 
Eleanore  Grefe. 
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APPENDIX  Ilia 

ECONOMIC  COST  OF  TRAUMATIC  PARAPLEGIA 
On  an  individual  basis,  Mr.  David  Barrie  of  Liberty  Mutual  Insurance  Company 
estimated  in  September  1968  the  economic  cost  to  society  of  traumatic  paraplegia  to 
be  $315,000.  The  statistics  below  indicate  how  he  arrived  at  this  figure. 


ECONOMIC  COST  OF  TRAUMATIC^ 

PARAPLEGIA 

2 

Median  Age  29.5  years 

Life  Expectancy  (Male)^  41.4  years 

Estimated  Medicol  and  Related  Costs  - including 
hospital,  physicians'  fees,  medications, 
equipment,  supplies,  etc.  (50%  life  expectancy) 

$ 65,000 

Wage  loss,  remaining  years  prior  to  age  65^ 

228,000 

Tax  loss  (calculated  @ 10%  of  gross) 

22,800 

Total^ 

$315,800 

^Paralysis  from  waist  down  (for  quadriplegia 
use  factor  of  3 for  medical  expense) 

^Statistical  Abstract  U.  S.  1965 

^Statistical  Abstract  U.  S.  1965  - Table  54 

^ Based  on  1966  mean  wage  of  manufacturing  workers 

^Does  not  include  payments  for  Workmen's  Compensation, 
Social  Security,  Group  Benefits,  personal  insurance, 
welfare  or  loss  productivity. 
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APPENDIX  mb 

METHOD  OF  ESTIMATING  COST 


Estimated  medical  expenses  of  traumatic  paraplegia  at  age  29.5  years 
expectancy  of  41 .4  years. 

Initial  Hospital  Treatment  and  Related  Expense 

with  norma 

180  days  @ $70 

$12,600 

Physicians'  fees 

1,000 

Original  equipment 

2,000 

Home  modifications 

2,500 

$18,100 

Annual  Maintenance 

21  days'  hospitalization  @ $70 

$ 1,470 

Medical  fees 

300 

Medications  and  supplies 

300 

Equipment  Including  replacement 

200 

2,270 

Employing  50%  life  expectancy 

20.7 

Annual  Expense 

46,989 

Initial  expense 

18,100 

Total 

$65,089 
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APPENDIX  IV 

COMPARATIVE  MORTALITY,  PREVALENCE,  AND  ESTIMATED  COST  OF 
NEUROLOGICAL  CONDITIONS  PROVOCATIVE  OF  DISABILITY 

The  statistics  below  were  obtained  from  the  National  Institutes  of  Health 
and  indicate  the  mortality,  estimated  total  cases  and  estimated  costs  of  caring 
for  neurological  disabilities.  The  sheer  size  of  the  number  of  cases  and  costs 
of  care,  especially  for  spinal  cord  injury,  demonstrate  a strong  need  for  effective 
medical  rehabilitation. 


Disability 

NEUROLOGICAL 


Mortality 


Estimated  total  cases  ^ 


Est.  cost  of  care'^ 


Amyotrophic  lateral  sclerosis  (ALS) 

1,349 

5,000-10,000 

$ 

10,000,000 

Cerebral  palsy  (CP) 

1,161 

600,000 

$ 

500,000,000 

Epilepsy 

2,043 

1,000,000-2,000,000 

$ 

750,000,000 

Head  injuries 

50,000  (est.) 

700,000 

— 

Multiple  sclerosis  (MS) 

1,533 

250,000 

$ 

250,000,000 

Muscular  dystrophy  (MD) 

921 

200,000 

$ 

125,000,000 

Myasthenia  gravis  (MG) 

250 

30,000 

$ 

40,000,000 

Parkinson's  disease  (paralysis  agitans) 

3,108 

500,000 

$ 

400,000,000 

Reading  disability 

— 

2,500,000-5,000,000 

— 

Spina  bifida  including  meningocele 

1,151 

— 

— 

Spinal  cord  injury 

1,800-3,000  (est.) 

60,000-100,000 

$ 

2.4  billion 

Strokes  (cerebrovascular  disease )CVA 

204,841 

2,000,000 

$ 

440,000,000 

Tumors  of  the  brain  and  other 

8,328 

140,000 

$ 

272,000,000 

parts  of  the  nervous  system 


1.  Deaths  during  1966  from  Division  of  Vital  Statistics,  National  Center  for  Health  Statistics,  Department 
of  Health,  Education,  and  Welfare. 

2.  Morbidity  estimates  obtained  from  the  respective  voluntary  associations. 

3.  Costs  calculated  on  these  assumptions  per  year  for  maintenance: 

a.  Partially  disabled  Individual:  $500  drugs,  physicians's  fees,  and  special  management. 

b.  Totally  disabled  individual  cared  for  at  home:  $1,000. 

c.  Totally  disabled  individual  cared  for  in  public  and  private  institutions:  $2,000  to  $4,000. 
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APPENDIX  V 


QUANTITATIVE  FEATURES  OF  THE  MAGNITUDE  OF  THE  PROBLEM  AND  NEEDS  OF 
THE  PHYSICALLY  HANDICAPPED. 


TABLE  1 


- NUMBERS  OF  PHYSICALLY  HANDICAPPED  CHILDREN  (1968) 
AND  ADULTS  IN  THE  USA  (1966)  - 


CHILDREN  < 5 years  of  age  270,000  (est.)^ 

♦CHILDREN  5-19  years  of  age  3,658,000^ 


- **ADULTS 


4,402,000  (est.)^ 


TOTAL  8,330,000 


♦physically  handicapped  children  include  the  hard  of  hearing  and  deaf,  the  speech-impaired, 
the  visually  handicapped,  crippled,  other  health  impaired  and  multiple  handicapped 
(excludes  retarded  and  emotionally  disturbed). 

♦♦physically  handicapped  include  arthritis,  hearing  impairments,  paralysis,  diseases  of  bones, 
joints  and  muscles  (excludes  visual  impairment  [[need  of  eyeglasses^  heart,  respiratory,  Gl, 
GU,  mental,  back  disorders,  etc.). 
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TABLE  1 (cont’d) 


These  data  reflect  the  large  numbers  of  persons  to  which  this  report  is  addressed.  They 
do  not  include  a large  number  of  the  invisibly  impaired  adults  with  chronic  incapacitation 
due  to  heart,  peripheral  vascular,  pulmonary,  metabolic,  other  diseases  or  injuries. 

An  important  implication  of  these  data  is  found  in  the  fact  that  they  do  not  reflect  the 
yearly  accrual  of  newly  handicapped  associated  with  population  growth  and  the  changing 
prevalence  of  causes.  Rates  of  accrual  in  children's  handicapping  conditions  are  projected 
to  increase  by  2-10%  or  more  per  year  for  principal  handicapping  conditions.'^  Thus,  the 
numbers  continue  to  grow  without  proportionate  increases  in  the  resources  for  service. 


^Crippled  Children's  Bureau,  now  Maternal  and  Child  Health  Service,  HSMHA-HEW,  data 
for  1966  from  State  Crippled  Children's  Programs  - estimate  low  depending  on  differences  in 
definition  by  states. 

2 

Reported  in  1967-68,  TITLE  Vl-A.  ESEA  State-Wide  Annual  Reports  on  Special  Education 
Programs.  In  1968  there  were  57,800,000  children  (ages  5-19)  in  the  U.S.  of  which 
5,961,268  were  reported  to  be  physically  and  mentally  handicapped  or  retarded. 

^U.S.  Census  Bureau  and  National  Health  Survey  Data  1966,  USPHS  and  HSMHA-HEW. 

'^CB  427  - Health  of  Children  of  School  Age  1964  (with  10-year  projections).  (Crippled 
Children's  Bureau  Bulletin). 
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TABLE  2 


NUMBERS  OF  PERSONS  WITH  MAJOR  LIMITATION  IN  ACTIVITY* 
BY  AGE  - USA  (1966)  BY  ALL  CAUSES  AND  BY  PHYSICAL  HANDICAP^ 


ESTIMATED  NO.  WITH 

AGE  NO.  PHYSICAL  HANDICAP** 


Under  1 7 years 

570,000 

1 

► 

755,800 

17-44  years 

3, 209, 000 

J 

45  - 64  years 

5,372,000 

1,659,950 

65  and  over 

6,831,000 

2,616,270 

TOTAL 

15,982,000 

5,032,020 

*Major  limitation  in  activity  refers  to  inability  to  work,  keep  house,  or  engage  In  school  or 
pre-school  activities. 

**includes  persons  with  arthritis;  other  diseases  of  bones,  joints,  muscles;  visual  and  hearing 
impairments;  paralysis  (partial  or  complete).  Prevalence  data  as  a percent  was  used  to 
estimate  fractional  numbers  of  totals. 


These  data  indicate  physical  handicap  as  a cause  of  major  limitation  of  activity  is  in  the 
order  of  1/3  of  all  such  persons  and  nearly  one-half  are  persons  of  working  age  or  younger.^ 
Selected  interpretations  of  the  implications  of  data  such  as  these  follow  from  the  report  of 

2 

the  Advisory  Council  on  Health  Insurance  for  the  Disabled. 


63-792  O - 71  - pt.  3 -- 
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TABLE  2(cont'd) 


"More  than  one-sixth  of  the  civilian  non-institutional  population  of  working  age  were 
limited  in  their  ability  to  work  because  of  a chronic  health  condition  or  impairment  in  1966." 

"A  major  proportion  of  the  waste  of  manpower  through  involuntary  participation  in  the 
labor  force,  unemployment  and  underemployment  may  be  attributed  to  disability." 

"Public  income  support  programs  provide  income  for  a majority  of  the  severely  disabled*, 
but  two-fifths  of  the  severely  disabled  men  are  neither  employed  nor  receiving  wage  re- 
placement income.  Although  three-fifths  of  the  severely  disabled  women  received  no  public 
support  or  wage  replacement  Income,  they  are  as  a group  less  dependent  than  men  on  earning 
and  earnings  replacement  program." 

"Disability  causes  substantial  losses  of  earnings  and  family  income.  Public  programs 
designed  to  offset  the  wage  losses  of  disability  paid  out  more  than  $8  billion  in  cash  benefits 
and  assistance  to  the  disabled  and  their  dependents  in  1966  (alone)." 

"On  the  whole,  the  hospital  utilization  of  the  disabled  was  about  3-1/4  times  as  high 
as  for  the  aged,  while  utilization  of  physician  services  was  about  2-1/2  times  as  high." 


*Severely  disabled  - unable  to  work  altogether  or  unable  to  work  regularly. 


^National  Health  Survey  data,  USA-USPHS-HEW . 1965-1966.  Civilian  non-institutional 
population . 

2 

^From  Appendix  B,  Division  of  Disability  Studies,  Office  of  Research  and  Statistics,  Social 
Security  Administration  (Studied  in  1966)  in  the  Report  of  the  Advisory  Council  on  Health 
Insurance  for  the  Disabled,  1969,  p.  33. 

^Ibid . pp . 30-33 . 
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TABLE  4 


PROPORTION  OF  PHYSICALLY  HANDICAPPED  CHILDREN  AND  ADULTS  SERVED 
AND  NOT  SERVED  IN  THE  USA  (1966  & 1968)  BY  PUBLIC  PROGRAMS 


AGE  GROUP 

NO.  SERVED 

NO.  NOT  SERVED 

<5  YEARS  (1966)^ 

130,667 

150,000 

5-20  YEARS^ 

State  Crippled  Children's 
(1966) 

307,000 

500,000 

5-19  YEARS^ 

Special  Education 
(1968) 

1,430,000 

2,400,000 

ADULTS^ 

State  Vocational 
Rehabilitation  Programs 
Case  Loads  on  Hand  (1967) 

641,000 

3,700,000 

TOTAL 

2,508,667 

6,750,000 

These  data  reflect  the  scope  of  incompleteness  of  present  services  under  public  programs. 

These  data  are,  of  course,  highly  biased  by  sampling  differences  on  account  of  variation  in 
definition  among  the  several  states  ar»d  large  differences  in  eligibility  practices  and  estimates 
for  those  not  receiving  services.  The  estimate  of  3,700,000  adults  needing  rehabilitative 
services  is  projected  on  National  Health  Survey  Data  according  to  prevalent  chronic 
conditions  which  conceivably  would  be  favorably  altered  by  medical  rehabilitation.  Present 
restrictions  of  the  proportioning  of  social  security  funds  available  for  purchase  of  rehabilitative 
services  and  the  vocational  feasibility  outcome  requirement  for  vocational  rehabilitative 
service  eligibility  account  in  part  for  discrepancies  of  estimates  of  those  unserved  by  the  Social 
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and  Rehabilitation  Service.  This  agency  estimates  those  not  served  as  500,000-600,000  and 
that  550,000  new  cases  are  added  each  year  to  the  on-hand  totals  to  be  assisted.^  These  pro- 
jections in  Table  4 are  based  upon  independent  living  and  self-care  outcomes  as  well  as  work 
outcomes . 

Overall,  the  magnitude  of  unmet  needs  is  a large  one  at  all  ages.  This  finding  takes 
on  greater  significance  in  terms  of  manpower  deficits,  lack  of  consumer  participation  in 
structured  self-care,  and  the  economic  implications  of  failure  to  offset  or  limit  disability  early 
in  the  course  of  its  development. 

Grouped  data  relative  to  those  served  and  not  served  tend  to  understate  the  needs  of 
special  problems.  For  example,  imbedded  in  such  figures  are  an  estimated  125,000  civilian 
spinal  cord  injured.  At  least  35,000  of  these  persons  have  not  had  specialized  rehabilitative 
and  other  services  which  will  prolong  their  life  and  permit  one-half  or  more  to  resume  both 
independent  living  and  gainful  employment.  The  data  fall  to  reveal  that  10,500  or  more  such 
persons  are  added  yearly  due  to  auto  accidents  and  other  injuries.  Similar  analyses  can 
be  made  for  the  blind,  the  multiple  handicapped,  children  born  with  errors  of  body 
chemistry  producing  severe  disability  like  Cystic  Fibrosis,  developmental  defects  such  as 
Spina  Bifida  where  brain  function  and  intellectual  potential  is  unimpaired. 

^Source:  Maternal  and  Child  Health  Service.  HSMHA-HEW.  State  Crippled  Children's 
Reports  1966. 

^Reported  in  1967-68,  TITLE  Vl-A.  ESEA  State-Wide  Annual  Reports  on  Special  Education 
Programs . 

3 

Figure  4,  Federal-State  Program  of  Vocational  Rehabilitation,  Workload  Fiscal  1967,  of 
the  Nationol  Citizens  Advisory  Committee  on  Vocational  Rehabilitation,  p.  17. 
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SRS  RESEARCH  AND  TRAINING  BUDGET 

Senator  Magnuson.  Now,  I want  to  say  the  record  is  also  open  for 
any  of  the  other  distinguished  gentlemen  that  would  like  to  add  to  it, 
after  the  testimony  is  over,  but  get  it  in  within  a week,  because  we  will 
try  and  mark  up  this  bill  as  fast  as  we  can. 

Dr.  Spencer.  Thank  you,  Mr.  Chairman. 

We  do  appreciate  the  opportunity  to  talk  to  you  about  what  may 
seem  at  first  glance  to  be  a rather  small  and  trivial  item  in  the  colossal 
variety  of  programs  which  you  must  give  your  attention  to,  and  yet  it  is 
our  considered  and  earnest  request  of  the  professionals  in  rehabilita- 
tion medicine  that  this  committee  report  out  an  additional  $10  million 
to  the  administration  appropriation  request  for  the  SRS  research  and 
training  budget. 

Seven  million  dollars  would  essentially  reestablish  the  fiscal  year 
1971  appropriation  level  by  restoration  of  an  administration  reduc- 
tion ,and  we  respectfully  request  that  this  be  earmarked  $3.5  million 
for  rehabilitation  engineering  centers  of  excellence,  $3.5  million  for 
initiation  of  civilian  comprehensive  rehabilitation  oriented  spinal  cord 
injury  centers;  and  that  there  be  added  over  the  1971  appropriation 
level  of  $3  million  in  new  funds  for  the  SRS  research  and  training 
center  line  item. 

This  latter  is  needed  to  offset  decreases  in  available  funds  for  staff 
and  program  due  to  salary  and  wage  cost  of  living  adjustments,  and 
increased  cost  of  supplies. 

To  restore  this  program  to  the  1969  level  and  to  allow  existing  new 
centers  to  develop  applied  research  and  training  activities,  a 30  per- 
cent increase  is  required. 

Senator  Magnuson.  Now,  Doctor,  before  you  proceed  any  further, 
the  Social  and  Rehabilitation  Service  of  course  is  a large  item  in  this 
bill. 

The  total  involves  $10.5  billion  last  year,  and  the  Budget  has  sug- 
gested an  increase  up  to  $12  billion — $455  million  for  1972 — ^but  your 
particular  matter  is  involved  mainly  in  research  and  training,  is  that 
correct  ? 

Dr.  Spencer.  That  is  correct. 

Senator  Magnuson.  And  for  the  record,  last  year  the  total,  this  is  in 
projects,  income  maintenance  projects,  special  centers,  which  you 
mentioned,  training,  community  services,  and  then  there  is  a smaller 
item  for  the  aged  involved,  but  the  total  last  year  was  $98  million,  and 
the  Budget  has  suggested  $69  million,  and  you  are  addressing  yourself 
to  that  difference,  is  that  correct  ? 

Dr.  Spencer.  Yes,  sir. 

Senator  Magnuson.  All  right. 

Dr.  Spencer.  There  are  two  basic  elements  in  that  difference,  as  I 
understand  it. 

One  is  concerned  with  training,  which  will  be  addressed  to,  I am 
sure,  by  other  people  testifying  before  your  committee.  Senator. 

Senator  Magnuson.  Let  me  break  that  down  for  the  record. 

Under  training,  which  is  a line  item,  we  call  it  a line  item  here,  re- 
habilitation was  $27.7  million,  and  the  Budget  suggested  $14,650,000 
and  there  you  have  a big  cut.  That  is  cut  from  last  year’s  appropria- 
tion. 
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Dr.  Spencer.  Yes,  from  last  year’s  level,  so  essentially  what  we  are 
asking  for,  and  the  area  of  concern 

Senator  Magnuson.  This  is  a big  complicated  bill,  and  you  people 
who  get  involved  in  one  section  of  it,  you  have  to  give  us  some  pretty 
good  advice  on  the  dollar  amounts,  and  tell  us  what  we  can  do  within 
our  capabilities  dollarwise. 

Now,  the  $7  million  you  are  talking  about  that  you  break  down,  that 
would  be  in  research  ? 

Dr.  Spencer.  Correct. 

Senator  Magnuson.  And  that  would  make  that  item  instead  of  47 
as  recommended  by  the  Budget,  54.5,  is  that  correct? 

Dr.  Spencer.  That  is  correct,  sir. 

Senator  Magnuson.  But  we  are  still  $4  million  under  last  year’s 
appropriation  ? 

Dr.  Spencer.  Yes.  Now,  let  me  say,  one,  I think  it  is  not  generally 
recognized  that  the  principal  support  for  the  development  of  research 
activities  and  improve  the  care  of  the  handicapped  people,  and  the 
training  of  people  to  translate  those  improvements  into  practice  in 
large  numbers,  it  is  principally  in  this  agency’s  program  under  that 
group  of  items  that  you  have  referred  to. 

Now,  the  second  thing  is  that  the  extent  of  the  need  for  this  kind  of 
development  is  so  great  that  in  a sense  you  might  ask  why  in  the  world 
are  we  suggesting  a solution  of  such  a trivial  amount,  essentially,  just 
restoring  a previous  level,  and  for  a total  research  effort  that  is  in  the 
order  of  $40  million  in  training  effort,  for  problems  which  affect  20 
million  people,  and  we  have  to  say  to  you,  that  this  is  exactly  our  situ- 
ation today,  that  the  capacity  to  deal  with  the  problems  of  handicapped 
people,  not  as  a humpty-dumpty  operation,  but  after  everybody  has 
tried,  but  rather  to  start  an  aggressive  modern  program  that  combines 
science  and  technology  to  the  benefits  of  the  people,  and  to  do  it  in  the 
circumstances,  and  in  the  conditions  that  will  allow  maximum  return 
for  that  effort,  where  these  people  are  being  provided  services,  it  is 
almost  unique  in  our  Government,  which  is  pretty  much  dependent 
upon  this  type  of  activity. 

Senator  Magnuson.  Well,  now,  clear  this  up  for  me. 

What  do  you  believe  that  we,  as  Senators,  should  do  for  you  ? 

Dr.  Spencer.  Now,  one  of  the  things  that  is  particularly  critical  in 
this  field,  as  you  said  earlier  in  your  comments  at  my  introduction, 
rehabilitation  is  difficult  to  understand,  because  there  are  so  many 
facets. 

It  is  like  a multisided  object.  One  of  the  most  important  develop- 
ments in  the  last  quarter  century  has  been  the  concept  of  putting  to- 
gether scientists  from  a variety  of  disciplines  in  the  place  where  these 
people  can  be  cared  for,  and  building  that  circumstance  into  a pro- 
gram which  is  focused  on  particular  needs  of  handicapped  people. 

Let  us  take  the  amputee,  or  the  Corps  injured,  particularly,  I have 
some  experience  with  that,  and  in  the  case  of  the  rehabilitation  engi- 
neering centers,  what  we  are  talking  about  is  really  initiating  a new 
program  that  is  coordinated,  and  which  has  been  carefully  planned  by 
a number  of  committees,  a program  that  leaders  in  the  field  feel  is  a 
way  to  bring  scientific  and  technical  developments  in  engineering  to 
the  bedsides,  for  improvements  in  the  activities  of  life,  and  functions 
of  the  handicapped  person. 
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Let  me  give  you  a simple  illustration,  if  I might.  I brought  with  me 
what  is  a very  simple  appearing  hand  brace.  Now,  if  you  have  a broken 
neck,  with  a severance  of  the  spinal  cord,  you  may  be  left  with  only 
the  motion  of  lifting  your  hand. 

You  may  not  be  able  to  use  your  fingers  at  all  to  hold  a pen,  knife, 
fork,  to  operate  a calculator  or  a slide  rule. 

Now,  this  device,  which  has  a lot  of  advance  technology  in  it,  in 
modern  plastics,  it  can  be  molded  and  adapted  to  the  individual,  and  it 
has  been  used  now  on  over  1,500  people  throughout  the  United  States, 
and,  in  fact,  throughout  the  world,  so  that  when  the  hand  is  raised, 
the  fingers  are  brought  together. 

This  seems  trivial,  but  the  lack  of  availability  of  that  kind  of  devel- 
opment to  many,  many  thousands  of  patients  is  the  problem  we  want 
to  address,  because  the  lack  is  not  just  how  to  do  this,  it  is  how  to  pro- 
duce it,  simplify  it,  how  to  train  people  in  using  it,  how  to  provide 
the  service  delivery  system,  the  availability  of  this. 

It  is  one  thing  to  have  something  developed,  it  is  another  thing  to 
see  something  widely  used,  and  it  turns  out  there  are  extremely  impor- 
tant problems  in  just  fabrication  and  development  of  plastics,  to  reach 
the  stage  of  something  cheap  and  practical  and  simple  and  get  it  out 
to  the  people  who  need  it. 

We  have  rehabilitation  engineering  centers,  and  we  are  only  talk- 
ing about  a very  beginning  effort  with  three  and  a half  million  dol- 
lars, but  we  hope  we  can  initiate  with  flexible  funding  in  six  to  10 
places  that  are  ready,  with  engineers,  physicians,  and  to  have  people 
work  together  in  a clinical  setting  to  do  things  like  this,  and  to  even 
expand  this  into  the  area  of  electronic  prosthetics,  using  electronic 
systems  to  power  the  individual,  using  an  electrical  system,  in  making 
a paralyzed  muscle  to  move,  which  already  the  development  work  has 
been  done.  We  know  this  is  practical  but  needs  application  and  de- 
velopment, needs  engineering,  and  this  will  give  these  people  an  op- 
portunity to  take  care  of  themselves,  to  go  to  school,  and  to  work. 

Now,  how  maii}^  people  are  we  talking  about  ? 

We  know  in  spinal  injuries  alone,  there  are  probably  between  sixty 
and  a hundred  thousand  people.  We  are  reducing  25  per  million 
population,  or  roughly  10,000  per  year. 

That  means,  in  5 to  10  years,  we  have  doubled  the  number  of  people 
totally  paralyzed  from  spinal  cord  injury. 

Now,  another  way  of  looking  at  this,  as  Dr.  Burgess  has  pointed 
out,  if  you  look  at  the  population  growth  in  this  country,  and  you  look 
at  the  growth  of  the  number  of  people  with  physical  handicap — let's 
take  the  amputee — you  will  find  that  rate  of  growdh  is  five  times  that 
of  the  population. 

What  does  that  mean  ? 

That  means  that  what  we  are  facing  in  our  society  is  that  we  have 
a group  of  people  who  have  conditions  that  you  cannot  cure,  but 
for  whom  you  have  restoration  that  allows  them  to  go  back  into  the 
mainstream  of  life,  if  you  start  at  the  right  time,  and  if  you  have  the 
technological  support,  you  can  produce  the  assistance  they  need. 

Now,  that  is  different  than  talking  about  the  helpless  and  the 
hopeless. 

We  are  talking  about  people  who  should  have  hope,  because  things 
can  be  done  for  them. 
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Senator  Magnuson.  I think  J follow  you  there,  and  we  are  not  in 
any  disagreement. 

What  we  are  trying  to  get  at  is  when  w^e  appropriate  this  money, 
and  you  do  these  things,  which  you  illustrate,  how  does  the  person 
get  to  them  ? 

Who  gives  it  to  him  ? 

Give  us  an  example.  This  is  what  we  are  worried  about. 

Dr.  Spencer.  The  concept  we  have  in  engineering  centers  is  to 
develop  a series  of  places  in  clinical  care  programs  for  rehabilitation 
of  the  physically  handicapped,  in  conjunction  with  universities,  that 
have  engineering  know-how,  where  these  people  are  cared  for  to  do 
the  research  and  development,  application  and  testing  and  redevelop- 
ment that  is  necessary  to  get  something  practical,  and  to  make  avail- 
able this  to  those  people  that  are  in  that  clinical  place,  in  that  place 
we  call  rehabilitation  facilities,  hospitals,  where  the  people  are,  where 
the  patients  are. 

The  reason  is  this,  there  is  no  way  to  simulate  this  or  these  cir- 
cumstances in  a laboratory.  You  have  to  work  side  by  side,  as  an  en- 
gineer, as  a doctor,  and  you  have  to  work  side  by  side  with  the  patient, 
to  understand  what  each  can  contribute  to  the  solution  of  the  need  of 
those  people. 

You  just  cannot  take  it  away  and  do  it  somewhere  else  and  isolate 
it  in  an  engineering  laboratory. 

Now,  what  we  have  realized  as  an  outgrowth  of  experience  with 
this  center  type  of  program,  which  you  establish,  what  you  need  is  a 
planned  coordinating  mechanism  at  the  very  beginning,  because  with 
the  problems,  as  vast  as  they  are,  and  with  the  resources  as  scarce  as 
we  have  to  bring  to  bear  upon  these  problems,  it  is  necessary  to  get 
each  of  the  places  to  work  in  connection  with  what  others  are  doing 
in  their  field. 

In  other  words,  we  propose  a system  which  will  avoid  the  kind  of 
duplication  that  will  waste  resources,  which  will  permit  the  unneces- 
sary kind  of  duplication,  to  see  whether  this  is  practical,  but  in  general, 
to  control  the  activities  in  various  locations.  They  will  be  task  oriented. 
Each  center  will  probably  have  two  or  three  major  activities  that  they 
are  concerned  with.  One  may  work  extensively  with  the  use  of  elec- 
tronic systems  for  stimulation,  while  another  will  look  at  something 
else. 

In  the  United  States  there  is  not  one  single  comprehensive  center 
dealing  with  prosthetics  engineering  and  rehabilitation  medicine  for 
the  handicapped  child.  There  is  one  in  Toronto,  and  there  are  several 
in  other  parts  of  the  world,  but  we  have  not  one  single  one  in  the 
United  States. 

Senator  Magnuson.  So  I will  get  this  clear,  supposing  we  establish 
money  for  special  centers,  that  is  a physical  plant,  is  it  not  ? 

Dr.  Spencer.  Yes. 

Senator  Magnuson.  Would  that  be  within  the  children’s  hospitals? 

Dr.  Spencer.  It  might  be,  and  it  would  include  flexible  funding. 

Senator  Magnuson.  In  other  words,  you  would  have  a spot  in  your 
shop  in  which  the  grant  would  go  to  this,  for  them  to  continue  work, 
and  that  would  be  called  a special  center,  would  it  not? 

Dr.  Spencer.  Eight. 

Senator  Magnuson.  And  Dr.  Burgess  on  his  leg  device? 
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Dr.  Spencer.  On  the  amputation,  the  whole  development,  and  this 
money  wmuld  be  flexibly  used.  In  some  instances  instrumentation  is 
critical.  In  other  instances,  the  staff  is  critical,  so  what  you  do,  you  put 
together  a minimal  critical  mass  of  things,  and  of  people,  in  the  right 
place,  where  the  problems  are,  and  what  happens  is  that  you  have  a 
multiple  stimulation  for  solutions. 

Now,  you  have  heard  a lot  about  computers  in  medicine.  Mostly 
Avhat  computers  are  doing  in  hospitals  is  to  count  bills,  but  I want  to 
show  you  another  engineering  technological  application. 

Here  is  a plan  of  care  for  a spinal  cord  injured  youngster,  who  has 
been  in  the  hospital,  who  every  day  has  an  individual  plan  of  care, 
which  identifies  all  of  the  elements  of  his  care  and  the  schedule,  by 
time  of  who,  what,  when,  and  where,  must  be  done  in  order  to  carry 
out  the  plan  of  services  that  he  needs. 

Now,  this  is  called  a care  plan  and  schedule.  For  our  patient  popu- 
lation, you  have  about  250  spinal  cord  injuries  per  year  in  our  pro- 
gram. They  require  almost  three-quarters  of  a million  specific  care 
transactions,  and  this  turns  out  to  be  an  elegant  job  to  use  a computer 
to  schedule  to  meet  the  needs  of  the  many  rather  than  to  schedule  the 
many  to  our  needs. 

Senator  Magnuson.  But  who  has  the  computer  ? 

Dr.  Spencer.  This  is  the  interesting  thing.  We  have  developed  a 
regional  computing  center.  This  was  done  first  in  the  entire  Texas 
medical  center,  and  then  at  Baylor  a computer  center  was  established 
to  allow  us  to  do  this,  but  my  point  is  not  so  much  the  fact  you  can 
carry  out  this  kind  of  coordination  of  services. 

What  it  means  practically  is  that  the  same  number  of  people  can 
help  between  25  and  30  percent  more  patients,  more  handicapped 
young  people. 

The  other  thing  is  that  we  have  been  able  to  increase  the  number 
of  services  provided,  because  of  the  time  spent  in  recording  and  paper 
work,  which  may  go  up  to  40  percent  of  the  professional’s  time,  and 
that  has  been  vastly  reduced. 

Costwise,  this  is  done  by  what  is  called  time-sharing  using  the 
computer. 

In  order  to  carry  out  this  simple  task  ostensibly  of  taking  care  of 
handicapped  people  in  an  efficient  manner,  it  was  necessary  to  develop 
the  technology  of  computing  for  time  sharing  years  ahead  of  its  com- 
mercial availability,  which  in  turn  benefited  many  other  kinds  of  re- 
search going  on  in  the  medical  center. 

I think  Dr.  Reswick  can  give  another  definition  of  what  we  see  of  a 
vast  array  of  things  that  can  be  done  today  in  a ready  state  of  engi- 
neering and  medicine  to  improve  the  outcome  and  the  quality  of  life 
of  handicapped  people. 

Senator  Magnuson.  Well,  before  we  get  to  that,  the  bill  in  engineer- 
ing is  a pretty  hard  item  to  find  in  a NIH  budget. 

It  is  scattered  all  over  in  every  institute,  and  sometimes  it  is  a single 
contract  that  is  contracted  out  to  the  private  sector  which  does  not 
involve  even  the  medical  part  of  the  situation.  What  we  would  like  to 
know  is,  that  we  would  hope  we  could  concentrate,  as  you  point  out, 
in  some  of  these  places,  and  what  I would  like  to  know,  would  they  be 
located  mainly  then  in  hospitals  or  in  schools  ? 
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Dr.  Spencer.  They  would  be  located,  the  work  would  be  located 
mainly  where  the  patients  are,  and  this  is  mostly  in  the  specialized  in- 
stitutions affiliated  with  the  universities  and  medical  schools. 

Senator  Magnuson.  All  right.  Once  we  do  that,  and  then  you  find 
something  that  works,  how  does  the  average  American  that  has  the 
problem  get  to  it? 

Dr.  Reswick.  I would  like  to  give  a response  to  that  question  which 
I think  illustrates  probably  the  most  important  mechanism  for  achiev- 
ing this  in  our  free  enterprise  system. 

The  fact  is,  these  devices  have  got  to  be  produced  by  firms,  private 
corporations  throughout  the  country,  and  as  an  example,  the  Metonic 
Corp.  in  Minneapolis — it  supplies  about  85  percent  of  the 

Senator  Magnuson.  I do  not  want  to  interrupt,  but  we  have  to  get 
this  clear. 

How  did  they  get  busy  on  this,  did  they  get  a contract  ? 

Dr.  Reswick.  They  just  did  it.  They  are  a private  corporation. 

Senator  Magnuson.  So  the  private  sector  did  it,  so  people  are  aware 
of  it,  and  they  are  doing  something.  I know  some  do. 

Dr.  Reswick.  Our  point  is  that  these  rehabilitation  engineering 
centers,  which  are  based  in  a hospital,  in  a clinical  environment,  where 
the  patients  are,  and  it  must  be  where  the  patients  are,  because  it  is  not 
until  you  really  try  these  things  that  you  know. 

The  device  is  a brand  new  development  for  use  on  stroke  patients, 
and  there  are  over  2 million  stroke  patients  in  the  United  States,  and 
this  device  is  a sophisticated  electronic  device,  which  comes  out  of 
space-age  technology. 

It  is  a device  which  is  used  to  stimulate  the  paralyzed  muscle  on  the 
affected  side  of  the  stroke  patient,  so  that  he  is  able  to  walk. 

The  problem  is  in  many  cases,  the  foot  drags,  when  the  person  tries 
to  take  a step,  and  the  part  I have  in  my  hand  is  surgically  implemented 
in  the  leg  of  the  patient,  and  the  electrode  is  wrapped  around,  and  then 
outside  the  skin,  after  the  healing  has  taken  place,  and  then  this  is  used 
to  pass  energy  through  the  skin,  into  this  device,  to  stimulate  the 
muscle  each  time  a person  takes  a step,  so  that  each  time  he  takes  a 
step,  the  foot  is  brought  up,  and  he  can  swing  his  foot  forward  freely, 
and  then  he  puts  his  foot  down. 

The  Metonic  Corp.  has  joined  with  the  hospital  in  cooperation  which 
we  see  as  a prototype  in  kind  of  a joint  effort,  which  we  see  the  engi- 
neering centers  doing  in  a wide  variety  of  cases,  because  unless  the 
ideas,  the  technology  is  transferred  to  an  operation,  or  a company  has  a 
larger  market  capability,  really,  the  issue  is  marketing,  and  educating 
the  physician,  and  to  show  how  these  things  are  used,  and  so  on,  unless 
the  devices  are  extremely  reliable,  the  physician,  he  has  a unique  rela- 
tionship with  his  patient,  and  he  cannot  put  something  on  a patient 
when  he  does  not  trust  the  device,  so  it  means  they  must  be  a hundred 
percent  reliable,  and  it  requires  a high  degree  of  sophistication,  testing, 
and  all  of  the  things  that  go  to  making  something  that  would  really 
work.  So  I would  say  that  one  of  the  very  major  aims  of  these  centers 
is  not  only  to  create  the  devices,  the  prototypes,  but  it  is  also  to  find 
mechanisms  to  see  that  these  things  go  out  into  the  field,  and  that  they 
are  largely  distributed. 

I might  add  one  other  thing,  in  southern  California  we  have  a pro- 
gram having  a group  of  aerospace  engineers  not  being  utilized,  and 
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they  are  being  retrained,  using  their  technological  training,  and  they 
are  applying  that  to  rehabilitation  engineering. 

The  excitement  of  these  people,  the  utilization  of  their  talents  is 
something  that  is  very  exciting  indeed. 

Dr.  Spencer.  I think  in  answer  to  your  question,  you  have  to  be  work- 
ing on  the  right  problems  in  the  right  place,  where  the  patients  are 
and,  secondly,  you  have  to  embody  these  things  into  the  main  stream  of 
education  and  have  retraining  of  people  so  that  they  know  what  to  do 
and  know  how  to  use  the  things  that  are  developed. 

That  is  why  we  have  always  seen  this  as  a consolidation  of  research 
activities,  developmental  activities,  and  then  any  place  where  people 
can  be  professional  people  of  many  varieties  can  be  trained,  or  re- 
trained on  how  to  do  new  things. 

This  is  how  you  get  out  to  people.  The  thing  we  often  overlook  is  the 
fact  that  the  amount  of  investment  in  this  kind  of  development  is 
incredibly  small. 

That  is  why  I would  say  we  w^ere  astonished  at  the  cut  back  in  the 
R.  & D.  in  the  first  place,  in  general  for  rehabilitation  and  let  me  illu- 
strate this.  By  the  most  conservative  estimates,  we  are  talking  about 
300,000  amputees,  and  we  are  talking  of  over  3 million  paralyzed  peo- 
ple who  may  be  benefited  by  better  braces,  and  the  total  amount  of 
R.  & D.,  including  the  VA,  the  Army,  and  the  othere,  it  is  only  $1.20  per 
handicapped  person  who  could  potentially  benefit,  and  that  was  in  1969 
in  a study.  So  I think  that  it  is  perfectly  obvious  in  establishing  this, 
we  are  talking  about  initiating  a program  which  will  be  universally 
related,  and  will  be  clinically  based,  and  which  will  begin  to  establish 
a capability  in  our  mission  to  bring  all  of  these  technologies  to  a much 
wider  group  of  people  than  has  ever  been  the  case  before. 

I think  if  there  is  any  one  single  thing  we  find  really  outstanding  in 
the  next  decade,  and  that  is  going  to  be  how  to  use  this  kind  of  science 
and  technology  to  benefit  people,  and  this  is  one  of  the  natural  homes 
for  it,  there  are  at  least  five  or  six  places  ready  for  this  kind  of  en- 
abling support,  given  flexible  funding  to  really  move  on  this. 

I think  the  same  thing  can  be  said  in  a complementary  way  for  the 
spinal  cord  injury  centers. 

There  is  a tremendous  problem  in  which  the  lack  of  access  of  civilians 
to  comprehensive  assistance  from  the  time  of  injury  to  the  time  of  em- 
ployment is  really  a national  tragedy. 

I know  you  will  hear  much  about  spinal  cord  centers,  and  this  is  the 
reason  that  we  felt,  as  an  initiating  effort,  that  the  second  earmarking 
we  are  asking  for  is  to  give  some  impetus  to  developing  of  these  centers, 
because  the  total  amount  we  can  come  up  with,  the  Nation  is  investing, 
is  something  less  than  a million  and  a half  in  centers  providing  services" 
to  people. 

The  last  item,  in  the  interest  of  time,  which  I want  to  mention 
briefly,  is  sort  of  a progress  report. 

I know  you  have  many  problems  thrown  at  you,  and  I would  like 
to  talk  a minute  about  a solution  area. 

The  rehabilitation  research  and  training  centers  was  such  a solu- 
tion, which  was  proposed  by  this  Committee  in  1961,  early  1962,  and  all 
I will  do  is  give  you  a brief  progress  report,  that  there  are  now’  19 
centers  throughout  the  Nation,  and  these  centers  collectively  affected 
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the  outcome  of  severely  handicapped  persons,  numbering  over  20,000 
individuals. 

In  other  words,  a beginning  on  a national  resource  for  managing 
a severe  physically  handicapped  has  been  established  with  these  centers. 

The  next  thing  is  that  as  it  is  now  well  recognized,  these  centers 
have  increasingly  been  matched  by  available  private  and  local  funds, 
and  at  a significant  level,  namely  25  percent,  with  $10,275,000  that  is 
invested  in  them  federally,  $2.8  million  is  a direct  match,  that  is  pro- 
vided from  the  local  resources,  universities,  and  so  on,  in  which  these 
centers  are  located. 

The  second  point  is  that  the  services  provided,  this  program  is 
oriented  in  improving  the  quality  of  services,  and  service  delivery  to 
selected  handicapped  groups,  the  services  provided  in  just  11  of  the  12 
medical-oriented  centers  was  over  $32  million  last  year,  and  the  Federal 
share  of  this  was  less  than  a million,  so  I think  that  is  a pretty  good 
ratio  of  return. 

Once  you  get  over  the  hump  of  having  a critical  mass  of  people  in 
the  right  place,  and  you  are  plowing  in  constantly  your  new  develop- 
ments into  the  care  process  itself,  you 

Senator  Magnuson.  You  keep  talking  that  way,  and  we  wonder  if 
whether  the  Federal  Government  should  be  in  this  at  all,  financially. 

We  are  trying  to  find  ways  to  get  out  of  certain  things  dollarwise. 

Dr.  Spencer.  Dollarwise,  I agree  with  you.  The  day  I hope  will  come 
in  this  country  when  the  benefits  of  medical  programs  and  rehabilita- 
tion programs  in  general  can  contribute  in  the  reduction  of  welfare 
and  reduction  in  dependency. 

Eight  now  because  of  the  way  we  budget,  there  is  no  way  of  giving 
credits  and  debits  to  show  what  is  a worthy  program  with  regard  to 
credits. 

Senator  Magnuson.  You  hope  some  day  there  will  be  a turn  around 
as  far  as  the  F ederal  Government  is  concerned  ? 

Dr.  Spencer.  Yes.  Let  me  say  the  insurance  actuaries  on  spinal  cord 
injury  have  indicated  that  the  cost  of  spinal  cord  injury  in  terms  of 
medical  care  and  wage  loss  runs  around  $300,000  for  a paraplegic,  as- 
suming half  of  normal  life  expectancy,  if  the  person  is  totally  para- 
lyzed, the  cost  is  roughly  three  times  that. 

What  I can  tell  you  in  actual  fact  is  that  the  insurance  people  gen- 
erally for  spinal  cord  injury  who  have  workmen’s  compensation  cover- 
age, which  you  know  is  necessary  by  law,  they  are  required  to  provide 
all  of  the  necessary  services,  and  they  encumber  somewhere  between 
$150,000  and  $250,000  per  spinal  cord  injury,  that  is  what  they  con- 
sider to  be  their  liability. 

Modern  programs  have  combined  research  on  the  problems  and 
needs  of  the  spinal  cord  injured,  and  in  the  same  setting  have  reduced 
the  duration  of  care  from  6 to  9 months  down  to  3 months. 

They  have  reduced  the  cost  from  $150,000  down  to  $15,000  for  first 
episode  comprehensive  care. 

W^hen  you  look  at  those  numbers,  then  I think  you  can  see  why  those 
in  the  field  are  so  exercised  about  not  having  a way  to  get  credit  for 
this  little  meager  investment,  for  what  it  does  in  cutting  down  de- 
pendency and  high  medical  costs  that  go  on  and  on  and  on,  and  in  many 
instances,  where  custodial  warehousing  in  a nursing  home  for  a total 
cost  of  a quarter  of  a million  dollars,  which  is  all  a person  can  hope 
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for,  but  now  that  we  know  what  to  do  in  the  modern  treatment  with 
modern  programs,  the  majority  of  these  people  can  live  independent- 
ly, and  in  our  experience,  more  than  half  of  the  adults  have  been  able 
to  return  to  gainful  employment,  because  young  adults,  to  be  able  to 
go  back  to  college  and  to  school,  that  is  important  that  they  be  able 
to  do  that. 

Now,  to  translate  a change  from  custodial  care  in  a nursing  home 
to  independent  living,  and  living  as  a responsible  person,  as  some- 
body contributing  to  the  society,  we  think  that  is  a fantastic  invest- 
ment, and  we  are  now  beginning  to  get  hard  data  on  this  to  justify 
programs. 

Senator  Magnuson.  There  is  no  dispute  about  it  being  an  invest- 
ment, but  we  have  to  find  out  how  does  it  work,  and  whether  the  people 
are  going  to  get  it. 

Here  is  a justification  from  HEW  on  the  rehabilitation  service,  where 
they  have  got  a rehabilitation  engineering  item,  and  they  want  $109,- 

000  for  12  projects  in  the  field  of  rehabilitation  engineering. 

Now,  here  is  what  they  say — 

There  will  be  a continuing  effort  to  improve  the  system  of  rehabili- 
tation engineering  centers.  These  centers  are  comprehensive  in  a given 
rehabilitation  research  subject  area. 

They  do  not  mean  geographical.  They  mean  budgetwise,  and  the 
research  conducted  is  fully  coordinated  to  prevent  unnecessary  dupli- 
cation. They  are  closely  associated  with  existing  rehabilitation  research 
and  training  centers,  and  are  located  in  universities  which  will  provide 
medical  engineering  assistance  to  the  program. 

The  relationship  to  the  RT  centers  provide  research  services  on  a 
coordinating  basis  affecting  model  cities,  neighborhood  centers,  and 
coordination  of  agency  services,  and  then  they  go  on  and  tell  about  a 
development  of  experiments,  and  about  certain  items,  a plastic  brace 
that  makes  it  easier,  lighter,  or  something,  and  this  is  all  true,  but 
where  is  the  coordination  of  a special  center. 

Now,  they  are  going  to  improve  the  system,  but  they  cut  the  budget 
on  it. 

Dr.  Spencer.  As  I understand  it,  they  are  referring  to  that  small 
amount  of  money,  a hundred  and  some  thousand,  they  are  talking 
about  a few  categorical  research  projects. 

Senator  Magnuson.  But  I think  the  big  thing  on  this  is  when  you 
establish  a research  center,  whether  it  be  in  a university,  or  in  some 
place  in  Boston,  or  some  place  else,  is  that  there  must  be  some  coordina- 
tion of  this,  so  that  the  people  down  below,  or  a doctor,  and  maybe 
in  a model  city  clinic,  those  who  have  the  problem,  do  they  know 
where  to  go,  and  if  there  is  any  liaison  between  you,  how  does  it 
operate  ? 

Dr.  Burgess.  Dr.  Spencer,  perhaps  I can  speak  to  this  just  a moment. 

As  you  know,  we  have  a small  but  active  amputee  prosthetic  research 
center  in  Seattle ; VA  sponsored.  This  operates  on  a small  budget,  but 
we  have  literally  trained  and  exposed  hundreds  of  physicians  that  have 
come  through  from  all  over  the  world  to  the  techniques  we  have  de- 
veloped, and  that  is  filtered  down  to  all  aspects  of  amputee  care,  not 
j ust  to  veterans. 

It  is  one  thing  to  have  a veteran  with  both  legs  off  and  an  arm  off,  as 

1 saw  just  last  week,  an  ex-helicopter  pilot.  He  is  a complicated 
problem. 
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Now,  there  has  to  be  education,  and  this  education  has  to  be  adver- 
tised, as  you  say,  to  the  point  where  these  people  know  where  the  cen- 
ters are,  and  private  industry  and  private  business  obviously  enters 
into  this. 

These  centers  cannot  service  many  people,  but  they  can  develop  the 
techniques,  and  they  can  educate  and  interest,  not  only  private  busi- 
ness, but  medical  centers  also  in  utilizing  these  techniques  for  the 
many  thousands  of  people  who  apply,  and  this  has  to  be  a part  of  the 
program. 

Now,  the  VA  gave  us  the  open  opportunity — 

Senator  Magnuson.  I was  going  to  ask  about  the  VA. 

Dr.  Burgess.  They  gave  us  the  opportunity  to  use  our  techniques. 

Senator  Magnuson.  You  know  who  had  to  push  them  to  do  that  ? 

Dr.  Burgess.  You  had  to  push  them,  yes.  It  required  rewriting 
the  rules.  Senator  Magnuson  pushed  them.  That  is  a fact.  As  a result, 
I can  go  to  the  Children’s  Orthopedic  Hospital,  and  do  a research  dem- 
onstration case  with  veterans’  funds,  and  this  is  understood,  it  is  in- 
corporated into  the  VA  files,  and  we  have  had  a tremendous  amount 
of  information  that  affects  the  whole  segment  of  the  population. 

In  one  VA  hospital  alone,  where  these  techniques  have  been  used 
over  the  last  2 years,  and  I just  saw  these  figures  recently,  a big  VA 
hospital,  the  hospital  stay  of  a given  number,  say  a hundred  veteran 
amputees  has  been  reduced  from  7 months  to  6 weeks. 

That  is  in  a Government  hospital  in  which  people  move  rather 
slowly. 

This  is  the  type  of  payoff.  There  has  to  be  education. 

Senator  Magnuson.  I appreciate  that,  and  I think  what  we  have  got 
to  do  is  wade  through  this,  and  see  where  the  biomedical  engineering 
is  in  this  whole  bill  and  what  is  actually  being  done. 

One  last  question. 

You  say  it  is  time,  and  all  of  you  thoroughly  agree,  that  if  you  do 
the  right  things  in  the  right  places,  who  makes  that  decision  ? 

Dr.  Spencer.  The  way  these  things  have  developed  in  the  past 
is  to  call  upon  selected  advisory  groups  drawn  from  the  field 

Senator  Magnuson.  What  you  call  advisory  committees  ? 

Dr.  Spencer.  Advisory  committees,  and  secondly  a great  deal  of 
leadership  has  been  given  the  committee.  In  fact,  they  have  a very 
detailed  report  on  the  engineering  center  concept,  and  no  less  than  a 
great  personage,  as  James  Killian,  the  president  of  the  Corporation 
of  MIT,  very  recently  this  was  one  of  the  important  things  he  had 
to  do. 

What  we  are  proposing  to  do  that  is  different  than  the  KT,  the 
ET  has  thought  of  us  a great  deal,  and  we  trained  35,000  people  last 
year  alone  to  indicate  how  you  begin  to  impact  the  care  system,  but 
far  more  important,  it  was  not  done  in  the  earlier  years  with  the 
KT,  that  we  proposed  to  do  with  the  engineering  centers,  is  to  have 
a national  plan  and  a coordination  effort,  so  that  there  is  not  only 
open  communication,  but  mutual  agreement  about  what  areas  they 
will  bring  their  best  skills,  their  competence,  and  resources  to  bear, 
so  we  will  get  maximum  mileage  out  of  a very  small  amount  of  money. 

Senator  Magnuson.  I am  trying  to  get  at  whether  you  people  are 
satisfied  when  the  decision  is  made,  that  they  are  cooperating,  and 
making  some  of  the  right  decisions,  and  if  we  gave  them  more 
money,  you  would  be  glad  to  have  the  same  system  going. 
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Dr.  Spencer.  Well,  generally,  the  Federal  Government  has  used 
pretty  much  the  advisory  system  for  both  advice  and  for  monitor- 
ing performance  of  non-Federal  people. 

Now,  I think  that  the  other  point,  and  so  that  you  are  not  con- 
fused, it  is  very  easy  to  get  confused  when  NIH  talks  about  biomed- 
ical engineering,  they  are  talking  generally  about  organ  substitutes, 
about  the  whole  technology  of  acute  life  saving  intensive  care  medi- 
cine, and  they  are  talking  about  development  of  new  sources,  new 
power  sources,  for  artificial  instruments,  a wide  array  of  very  impor- 
tant areas. 

What  we  are  talking  about  are  physically  handicapped  people,  how 
to  give  them  mobility,  how  to  give  the  blind  and  deaf  sensory  aids, 
so  they  can  negotiate  the  environment,  how  to  improve  the  delivery 
of  rehabilitation  services. 

We  are  talking  about  the  physically  handicapped,  and  we  are  talk- 
ing about  the  quality  of  their  life,  so  there  is  a special  or  a clear 
separation. 

That  is  why  we  have  used  the  word  carefully.  Another  very  im- 
portant thing,  biomedical  engineering 

Senator  Cotton.  I was  interested  in  the  Chairman’s  question  about 
how  people  found  out  and  knew. 

I assume  the  medical  profession,  even  in  remote  areas,  are  made 
aware  of  this  progress  ? 

For  instance,  I represent  a rural  area,  last  week  when  I was  home, 
a fellow  was  seriously  injured,  and  he  was  taken  to  the  county  hos- 
pital. Now,  if  a man  from  New  York  was  injured  in  an  automobile 
accident,  when  he  was  discharged  from  the  hospital,  he  goes  back 
to  New  York,  and  no  doubt,  he  would  ascertain  what  further  could 
be  done  if  he  had  a partial  paralysis.  But  here  is  a simple  woodsman, 
he  is  taken  to  the  county  hospital,  where  a surgeon  comes  in  once  a 
week,  and  where  some  country  doctors  look  at  him. 

Suppose  he  is  partially  paralyzed.  Do  those  doctors  know  what 
is  available  to  him  so  he  would  have  the  opportunity  to  avail  them- 
selves of  these  services  ? 

Doctor  Spencer.  Representing  the  American  Academy  of  Ortho- 
pedic Surgeons,  there  are  now  many  courses  given  by  the  American 
Academy  of  Orthopedic  Surgeons  in  all  kinds  of  multiple  areas,  in- 
cluding rehabilitation,  and  spinal  cord  injuries,  and  hip  surgery,  and 
pediatric  rehabilitation,  and  so  forth,  that  these  are  given  on  a regional 
basis,  and  people  come  to  physicians,  for  example,  in  Boston,  at  least 
40  to  60  percent  come  from  States  in  New  England  other  than  Mas- 
sachusetts, New  Hampshire,  Vermont,  and  so  forth,  and  they  are 
brought  up  to  date,  and  there  had  been  one  course  where  all  of  the 
recent  information  had  been  presented  by  the  academy,  to  people  in 
a 3-  or  4-day  course,  so  the  information  is  being  transmitted,  it  is  one 
of  the  great  innovations  of  the  American  Academy,  and  other  groups 
have  gone  throughout  the  country,  and  they  have  presented  this  mate- 
rial, as  it  is  developed,  so  I think  the  mechanism,  it  is  there,  but  these 
centers,  let  me  emphasize  again,  these  centers,  while  they  are  in  a 
clinical  setting,  they  are  going  to  utilize  the  best  we  have  in  engineering 
talent  to  really  provide  the  know-how  with  the  physicians  to  make  life 
easier  with  these  handicapped  people. 

If  you  take  a severely  handicapped  child,  I think  it  is  really  in- 
credible. 
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In  the  United  States  we  do  not  have  such  a comprehensive  center, 
not  a single  one  for  children. 

There  is  only  one  on  the  North  American  Continent,  and  that  is  in 
Toronto,  employing  35  or  40  engineers,  combined  with  physicians,  and 
I must  say  that  the  delivery  of  care,  and  the  quality  of  care,  that  handi- 
capped children  in  that  Toronto  area  is  unmatched  anywhere  in  the 
United  States.  I think  that  is  very  valuable. 

Senator  Cotton.  I remember  last  year,  you  spoke  of  the  center  in 
Chicago.  When  the  bill  got  to  the  floor  of  the  Senate,  Senator  Percy 
was  compelled  to  be  out  of  town  on  very  important  business.  He  ap- 
pealed to  me,  and  I to  the  Chairman,  to  write  something  into  the  bill 
for  a center  in  Chicago.  I think  we  got  half  of  what  he  wanted. 

Is  that  the  center  you  are  talking  about  ? 

Doctor  Spencer.  This  is  one  of  the  newly  developed  ones. 

There  are  two  centers  funded  for  3 years  now,  at  a marginal,  trivial 
level,  and  I addressed  myself  to  this  in  my  testimony,  and  the  reason 
we  are  asking  to  maintain  this  program,  and  be  able  to  give  some 
capacity  to  these  newly  developing  centers,  what  you  see  is  the  begin- 
ning of  a network  of  regional  resources. 

We  have  to  face  up  to  the  questions  we  ask,  and  there  is  no  trivial 
answer  to  this  one. 

The  distribution  of  patients  to  specialized  areas  and  resources  is  a 
tremendous  problem  in  this  country. 

I think  we  can  depend  increasingly  on  medical  education,  but  this 
is  a matter  which  also  involves  availability,  flnancing  for  these  pa- 
tients, availability  for  State  programs,  to  go  across  State  lines  in  spon- 
soring care  of  people. 

It  involves  development  of  the  manpower,  for  example,  as  in  your 
wisdom,  this  is  not  even  a political  issue,  in  your  wisdom  in  Congress, 
the  notion  of  trying  to  do  something  about  catastrophic  disability. 

What  we  are  concerned  with  is  the  manpower  available  to  begin  to 
touch  that  problem,  once  the  financing  is  made  available,  we  have  to 
prepare  now  for  that  eventuality,  and  all  of  these  programs  built  into 
a large  group  of  activities,  which  gradually  increases  the  capacity  of 
this  country  to  deal  with  this  kind  of  really  unbelievable  problems. 

I will  conclude,  because  you  have  been  very,  very  patient  with  us, 
and  I do  appreciate  it. 

I think  the  critical  thing  is  to  realize,  what  we  are  trying  to  address 
is  something  almost  overlooked  in  respect  to  health  service  delivery, 
and  that  is  if  you  consider  that  there  are  three  kinds  of  patients,  peo- 
ple who  have  preventable  conditions,  polio  happily  is  something  we 
can  prevent. 

We  have  a growing  number  of  handicapped  people  who  have  re- 
storal  possibilities.  We  can  restore  them  to  function  if  we  start  early 
enough,  if  we  have  the  proper  kind  of  assistance,  the  right  time  and 
the  right  way. 

If  you  look  at  the  difficulty  of  the  job,  it  is  the  greatest  with  with 
the  restoral  group.  If  you  look  at  the  amount  of  research,  it  is  the 
greatest  with  the  restoral  group. 

I am  not  talking  about  what  we  have  done  in  the  preventive  area  or 
the  curity  area  at  all.  This  is  an  area  which  has  not  been  cultivated 
nearly  to  the  need,  so  what  we  are  trying  to  do  is  to  build  a platform 
and  a foundation,  which  engineering  technology  can  be  a proper  part- 
ner in  a coordinated  national  series  of  regional  centers,  in  which  we 
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can  begin  to  provide  for  spinal  cord  injuries,  through  an  agreement 
of  physicians,  through  family,  and  knowledge  of  other  professionals, 
that  there  are  special  resources  for  these  people,  and  there  is  much  that 
can  be  done  with  geographical  distribution,  and  let  me  say  this,  that 
we  have  had  a spinal  cord  center  as  part  of  our  activity  for  5 years,  and 
we  have  no  difficulty  in  getting  referral  within  24  hours,  and  with  air 
evacuation,  which  we  get  sometimes,  we  are  able  to  bring  people  within 
24  hours  of  help. 

The  last  thing  is  the  fact  that  we  are  trying  to  be  realistic. 

We  are  not  asking  for  the  moon,  believe  us,  even  though  we  are  using 
that  technology,  we  are  only  asking  for  the  beginning.  We  are  trying 
to  do  what  we  can  within  today’s  reality,  and  we  are  trying  to  get 
something  off  the  ground  at  a critical  time,  not  only  for  our  economy, 
but  I think  it  is  time  to  show  people  that  we  are  concerned  with  how 
these  developments  and  scientific  technology  can  affect  their  lives. 

You  have  asked  that  question,  and  you  are  right. 

Senator  Magxuson.  I keep  harping  away  at  this  delivery. 

Now,  Dr.  Burgess  got  a lot  of  publicity — everybody  knew  about 
his  business,  but  sometimes  something  is  there,  and  there  is  no  connec- 
tion, no  dialog,  no  publicity. 

Dr.  Spencer.  We  are  making  these  plans  available  to  people  all  over 
now. 

Senator  Magnuson.  Dr.  Burgess  got  some  well-deserved  publicity. 

Dr.  Spencer.  This  is  happening  all  over  the  Nation  now. 

Dr.  Burgess.  I would  like  to  thank  the  Senator  for  the  support  he 
has  given  us  over  the  years.  It  is  really  appreciated. 

Senator  Magnuson.  All  right.  We  have  to  move  along  here,  and  we 
have  several  other  witnesses.  The  record  is  open  in  case  you  want  to 
add  to  or  to  make  some  changes,  and  we  thank  you  very  much. 

STATEMENT  OF  JACK  M.  DOCTER,  M.D.,  CHIEF  OF  STAFF,  CHILDREN’S 
ORTHOPEDIC  HOSPITAL  AND  MEDICAL  CENTER,  SEATTLE, 
WASH. 

Senator  Magnuson.  We  will  now  hear  from  Jack  M.  Docter,  M.D., 
chief  of  staff  of  the  Children’s  Orthopedic  Hospital  and  Medical  Cen- 
ter, Seattle,  Wash. 

CYSTIC  FIBROSIS  AND  PEDIATRIC  PULMONARY  PROGRAMS 

Dr.  Docter.  Thank  you  very  much,  Mr.  Chairman. 

Chairman  Magnuson  and  members  of  the  subcommittee,  thank  you 
for  providing  this  opportunity  for  me  to  tell  you  of  several  matters  of 
grave  importance  to  the  health  of  the  American  people. 

I am  J ack  M.  Docter,  M.D.,  chief  of  staff  of  the  Children’s  Ortho- 
pedic Hospital  and  Medical  Center  in  Seattle,  Wash. ; a member  of  the 
Hospital  Committee  of  the  American  Academy  of  Pediatrics;  and 
chairman  of  the  Care,  Teaching,  and  Research  Center  Committee  of 
the  National  Cystic  Fibrosis  Research  Foundation. 

PATIENT  CARE 

I wish  to  report  to  you  on  the  problems  of  cystic  fibrosis  and  pediat- 
ric pulmonary  programs. 
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The  pediaitric  pulmonary  program  of  the  regional  medical  pro- 
grams was  established  as  a result  of  the  interest  of  Congress  3 years 

It  led  to  the  creation  of  13  centers  throughout  the  Nation  specializ- 
ing in  care  of  children’s  lung  diseases. 

These  centers  consisted  of  a nucleus  of  highly  specialized  physi- 
cians trained  as  pediatric  pulmonary  disease  experts,  and  numerous  es- 
sential ancillary  personnel,  including  inhalation  therapists.  X-ray 
technicians,  pulmonary  physiologists,  and  biochemists. 

Both  urban  concentrations  and  rural  areas  have  been  served  by 
these  centers  directly  and  by  their  providing  backup  services  for  school 
and  community  health  programs  and  for  pjracticing  physicians. 

The  centers  have  begun  to  evolve  classification  of  diseases,  better 
methods  for  diagnosis  and  evaluation  of  patients,  and  standards  of 
treatment. 

Local  training  programs  for  physicians,  nurses,  inhalation  and 
physical  therapists,  and  other  health  workers  throughout  the  region 
extend  the  impact  of  the  centers. 

Under  the  guidance  of  the  regional  medical  programs,  this  remark- 
able group  of  local  centers  was  developing  into  a national  model  of  co- 
operative effort  and  beginning  to  make  a vital  contribution  to  the  cru- 
cial area  of  human  lung  disease — disease  that  affects  over  5 million 
children  in  this  Nation. 

Without  question,  the  program  is  causing  a greatly  increased  aware- 
ness and  understanding  of  cystic  fibrosis,  asthma,  emphysema,  respira- 
tory distress  of  the  newborn,  and  other  lung  problems  of  children  and 
young  adults. 

The  regional  medical  program  law  intends  that  programs  such  as 
these  be  taken  over  by  the  localities  they  serve  when  they  have  demon- 
strated their  value.  The  present  financial  bind  in  this  country — in 
virtually  every  region  of  it — is  such  that  the  localities  cannot  assume 
such  new  burdens,  and  must  struggle  to  maintain  their  customary  es- 
sential services. 

What  has  actually  happened  with  the  current  cutbacks  in  regional 
medical  programs  funds,  is  that  these  excellent  centers — just  begin- 
ning to  show  results — are  finding  themselves  without  funds  and  un- 
able to  continue  their  excellent  work. 

As  an  example,  the  pediatric  pulmonary  program  in  Pennsylvania 
is  in  a financial  bind  because  of  reduction  in  funding. 

There,  under  the  regional  medical  program,  three  major  medical 
centers,  along  with  seven  other  institutions  and  groups  in  eastern 
Pennsylvania,  southern  and  central  New  Jersey,  and  Delaware,  have 
combined  their  resources  to  handle  a complex  health  problem. 

Training  courses  have  been  held  for  health  workers  in  hospitals 
of  eastern  Pennsylvania,  the  central  and  southern  parts  of  New  Jersey 
and  Delaware. 

Programs  for  the  improvement  of  nurseries  for  newborns  and  young 
babies,  a group  having  the  highest  mortality  rate  among  all  ages  and 
most  deaths  caused  by  lung  problems,  have  been  instituted. 

The  Delaware  Valley  program  provided  care  to  children  by  day- 
to-day  assistance  to  physicians  throughout  the  region,  and  often 
to  children  who  otherwise  would  have  received  no  care  because  of  lack 
of  resources  or  of  even  a physician  in  their  locality. 
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These  children  previously  might  have  been  doomed  to  premature 
death  or  major  handicap.  Current  fiscal  constraints  resulting  from 
the  severe  cutbacks  of  RMP  funds  have  seriously  jeopardized  this  ex- 
cellent program.  It  is  impossible  to  hold  the  team  together  without 
funding  and  the  potential  benefits  of  the  excellent  original  organizing 
efforts  are  being  dissipated  and  wasted. 

Gentlemen,  this  is  a tragedy. 

In  my  own  part  of  the  country,  there  is  one  children’s  medical  cen- 
ter capable  of  serving  the  needs  of  Washington,  Idaho,  Alaska,  and 
parts  of  Montana;  this  comprises  approximately  one  quarter  of  the 
geographioal  area  of  the  United  States. 

We  have  the  physical  capability  and  the  availability  of  highly 
trained  physicians  and  paramedical  personnel  to  be  an  outstanding 
pediatric  pulmonary  center  and  provide  much  needed  care  for  the 
more  than  120,000  children  of  the  area  who  are  hospitalized  annually 
with  respiratory  problems. 

For  the  past  3 years  we  have  tried  in  vain  to  be  funded  by  the  RMP 
as  a pediatric  pulmonary  center.  We  were  fortunate  enough  to  Obtain 
a project  grant,  but  as  so  aften  happens  the  grant  has  been  discon- 
tinued before  the  project  has  been  completed  and  other  sources  must 
be  sought  for  the  project’s  continuation  and  completion. 

Inadequate  funding  of  the  RMP  in  our  area  is  causing  much  mi- 
necessary  suffering  by  the  pediatric  pulmonary  cripples  of  the  North- 
west part  of  these  great  United  States. 

To  continue  already  established  programs  in  California,  New  York, 
Hawaii,  New  Mexico,  Colorado  and  Wyoming  and  others  of  equal 
importance  which  must  be  continued,  $10,123,000  is  required. 

To  fund  new  pediatric  pulmonary  projects  in  other  parts  of  the 
country  an  additional  $5,300,000  is  required. 

I therefore  recommended  to  the  committee  that  the  regional  medical 
programs  budget  include  $15,423,000  designated  for  pediatric  pul- 
monary programs. 

The  States  may  be  able  to  assume  financial  responsibility  for  the 
regional  medical  programs  in  fiscal  year  1973 ; they  cannot  in  fiscal 
year  1972,  and  the  children  and  young  adults  with  serious  lung  disease 
must  not  suffer  the  consequences  of  an  unfortunate  financial  picture. 

RESEARCH 

The  regional  medical  programs  then  represent  the  care  or  clinical 
aspect  of  saving  and  improving  the  lives  of  lung- damaged  children. 

Adequate  funding  of  the  National  Institute  of  Arthritis  and  Meta- 
bolic Diseases,  on  the  other  hand,  will  help  provide  the  research  neces- 
sary to  better  understand  these  diseases  and  to  discover  ways  to  iden- 
tify carriers  of  genes  for  various  inherited  lung  and  metabolic  dis- 
abilities. 

Various  studies  in  progress,  many  of  them  supported  by  the 
NI AMD,  have  identified  chemical  abnormalities  at  the  cellular  level 
and  provide  a basis  for  fitting  together  the  many  puzzling  aspects  of 
such  diseases  as  cystic  fibrosis  so  that  more  appropriate  treatment  and 
even  cure  come  closer  to  realization. 

It  is  critical  that  this  research  be  continued  and  expanded.  This  can- 
not be  done,  however,  if  the  reduction  from  1971  levels  in  the  budget 
of  the  NIAMD  is  allowed  to  stand. 
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The  proposal  of  the  administration  is  for  the  appropriation  of  $134,- 
400,000.  Serious  needs  will  not  be  met  and  opportunities  will  be  missed 
if  the  reduction  remains. 

The  cystic  fibrosis  research  programs  will  be  among  those  that  will 
unquestionably  be  affected.  I therefore  recommend  t&t  the  NIAMD 
be  funded  at  $153,000,000  as  a minimum,  to  provide  for  the  continua- 
tion of  present  programs  at  their  current  levels,  considering  infla- 
tionary factors. 

TEACHING 

An  adequate  approach  to  health  necessarily  involves  teaching. 

The  policy  of  cutting  back  on  the  training  of  scientists,  which  is  evi- 
dent in  this  year’s  executive  budget  proposal,  must  not  be  permitted  to 
go  unchallenged. 

This  is  part  of  a plan,  openly  avowed  by  Secretary  Richardson  in 
Senate  testimony  last  year,  to  scale  down  research  activities. 

Can  there  be  a promising  future  for  scientific  discovery,  and  in  turn, 
for  medical  care,  without  trained,  qualified  scientists  ? 

The  $3.6  million  in  training  funds  that  were  transferred  from  the 
NIAMD  to  the  Bureau  of  Health,  Manpower,  and  Education  must  be 
returned  to  the  NIAMD. 

PREVENTION 

Lastly,  and  perhaps  of  the  greatest  importance  to  all  people,  is  the 
genetics  task  force. 

One  year  ago  Dr.  Joshua  Lederberg,  testifying  on  behalf  of  the  Na- 
tional Cystic  Fibrosis  Research  Foundation,  presented  to  you  the  grow- 
ing problem  of  genetic  disease  in  our  country. 

He  mentioned  that  perhaps  as  many  as  25  percent  of  the  hospital 
beds  in  this  country  are  occupied  by  patients  suffering  from  ailments 
with  inherited  components;  that  most  practicing  physicians  in  this 
country  do  not  have  the  resources  to  deal  with  the  genetic  problems 
inherent  in  many  of  the  conditions  they  treat ; that  the  Nation,  as  well 
as  the  countless  families  of  the  aflicted,  suffer  from  the  burden — finan- 
cial and  emotional — of  caring  for  the  chronically  ill  over  many  years. 

The  sadness  of  constant  pain,  death  of  children,  the  sight  of  a 
would-be  joyful  child  limited  to  subdued  activity,  is  immeasurable. 

Elimination  of  these  problems  can  only  occur  through  prevention 
of  disease. 

There  has  been  a sharp  decrease  of  infectious  disease  in  the  past  two 
decades  because  of  a concentrated  attack  in  research  and  the  applica- 
tion of  that  research  to  the  care  of  children. 

Similarly,  research  in  genetics  will  ultimately  provide  the  solution 
to  inherited  disease.  That  is  why  last  year  the  National  Cystic  Fibrosis 
Research  Foundation  proposed  the  creation  of  a special  task  force 
for  genetic  disease  control  to  be  coordinated  with  the  National  Insti- 
tutes of  Health. 

This  effort  should  greatly  facilitate  the  most  efficient  planning  and 
funding  of  further  research  in  this  field. 

You  wisely  responded  to  this  idea  with  an  appropriation  of  $10 
million. 

Your  sponsorship  of  this  legislation  may  be  said  to  have  ushered 
in  the  era  of  genetic  medicine — a period  which  will  see  the  cure  or 
prevention  of  many  of  mankind’s  inherited  ills. 
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Currently,  only  $7.5  of  the  $10  million  designated  for  the  genetics 
task  force  was  released  for  research.  An  excellent  start  has  been  made 
on  the  basis  of  the  $7.5  million,  and  Ave  can  be  grateful  that  the  Con- 
gress and  the  Executive  Office  have  officially  recognized  the  importance 
of  genetic  medicine;  nevertheless,  provision  must  be  made  for  filling 
current  needs  and  allowing  future  groAvth. 

To  insure  the  continuance  of  investigations  started  by  last  year’s 
budget  and  to  fund  additional  meritorious  projects,  an  additional  $10 
million  is  necessary.  We  therefore  recommend  that  the  genetics  task 
force  be  funded  at  $20  million  for  fiscal  year  1972. 

SUMMARY 

In  summary,  gentlemen,  the  children  of  America  need  your  help. 

1.  To  continue  already  established  pediatric  pulmonary  disease  pro- 
grams, $10,123,000,  and  to  fund  new  pediatric  pulmonary  disease  pro- 
grams in  areas  where  none  exist,  $5,300,000,  making  a total  of  $15,- 
423,000  in  the  regional  medical  programs  service  for  the  pediatric  pul- 
monary projects. 

2.  To  fund  the  essential  programs,  including  cystic  fibrosis,  the 
NIAMD  needs  $153  million.  Included  in  this,  in  order  to  continue 
training  essential  scientists  in  the  field  of  cystic  fibrosis  and  inherited 
metabolic  diseases,  the  NIAMD  needs  the  $3,600,000  returned  that  was 
transferred  to  another  bureau  last  year. 

3.  To  continue  research  in  genetic  diseases,  the  genetics  task  force 
needs  $20  million  for  fiscal  year  1972. 

These  moneys  will  enable  the  physicians  and  scientists  of  America 
to  improve  the  health  of  our  children  and  insure  the  continuing  health 
of  our  Nation. 

Thank  you  for  the  opportunity  to  bring  to  you  this  important 
message. 

Senator  Magxuson.  How  much  was  the  grant  for  the  pediatric 
pulmonary  center? 

Dr.  Docter.  Only  $60,000. 

Senator  Magxusox.  Let  me  state  here  the  appropriation  for  KMP 
programs  last  year.  This  is  total  grants,  technical  assistance,  program 
management,  and  it  was  $111,608,000  for  the  total  overall.  The  1972 
budget  estimate  was  cut,  and  there  was  $44  million  impounded  last 
year,  so  that  even  made  it  worse,  and  when  you  talk  about  $60,000  for 
that  great  big  institution  out  in  our  area,  it  is  tragic. 

Dr.  Docter.  I agree. 

Senator  ^Iagxe^sox.  And  there  is  a lot  of  private  sector  money  in- 
volved in  this  too,  people  respond  very  good  out  there,  I know  that, 
and  you  know  it. 

I suppose  it  is  truly  the  same  way  all  over  the  country. 

Now,  the  Institute  on  Arthritis  and  Metabolic  Diseases,  we  had 
$134  million  last  year,  and  you  recommend  how  much  ? 

Dr.  Docter.  $153  million. 

Senator  Magxusox.  Which  would  be  upped  by  $18  million, 
approximately. 

Now,  that  is  the  institute  itself  ? 

Dr.  Docter.  Yes,  sir. 

Senator  Magxusox.  Now,  we  frankly,  we  do  not  have  the  same 
approach,  or  there  is  not  around  here  the  money  for  the  institutes. 
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as  the  trouble  we  had  getting  money  for  the  regional  medical  program, 
and  the  two  have  a great  deal  in  common,  one  cannot  do  it  unless 
there  is  enough  research. 

Dr.  Docter.  That  is  correct. 

Senator  Magnuson.  In  your  summary,  item  two,  where  did  they 
put  the  $3,600,000? 

Dr.  Docter.  It  was  transferred  to  another  agency,  health  man- 
power, I guess.  We  will  find  out  about  that. 

I could  let  you  know. 

Senator  Magnuson.  That’s  all  right.  We  can  find  out  about  that. 

Senator  Cotton.  What  are  some  of  the  areas  where  no  pediatric 
pulmonary  disease  programs  exist? 

Dr.  Docter.  Well,  I would  like  to  mention  Idaho,  Montana,  Alaska, 
I mentioned  a number  of  areas  in  the  western  part  of  the  United 
States. 

Senator  Co'tton.  They  do  not  exist  at  all  ? 

Dr.  Docter.  There  is  nothing  there  at  all.  Wyoming,  I guess,  gets 
some  from  Colorado. 

Senator  Cotton.  How  about  New  England  ? 

Dr.  Docter.  New  England  is  better  cared  for  than  the  western  part 
of  the  country,  but  there  are  some  areas  there  where  these  projects 
do  not  reach,  up  in  some  of  the  rural  areas,  up  in  Maine,  and  some  in 
those  areas. 

Senator  Magnuson.  Well,  we  thank  you  for  coming,  and  we  appreci- 
ate it  very  much. 

We  will  take  a long  look  at  these  items,  because  I,  just  for  one, 
cannot  understand  how  we  can  expect  to  do  the  job  that  has  got  to  be 
done  within  our  geographic  area  for  $60,000.  Maybe  we  should  not 
even  start  it.  It  is  discouraging. 

Dr.  Docter.  It  is  very  discouraging. 

Senator  Cotton.  In  watching  television,  I have  noted  several  ap- 
peals for  contributions  to  the  cause  of  cystic  fibrosis. 

How  is  the  public  responding  ? 

Dr.  Docter.  We  have  about  a half  a million  dollars  of  that  money 
that  we  are  trying  to  distribute  in  over  40  different  centers,  and  it 
goes  pretty  thin.  We  cannot  give  any  one  center,  the  largest  grant  we 
are  able  to  give  any  one  center  is  about  $30,000  for  1 year,  and  this 
just  practically  scratches  the  surface,  and  it  gets  people  excited,  but 
they  do  not  have  enough  money. 

Senator  Cotton.  Do  you  have  any  contributions  from  foundations  ? 

Dr.  Docter.  There  are  some  foundation  funds.  I cannot  give  any 
specific  amounts  though. 

Most  of  them  are  from  small  groups  in  the  various  communities  in 
the  country.  This  is  money  that  comes  from  the  people.  They  are  rela- 
tively few  with  regard  to  foundation  funds. 

Senator  Magnuson.  And,  of  course,  sometimes  when  you  get  a unit 
like  the  Children’s  Orthopedic  Hospital  in  Seattle,  there  is  a great 
deal  of  private  sector  money. 

Senator  Cotton.  Does  most  of  the  private  money,  such  as  at  your 
hospital,  go  to  treatment  rather  than  to  research  ? 

Dr.  Docter.  It  is  specifically  allocated  for  treatment.  None  of  the 
money  in  our  hospital  goes  in  for  private  research. 

Senator  Cotton.  You  are  more  dependent  on  the  Federal  Govern- 
ment for  research  ? 
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Dr.  Docter.  That  is  correct. 

Senator  Magnuson.  Thank  you  very  much. 

STATEMENT  OF  JACOB  CLAYMAN,  ADMINISTRATIVE  DIRECTOR, 
INDUSTRIAL  UNION  DEPARTMENT,  AFL-CIO 

OCCUPATIONAL  HEALTH  AND  SAFETY 

Senator  Magnuson.  We  will  now  hear  from  Jacob  dayman,  ad- 
ministrative director,  Industrial  Union  Department,  AFL-CIO. 

Mr.  Clayman.  Thank  you  very  much,  Mr.  Chairman. 

I have  with  me  this  afternoon  Mr.  Sheldon  Samuels,  who  is  the  di- 
rector of  the  new  department  we  have  that  we  just  created,  and  which 
I represent  today.  This  department  is  known  as  the  Occupational  Safe- 
ty and  Health  Department  in  Health  and  Environmental  Affairs, 
and  also  Philip  Dougherty  to  my  right  of  our  legislative  depart- 
ment. 

I will  be  relatively  brief,  Mr.  Chairman,  but  let  me  preface  ex- 
temporaneously. 

I would  like  to  say  a few  words  indicating  the  nature  of  our 
agency  on  the  occupational,  safety  and  health  appropriation. 

Many  of  us  who  have  spent  a half  a lifetime  dreaming  and  work- 
ing toward  the  passage  of  a bill  which  ultimately  became  the  law, 
in  April  of  this  year,  we  are  now  concerned  with  where  are  we  now 
that  this  law  may  be  frittered  away  by  making  an  inadequate  start. 

We  are  aware  of  what  has  been  happening  in  most  of  the  States 
in  terms  of  safety  laws,  out  of  my  own  experience,  in  that  area,  and 
I can  report  to  you,  in  the  main,  the  States  have  done  exceedingly 
poor  in  implementing  their  own  safety  laws. 

The  Federal  Government  has  not  done  very  well  either  unfor- 
tunately. 

We  have  an  example  of  mining  safety,  and  we  have  the  example  of 
what  is  Walsh  Heale}^  where  the  language  of  laws  was  relatively  mean- 
ingful, but  we  fail  to  implement  the  law. 

We  do  this,  firstly,  because  we  fail  to  put  enough  money  into  the 
law,  or  the  laws,  and,  secondly,  because  unfortunately,  these  laws 
are  caught  up  in  the  kind  of  routine  bureaucracy  that  somehow  was 
more  responsive  to  industry  needs  than  to  worker  needs,  and  so  we  are 
concerned  that  as  this  new  law  starts  out,  we  were  told  by  the  Pres- 
ident and  everybody  else,  it  was  quite  a program,  one  of  the  great 
major  breakthroughs  in  the  industrial  life  of  our  country,  but  we  feel 
it  will  be  anemic  for  lack  of  money. 

We  hope  that  this  does  not  come  to  pass,  although  we  are  coming 
rapidly  to  the  point  of  view  that  it  may  be  the  fact. 

The  Department  of  HEW  has  asked  for  roughly  $25  million  and 
let  me  point  out  to  you  quickly,  that  the  figures  of  the  Depart- 
ment of  Labor  contemplate  that  at  the  end  of  fiscal  1972,  there  will 
be  a great  total  of  300  compliance  inspectors  in  the  field,  and  when 
you  measure  300  compliance  inspectors  against  4 million  workplaces, 
it  must  be  rather  evident  that  we  are  making  too  feeble  a start. 

Now,  quickly  let  me  read  my  statement,  because  it  is  relatively  short, 
but  let  me  go  through  it  quickly. 

Mr.  Chairman,  the  Industrial  Union  Department  of  the  AFL-CIO 
is  pleased  to  have  this  opportunity  to  testify  today. 
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We  do  not  wish  to  merely  add  to  the  testimony  presented  on  behalf 
of  the  whole  AFL-CIO  by  Mr.  Kenneth  Peterson.  We  will  focus  on 
one  problem : Occupational  safety  and  health. 

We  have  appeared  before  you  many  times  seeking  support  for  pro- 
grams that  affect  all  Americans.  Our  mission  is  unchanged.  We  are  ad- 
dressing ourselves  to  the  protection  of  the  American  workforce,  of 
the  workingmen  and  women  whose  energies  and  skills  are  being  lost  to 
society,  their  families  and  themselves  through  job-related  death,  illness, 
and  injury. 

We  appear  before  you  with  deep  concern,  because  in  substance  our 
plea  is  not  very  different  from  what  we  have  said  prior  to  the  passage 
of  the  Occupational  Safety  and  Health  Act  of  1970.  The  hopes  of  orga- 
nized labor  that  this  landmark  legislation  would  mean  a new  era  of 
work  without  fear  are  being  buffeted  about. 

The  right  to  a safe  workplace,  ratified  by  the  Congress,  is  being 
diluted  and  thereby  denied  to  us  by  administrative  fiat.  This  is  the 
true  meaning  of  the  administration’s  proposed  budget. 

The  Labor  Department  has  asked  for  fewer  inspectors  for  millions 
of  workplaces  than  has  been  allocated  to  inspect  hundreds  of  mines. 

The  Department  of  Health,  Education,  and  Welfare  admits  that 
thousands  of  technicians  and  paraprofessionals  must  be  trained  if  the 
act  is  to  be  fully  implemented.  But  with  some  difficulty,  one  can  only 
find  about  $300,000  of  key  extramural  funds  for  this  purpose  in  their 
proposal.. 

The  budget  of  the  Occupational  Safety  and  Health  Eeview  Com- 
mission does  not  even  provide  for  an  adequate  skeleton  staff. 

The  budget  for  the  whole  program  is  relatively  a pittance,  a hand- 
ful of  alms,  which  can  do  very  little  to  slake  the  suffering  and  pain  of 
millions  of  American  workers. 

We  request  a reexamination  of  the  budget  of  the  Commission.  We 
endorse  Mr.  Peterson’s  plea  for  1,000  more  inspectors. 

But,  in  addition,  we  urgently  seek  a doubling  of  the  HEW  budget  and 
are  direction  of  the  spending  patterns  of  the  Department  otf  Labor. 

The  President’s  health  message  called  for  an  “aggressive”  occupa- 
tional health  program. 

W e wish  this  were  true. 

The  health  aspects  of  the  working  environment  vastly  overshadow 
the  safety  aspects,  and,  but  unfortunately,  receive  the  least  attention 
from  the  administration.  The  proposed  HEW  effort  in  research  and 
education  is  at  best  puny. 

Their  frontline  effort,  the  critical  hazard  evaluation  function,  con- 
sists of  the  assignment  of  two  professionals  to  each  of  the  10  HEW 
regional  offices,  20  men. 

There  will  be  barely  enough  people  to  answer  the  telephones. 

The  Labor  Department,  which  has  the  primary  enforcement  func- 
tion, not  only  has  too  few  people  but  its  planning  hardly  suggests  a 
credible  program  for  combating  health  hazards  on  the  job. 

Of  the  115  compliance  officers  selected  to  attend  the  first  five  train- 
ing classes  conducted  by  the  Occupational  Safety  and  Health  Admin- 
istration, only  seven  were  industrial  hygienists. 

None  had  labor  backgrounds  that  would  have  made  them  sensitive 
to  occupational  health  problems.  They  were  exposed  to  a curriculum 
that  deemphasized  this  area  of  concern. 
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The  reasons  for  this  strategy  are  obvious : The  Labor  Department 
seeks  quick,  easy  victories  to  achieve  superficial  success. 

This  is  strong  language.  Let  me  justify  it.  The  common  safety 
hazards,  which  we  know  most  about  and  are  the  easiest  to  document, 
require  the  least  trained  inspectors,  the  least  capital  investment  for 
correction  by  management,  and  are  seemingly  solved  by  placing  the 
burden  of  prevention  on  the  individual  worker  through  so-called  edu- 
cational programs. 

The  Labor  Department’s  target  industry  program  is  aimed  at  this 
class  of  hazard,  but  the  common  safety  hazards,  as  a proportion  of 
the  total  problem,  decrease  as  the  work  process  becomes  mechanized 
through  new  technologies. 

The  hazards  of  the  new  technologies  in  the  main  are  being  ignored. 

The  difficulties  of  grappling  with  them  seem  to  preclude  an  honest 
effort  toward  solving  these  problems  by  the  Department  of  Labor. 

The  targets  were  chosen  over  our  objections.  But  our  opinion  ac- 
counts for  very  little  in  the  administration  of  this  program. 

Much  is  said  by  the  Government  about  worker  responsibility  in  job 
safety  and  health. 

We  are  fully  aware  of  this  responsibility,  and  at  our  initiative,  we 
have  met  repeatedly  with  the  Department  of  Labor  to  offer  our  skilled 
personnel,  facilities,  and  financial  resources  for  a joint  Government- 
labor  attack  on  the  problem. 

This  offer  has  been  rejected. 

Instead,  -over  our  protests,  the  Department  of  Labor  has  chosen  to 
“educate”  us  through  corporate  middlemen,  such  as  the  Boeing  Corp. 

This  company  has  been  given  a contract  for  $65,000,  about  half  of 
which  represents  administrative  costs,  overhead  and  profit. 

The  balance  of  the  contract  is  to  be  spent  for  52  “orientation”  pro- 
grams, an  impressive  number  for  the  annual  report. 

The  invaluable  and  massive  apparatus  for  education  developed  so 
painfully  by  the  labor  movement  over  generations  is  a structure  which 
should  be  utilized  in  the  implementation  of  a serious  strategy  of  en- 
forcement and  education. 

We  urge  on  this  committee  a reevaluation  of  the  requests  of  the  De- 
partments of  Labor  and  HEW  with  the  earnest  hope  that  they  will  be 
drastically  upgraded  to  perform  the  imperative  job  called  for  in  the 
Occupational  Health  and  Safety  Act  of  1970. 

I do  not  know  that  I can  put  a dollar  figure  on  our  recommendation, 
but  if  I were  to  talk  in  terms  of  doubling  and  tripling,  I would  not  be 
off  the  mark. 

I was  listening  today,  it  was  an  extraordinary  liberal  education  for 
me,  I must  say,  to  our  research,  in  the  area  of  a variety  of  diseases  and 
illnesses  which  affect  our  population,  and  I suspect  we  do  not  put 
enough  of  our  resources  into  those  areas,  but  all  of  those  consequences 
that  you  heard,  perhaps  more,  are  the  result  in  too  many  cases  of 
job  exposure,  new  chemicals,  dust,  fumes,  the  entire  atmospheric  condi- 
tion, a quickly  changing  job  climate. 

I think  there  are  estimated  to  be  12,000  chemicals  used  in  the  indus- 
tries these  days,  and  we  have  threshold  limits  for  only  400,  so  you 
can  see  the  enormous  need  for  the  quickest  kind  of  research,  and  here 
HEW  has  come  up  with  a request  for  $25  million,  which  in  our  judg- 
ment is  utterly  inadequate  for  even  a beginning,  and  so  I again  express 
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our  hope  that  it  is  not  too  late  for  this  committee  and  the  Senate  to 
drastically  operate  the  kind  of  perspective  so  far  perceived  by  HEW 
and  Labor,  which  we  think  is  much  too  narrow. 

We  appreciate  very  much  this  opportunity  at  the  end  of  this  long 
day  to  address  you. 

Thank  you. 

Senator  Magnuson.  Thank  you,  Mr.  dayman.  Of  course,  we  did 
pass  the  act 

Mr.  Clayman.  I know,  and  I am  grateful. 

Senator  Magnuson.  And  the  two  Senators  here  supported  it  whole- 
heartedly. We  also  have  a long  overdue,  I thought,  we  have  the  Mine 
Safety  Act  and  the  Railroad  Safety  Act,  and  the  Maritime,  and  all  of 
the  rest,  and  this  picks  up  the  people  who  should  have  been  picked  up 
a long  time  ago. 

Now  the  act  is  there,  it  prescribes  a responsibility  to  enforce  it,  it 
sets  up  some  guidelines,  and  there  are  going  to  be  some  administration 
guidelines  I suppose,  some  from  Labor  and  HEW,  but  they  came  up 
with  a figure  of  $34,955,000  for  1972,  plus  $13  million  that  we  put  in 
supplemental,  which  makes  a total  of  $49  million  for  the  act  for  the 
enforcement. 

Now,  I do  not  know  how  many  inspectors  that  would  give  them,  but 
they  estimated  that  it  will  give  them  1,458  inspectors.  That  is  their 
estimate. 

Mr.  Clayman.  The  figures  I have  do  not  sustain  that  allegation. 

Senator  Magnuson.  Well,  the  figure  I give  you  is  under  the  line  of 
improving  safety,  and  other  working  conditions,  and  positions  would 
be  1,458,  that  is  what  they  claim. 

Now,  Mr.  Peterson  and  yourself  talk  about  a thousand  more,  so 
that  would  be  2,400  ? 

Mr.  CivAYMAN.  We  are  talking  about  a thousand  more,  and  I must 
confess,  as  I use  that  figure,  I mean  approach  to  this  problem.  You 
have  to  relate  this  to  the  4 million  workshops. 

Senator  Magnuson.  We  will  check  them  on  this.  I think  they  are 
probably  adding  a few,  but  they  requested  $14  million  more  for  447 
positions  for  the  new  Occupational  Safety  and  Health  program  of 
which  $7  million  is  to  provide  full-year  cost  of  positions  authorized  in 
1971. 

This  increase  is  needed  to  bring  the  operational  framework  neces- 
sary for  the  far-reaching  regulatory  enforcement  assigned  to  the  De- 
partment under  the  act,  and  we  will  check  on  these  positions,  but  I 
think  the  committee  ought  to  be  clear  on  that,  and  when  Mr.  Peterson 
and  yourself  talk  about  a thousand,  you  mean  at  least  the  total  for 
purely  inspectors  ? 

Mr.  Clayman.  We  are  talking  about  the  inspectors. 

Senator  Magnuson.  Not  the  and  other  ? 

Mr.  Clayman.  For  example,  the  statistics  I have 

Senator  Magnuson.  Do  you  have  any  figure  of  how  much  you  would 
suggest  would  add  to  the  $48  million  ? 

Mr.  Clayman.  I suspect  it  will  add  roughly,  somewhat  in  excess  of 
$10  million. 

Senator  Magnuson.  To  do  that  ? 

Mr.  Cgayman.  Yes. 

Senator  Magnuson.  Well,  the  $13  million  is  by  the  board  now. 
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That  is  last  year. 

For  additional  inspectors,  I do  not  think  this  committee  is  in  any 
position  to  use  the  words  “nine  himdred  or  a thousand,”  or  “for  addi- 
tional inspectors,  x number  of  dollars.” 

Mr.  Clayman.  Let  me  clarify  these  figures. 

Mr.  Chairman,  you  may  discover  these  figures  are  subject  to  change, 
because  I get  them  second  hand,  of  course,  the  figures  I have  indicated 
that  are  in  this  very  important  area  of  compliance,  because  all  of  the 
research  in  the  world  would  not  be  worth  anything  unless  we  have  the 
serious  meaningful  compliance. 

There  were  330  total  inspectors  contemplated,  field  inspectors  con- 
templated out  in  the  field,  and  80  in  addition  in  the  main  offices. 

That  would  make  a total  of  410,  and  the  thing  that  distresses  me  is 
that  if  we  start  to  look  at  the  law  in  those  dimensions,  as  against  4 
million  workshops,  then  it  seems  to  me  the  straight  achievement  that 
all  of  us  have  a right  to  see  accomplished,  that  it  will  be  another  paper 
operation,  and  after  all  of  the  years  of  Walsh-Healey  covering  mil- 
lions of  workers,  we  came  up,  as  I recall,  finally  with  about  19  so- 
called  compliance  engineers. 

Now,  part  of  the  fault  was  part  of  the  labor  movement  too.  We  did 
not  press.  We  did  not  beat  our  chest  in  public. 

Well,  it  has  been  a kind  of  lesson  to  us.  As  far  as  we  can  help,  we 
are  not  going  to  repeat  that  mistake,  and  that  is  why  we  are  here 
pleading  with  you,  perhaps  even  emotionally,  I am  afraid,  here  before 
this  committee,  this  subcommittee. 

Senator  Magnuson.  Well,  we  will  take  a look  at  it,  and,  of  course, 
there  was  some  testimony,  and  whatever  the  number  is,  we  will  find 
out  exactly  what  it  is,  but  this  was  the  beginning,  because  the  act  was 
new,  and  they  had  to  feel  their  way,  and  they  could  not  train  that 
many,  and 

Mr.  Clayman.  They  can  if  they  want. 

Senator  Magnuson.  And  they  will  have  to  come  back  maybe  in  the 
supplemental,  but  we  will  work  on  it. 

Even  if  the  Appropriations  Committee  said  you  hire  500  more  in- 
spectors, we  have  had  some  experience  with  that,  and  if  they  do  not 
want  to  do  it,  they  will  not  do  it. 

Mr.  Clayman.  It  is  not  just  a matter  of  money,  it  is  a matter  of  will, 
but  if  you  do  not  give  them  the  money,  they  will  have  an  excuse. 

They  will  be  able  to  say  we  cannot  do  this  job  because  we  do  not 
have  enough  money. 

At  least  let’s  eliminate  that  excuse. 

Thank  you  very  much. 

Senator  Cotton.  I would  like  to  add  just  one  point.  I was  interested 
in  your  reference  to  the  Occupational  Safety  and  Health  Commission. 
I was  present  at  the  hearing  when  their  testimony  was  given.  It  is  my 
recollection  that  the  Commission  practically  boasted  of  the  minimal 
staffing,  such  as  one  hearing  examiner,  one  lawyer,  and  so  on. 

Now,  it  seems  to  me  they  were  not  expecting  many  cases.  I asked 
them  about  their  workload  estimate.  I suggested  to  them  that  one 
lawyer  would  not  be  sufficient,  even  to  look  up  the  facts  in  one  case,  and 
one  hearing  examiner,  and  my  recollection  is  that  the  Chairman 
thought  the  small  staff  would  see  them  through  1972,  which  obviously 
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indicated  that  they  thought  that  they  would  not  have  much  work 
during  this  period  of  time. 

Mr.  Clayman.  If  they  think  so,  it  is  based  on  the  longest  of  surmises, 
and  that  cannot  possibly  be  predicted. 

Senator  Cotton.  Perhaps  it  is  the  paucity  of  inspectors. 

Mr.  Clayman.  You  just  made  a point,  and  that  may  make  profound 
sense,  that  perhaps  the  Chairman  of  that  Commission  contemplates 
there  will  not  be  vigorous  enforcement,  and  if  there  is  not  vigorous 
enforcement,  then  obviously,  they  are  not  going  to  have  any  appeals, 
and  there  will  not  be  any  penalties,  and  if  you  will  forgive  me,  every 
time  another  point  is  made,  it  opens  up  another  series  of  thoughts, 
and  then  I will  quit,  as  far  as  I am  concerned,  as  soon  as  I have  made 
this  point,  I will  quit. 

I have  emphasized  compliance,  because  in  a practical  way  this  is  the 
first  issue  you  discern  by  the  man  in  the  shop. 

He  se^  the  dangers,  he  knows  the  dangers,  and  he  figures  that 
nothing  is  being  done  until  he  sees  somebody  representing  his  Govern- 
ment there  in  front  of  him  looking  at  him,  and  so  I have  reflected  his 
concerns,  but  take  a look,  for  example,  at  standards,  and  they  are  ter- 
ribly poor,  the  development  of  standards,  affecting,  as  I have  said 
conceivably  hopefully  in  due  time,  these  12,000  chemicals  we  talk  about 
only  400  are  having  threshold  limits  now  defined. 

We  have  got  140  people  who  are  going  to  be  assigned  to  the  develop- 
ment of  new  standards  through  fiscal  1972. 

Now,  training  of  personnel,  they  say  we  cannot  train  through  1972, 
and  that  there  will  be  24  in  the  entire  country  involved  in  the  training 
process. 

In  administration  there  will  be  109,  and  that  may  be  entirely 
necessary. 

I do  not  know  whether  it  is  enough  or  not,  but  there  you  have  other 
areas  of  very  serious  concern;  standard  setting,  training,  again,  a 
paucity  of  personnel,  and  part  of  it  in  our  judgment  is  not  the  in- 
capacity to  set  up  an  apparatus  with  relative  speed,  but  a feeling  of 
the  kind  of  lazy  bureaucratic  feeling,  let’s  go  slow,  let’s  do  this  very 
deliberately,  and  I do  not  want  to  jerk  the  hot  strings,  but  while  this  is 
happening,  then  there  are  thousands  more  killed  on  the  job  needlessly, 
and  tens  of  thousands  hurt,  and  with  some  kind  of  disease,  and  others 
with  disabling  injuries,  and  this  is  simply  because  the  Department  of 
Labor  and  HEW  now  see  this  program  as  one  that  you  slide  through, 
doing  as  much  as  is  necessary  to  prevent  serious  public  disturbance. 

Senator  Cotton.  In  the  words  of  the  Supreme  Court,  with  delibera- 
tive speed. 

Mr.  Clayman.  Yes,  I know  the  term. 

Senator  Magnuson.  Do  you  conceive  that  we  exempted  States  from 
occupational  law^s  bv  passing  the  Federal  law  ? 

Mr.  Clayman.  No,  sir. 

Senator  Magnuson.  I am  speaking  legally  now. 

Mr.  Clayman.  No,  we  did  not  exempt  the  States. 

Senator  Magnuson.  We  did  not  deliberately  exempt  them,  but  some 
employers  may  suggest  that  they  do  not  come  under  the  State  law. 

My  State  has  a strict  law.  I do  not  want  to  lose  that  because  we  passed 
a Federal  law. 
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Mr.  Clayman.  No,  your  State  retains  that,  but  if  you  have  stand- 
ards below  Federal  standards 

Senator  Magnuson.  Then  we  pick  them  up  ? 

Mr.  Clayman.  That  is  correct.  But  if  your  State  standards  are 
higher,  then 

Senator  Magnuson.  The  States  can  make  them  tougher,  if  they 
wish  ? 

Mr.  Clayman.  They  can,  and  they  must  comply  with  standards  set 
by  the  Department  of  Labor,  and  they  can  also  take  over  the  com- 
pliance of  the  law,  and  that  should  be  helpful  for  the  future,  but 
this  has  nothing  to  do  with  the  appropriation. 

Forgive  me  for  telling  you  this,  but  we  had  one  devil  of  a time  on 
a question  of  whether  worker  representatives  could  walk  through  the 
shop  with  the  inspector,  and  also  with  the  employer ; we  had  a con- 
siderable fight  on  that;  but  Congress  resolved  it,  faced  up  to  that  fact, 
and  said  the  representatives  of  workers  have  the  right  to  walk  through 
the  shop,  otherwise,  heaven  knows,  what  kind  of  duplicity  might 
develop. 

Well,  there  is  a pending  rule  of  the  Department  of  Labor,  which 
suggests  that  the  States  need  not  have  that  same  provision,  and  if  you 
sense  that,  you  will  get  an  idea  of  our  growing  frustration  in  this 
newly  developing  law,  which  we  fought  so  hard  for,  and  you  folks  did 
too,  and  which  holds  yet  such  great  promise  for  what  is  ultimately 
for  the  employees  who  need  protection. 

Senator  Magnuson.  All  right.  We  appreciate  your  testimony,  and 
we  thank  you  very  much,  Mr.  Clayman. 

We  will  take  a look  at  that,  and  I want  to  get  the  record  correct  on 
what  would  be  their  numbers. 

We  will  do  that. 

Mr.  Clayman.  Thank  you  very  much. 

LETTERS  or  INTERNATIONAL  CHEMICAL  WORKERS  UNION  AND  TEXTILE 
WORKERS  UNION  OF  AMERICA 

Senator  Magnuson.  The  committee  has  received  communication 
from  the  International  Chemical  Workers  Union,  Mr.  Thomas  Boyle, 
president,  and  the  Textile  Workers  Union  of  America,  Mr.  Sol  Stetin, 
general  secretary-treasurer  which  will  be  included  in  the  record  at 
this  point. 

(The  letters  follow :) 
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PHONE  (216)  067^2444 


International  Chemical  Workers  Union 


1655  West  Market  Street,  Akron,  Ohio  44313 


THOMAS  E.  BOYLE.  PRESIDENT 


JOHN  GRATZ,  SECY-TREAS. 


The  Honorable  Allen  J.  Ellender,  Chairman 
Senate  Committee  on  Appropriations 
245  Old  Senate  Office  Building 
Washington,  DC  20510 

The  Honorable  George  H.  Mahon,  Chairman 
House  Committee  on  Appropriations 
2314  Rayburn  House  Office  Building 
Washington,  DC  20515 

Gentlemen; 

The  advent  of  the  Occupational  Safety  and  Health  Act  of  1970  provides 
our  nation  with  the  opportunity  to  save  our  economy  billions  of  dollars  due 
to  accidents  and  deaths  in  our  labor  force  by  eliminating  hazards  in  the 
working  environment . To  effect  these  savings  and  relieve  the  concomitant 
human  misery  will  require  that  the  Labor  Department  and  the  newly  established 
National  Institute  for  Occupational  Safety  and  Health  receive  adequate  fund- 
ing from  Congress  to  augment  their  new  roles  in  worker  health. 

It  is  disturbing  to  our  union  that  the  administration’s  requests  for 
appropriations  do  not  meet  the  criteria  set  forth  by  the  experts  in  the 
middle  echelons  of  either  HEW  or  Labor.  The  $7-8  million  requested  increase 
in  occupational  health  monies  to  HEW  to  further  the  Act’s  ambitious  programs 
does  little  but  scratch  the  surface  - fifteen  cents  for  each  of  the  57,000,000 
workers  whose  health  NIOSH  is  to  help  safeguard . 

Similarly,  the  Labor  Department  appropriations  request  would  place  only 
330  Compliance  Officers  in  the  field  by  next  July.  To  cover  the  over  4,000,000 
work  places  with  just  one  inspection  by  July  1972,  each  Compliance  Officer  would 
need  to  make  over  12,000  inspections.  We  need  at  least  1,000  more  Compliance 
Officers  as  soon  as  possible. 

While  we  speculated  about  the  health  of  57  million  workers  and  the  ap- 
proximately $50  million  which  the  administration  has  requested  from  Congress 
to  carry  out  its  safety  and  health  responsibilities,  we  were  taken  aback  by 
the  request  for  $155  million  to  carry  out  a "crash  program”  relative  to  drugs 
and  drug  addiction.  Our  union  is  actively  working  in  the  drug  and  alcoholic 
fields  in  cooperation  with  many  managements  and  community  groups.  We  under- 
stand the  problems  and  applaud  the  President’s  action.  However,  we  cannot  un- 
derstand the  system  of  priorities  which  does  not  carry  out  either  the  intent 
of  Congress  relative  to  worker  health  or  the  wishes  of  our  people,  many  of  whom 
testified  at  congressional  hearings  as  to  flagrant  safety  hazards  and  the  onset 
of  insidious,  latent  diseases  in  the  workplace. 

We  ask  you  to  do  everything  in  your  power  to  adequately  fund  the  new 
programs  of  Labor  and  HEW  under  the  OSHA  of  1970.  The  problems  have  been 
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documented;  the  12,500  who  die  each  year  and  the  two  million  who  are  injured 
have  already  done  that.  The  need  now  is  for  rapid  action  granting  greater 
appropriations  to  these  departments  than  the  administration  has  asked.  Con- 
gress passed  a meaningful  act;  they  should  now  direct  the  President  to  ef- 
fectuate it. 

With  many  thanks  for  your  consideration  and  hopes  for  speedy  action, 


C;  Members  Senate  and  House  Committees  on  Appropriations 
Elliot  Richardson,  Secretary  of  HEW 
James  D.  Hodgson,  Secretary  of  Labor 

Harrison  A.  Williams,  Chairman,  Labor  and  Public  Welfare  Committee  - Senate 
Carl  D.  Perkins,  Chairman,  Committee  on  Education  and  Labor  - House  of 
Representatives 
Sheldon  Samuels,  lUD,  AFL-CIO 
George  Taylor  - AFL-CIO 
ICWTJ  Executive  Board 
ICWU  Departments 


I am 


Sincerely  and  respectfully, 


Thomas  E.  Boyle,  President 


TEB:nc 


opeiu  17 
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WILLIAM  POLLOCK 
Gananl  prnident 


TEXTILE  WORKERS  UNION  OF  AMERICA 


SOL  STETIN 
General  Sec'y-Treai. 


Ploco,  Now  York,  N.  Y.  10003 


(212)  673.1400 


Oniee  ot  the 

General  Secrefary-Treaturer 


The  Honorable  Warren  G»  Magnuson 
U*  Senabe 
Washington,  D.C. 

Sin 

Enclosed  is  a copy  of  a resolution  entitled  “Full  Funding 
and  Implementation  of  the  Occupational  Safety  and  Health  Act" 
adopted  by  the  Executive  Council  of  the  Textile  Workers  Union 
of  America,  on  June  8,  1971,  which  will  be  of  Interest  to  you 
as  a member  of  the  Appropriations  CommltteSf 

We  urge  yoxjr  support  of  the  objectives  outlined  in  this 
resolution. 


cz. 


Sol  Stetln 

General  Secretary-Treasurer 


SS/mf 

Enel. 
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RESOLUTION 

Full  Funding  and  Implementation  of  the 
Occupational  Safety  and  Health  Act 

The  historic  victory  for  American  workers  achieved  by  enactment  of 
the  Occupational  Safety  and  Health  Act  is  in  jeopardy.  There  is  great 
danger  that  it  may  be  nullified  by  the  failure  of  the  Nixon  Administra- 
tion to  provide  adequate  authority  and  the  possibility  that  the  Congress 
may  not  appropriate  sufficient  funds  to  provide  the  beginnings  of  a 
vigorous  and  expanding  program  of  implementation. 

Time  and  again,  we  have  seen  one  legislative  achievement  after 
another  fall  short  of  realization  because  of  inadequate  budgets  and 
appropriations.  At  the  same  time,  laws  can  be  so  construed  and  ad- 
ministered that  their  purposes  are  either  weakened  or  defeated.. 

We  are  greatly  apprehensive  that’- the  Administration's  policies  and 
plans  with  regard  to  the  new  law  may  make  it  extremely  difficult,  in 
crucial  areas,  to  secure  vigorous  and  effective  implementation. 

Textile  workers  have  a special  concern  for  the  way  in  which  this 
law  is  administered.  Pollution  of  the  environment  in  textile  mills 
presents  serious  hazards  to  their  health.  Dust  generated  in  processing 
cotton' and  asbestos  fibers  has  caused  devastating  lung  diseases.  Ex- 
cessive noise  on  the  job  has  impaired  the  hearing  of  -workers  and  created 
undue  tension  and  fatigue, 

TWuA  looks  to  the  Department  of  Labor  for  effective  action  in 
eliminating  industrial  health  hazards  from  the  nation's  textile  mills. 

The  proposed  regulations  fall  far  short  of  the  commitment  made  last 
February  4 by  Secretary  of  Labor  Hodgson  that  his  Department  "will  do 
its  part"  to  make  the  Act  work. 

They  open  up  loopholes  for  unscrupulous  employers  to  use  for  evasion 
of  their  responsibilities.  They  hem  in  the  rights  of  workers  and  their 
representatives  to  a point  where  they  cannot  effectively  enforce  those 
rights.  And  despite  a section  which  states  that  "no  advance  notice  shall 
be  given  with  regard  to  inspections,"  the  regulations  proceed  to  provide  a 
series  of  exceptions  large  enough  to  nullify  the  clear  intent  of  the  Act. 
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Unless  these  regulations  axe  amended,  the  Act's  promise  of  "safe  and  healthful 
working  conditions"  for  every  working  man  and  woman  in  the  nation  will  become  a 
cruel  hoax. 

THEREFORE,  BE  IT  RESOLVED  by  the  Executive  Council  of  the  Textile  Workers  Union 
of  America,  AFL-CIO,  CLC,  that: 

1*  We  convey  to  the  Nixon  Administration  our  conviction  that  the  fiscal  year 
1972  budget  for  carrying  out  the  objectives  of  the  Occupational  Safety  and  Health 
Act  are  inadequate  and  should  be  increased. 

2.  We  urge  all  Members  of  Congress  to  support  the  larger  appropriations  that 
are  needed  for  the  effective  administration  and  enforcement  of  the  Act. 

3.  We  call  upon  the  Secretary  of  Labor  to  amend  the  proposed  regulations 
under  the  Act  along  the  following  lines: 

(a)  No  rule  shall  be  established  under  any  circumstances  that  permits 
advance  notice  of  inspection  to  the  employer. 

Experience  under  the  Walsh-Healy  Act  and  existing  state  laws  demonstrates 
that  the  purpose  of  the  Act  can  be  fulfilled  only  if  employers  are  not 
given  advance  notice  of  inspection. 

(b)  The  Compliance  Officer  should  not  be  empowered  to  approve  or  dis- 
approve the  representative  chosen  by  the  workers,  or  the  number  of  rep- 
resentatives they  have  designated,  to  accompany  the  Compliance  Officer 
during  inspections. 

(c)  The  Compliance  Officer  should  not  be  authorized  to  deny  any  workers' 
representative  the  right  to  accompany  him  on  his  inspection  rounds 
because  of  "security  matters  or  trade  secrets."  Such  broad  terminology 
could  serve  to  nullify  the  workers'  right  to  accompany  inspectors.  The 
inclusion  of  "trade  secrets"  is  ridiculous  ard  entirely  inappropriate. 

The  only  legitimate  exception  to  this  right  should  be  in  instances  where 
national  security  matters  are  involved. 

(d)  Copies  of  all  citations  or  notices  of  violations  must  be  sent  by  the 
Department  of  Labor  to  the  collective  bargaining  agent  or  designated 
representative.  The  union  should  not  have  to  rely  on  the  employer  for 


this  information. 
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(e)  The  employer  should  be  prohibited  from  withholding  wages 
from  any  employee  for  time  spent  during  his  scheduled  hours  of 
work  in  accompanying  the  Compliance  Officer  on  his  inspection' tour , 
in  consulting  with  him,  or  in  testifying  in  any  proceeding  related 
to  this  Act. 

4.  We  also  call  upon  the  Secretary  of  Labor,  in  issuing  any  rule 
under  Section  18(b)  of  the  Act  whereby  states  may  submit  plans  to  take 
over  administration  of  standards  and  enforcement  under  the  Act,  to  provide 
that  no  proposed  state  plan  will  be  considered  unless  its  laws  provide  the 
same  coverage,  procedural  and  due  process  safeguards  to  both  employers  and 
workers,  equivalent  inspection,  citation,  enforcement,  record-keeping  and 
penalties  provisions,  and  the  same  or  equivalently  effective  standards  as 
are  found  in  the  Federal  Act  or  in  the  Secretary's  rules  at  the  time  of 
Submittal  of  the  plan. 


### 


TWUA  Executive  Council 
June  8,  1971 
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STATEMENT  OF  DR.  BENJAMIN  SIEGEL,  RESIDENT  PEDIATRICIAN 
IN  THE  DEPARTMENT  OF  SOCIAL  MEDICINE,  MONTEFIORE 
HOSPITAL,  AND  ALBERT  EINSTEIN  COLLEGE  OF  MEDICINE, 
NEW  YORK 

CHILDHOOD  LEAD  POISONING 

Senator  Magnuson.  We  will  now  hear  from  Dr.  Benjamin  Siegel, 
ae  resident  pediatrician  in  the  Department  of  Social  Medicine  of  the 
Montefiore  Hospital  and  the  Albert  Einstein  College  of  Medicine, 
New  York. 

Dr.  Siegel.  Thank  you  very  much,  Mr.  Chairman. 

Mr.  Chairman,  I appreciate  the  opportunity  to  testify  before  your 
committee  today  concerning  a serious  health  problem — childhood  lead 
poisoning. 

I am  currently  a resident  pediatrician  in  the  Department  of  Social 
Medicine  of  the  Montefiore  Hospital  and  the  Albert  Einstein  College 
of  Medicine,  New  York. 

Just  2 weeks  ago,  I completed  2 years  as  a medical  officer  in  the 
Commissioned  Corps  of  the  Public  Health  Service. 

There,  I served  on  the  HEW  Interdepartmental  Committee  on 
Childhood  Lead  Poisoning,  and  was  one  of  the  advisers  to  the  Surgeon 
General  in  the  development  of  his  policy  statement  entitled  “Medical 
Aspects  of  Childhood  Lead  Poisoning”  signed  on  October  12,  1970. 

I would  like  to  depart  and  say  in  the  last  3 months  I worked  on  a 
number  of  position  papers,  and  I must  say,  speaking  for  a number  of 
my  colleagues,  the  young  physicians  at  HEW,  we  think  it  is  probably 
the  most  significant  legislation  in  the  last  decade,  and  personally,  I 
thank  you  for  giving  us  that  kind  of  support. 

I do  not  wish  to  repeat  the  testimony  of  others.  I am  sure  that  you 
and  members  of  your  committee  know  how  little  children  become 
poisoned  by  lead-based  paint. 

Everyone  knows  that  this  disease  is  clearly  preventable.  We  know 
how  to  detect  children  who  have  high  blood  lead  levels  before  brain 
damage  and  death  occur,  and  we  have  the  medicine  to  treat  those  who 
have  lead  poisoning  to  prevent  death. 

We  also  have  the  technology  to  prevent  children  from  eating  lead- 
based  paint  by  repairing  the  interior  of  houses,  and  by  rebuilding  the 
inner  city  slums.  The  fundamental  reason  why  next  to  nothing  has 
been  done  is  that  lead  poisoning  strikes  the  poor  in  the  city  ghettos 
whose  political  power  is  negligible. 

My  purpose  today  is  to  describe  to  you  my  activities  within  this 
administration  as  a pediatrician  dedicated  to  the  preservation  of  life 
and  the  alleviation  of  suffering  of  this  country’s  most  precious  re- 
source— its  children. 

I also  want  to  share  with  you  the  feeling  of  frustration  and  the 
sense  of  impotence  I had  as  1 attempted  diligently,  but  without  suc- 
cess, to  bring  this  medical  problem  to  the  attention  of  those  in  this 
administration  responsible  for  developing  policy. 

I must  state  categorically  that  in  spite  of  all  the  rhetoric  on  pre- 
vention of  diseases  and  health  maintenance,  this  administration  has 
not  been  willing  or  even  interested  in  providing  the  necessary  re- 
sources to  fight  this  obviously  preventable  disease. 

The  HEW  Interdepartmental  Committee  on  Childhood  Lead  Poi- 
soning consisted  of  about  30  dedicated  health  workers  representing 
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all  major  agencies  in  HEW.  We  knew  the  problem  and  the  steps  neces- 
sary to  achieve  a solution. 

The  committee  completed  work  in  two  major  areas.  One  was  advice 
to  the  Surgeon  General  which  culminated  in  the  policy  statement  on 
the  medical  aspects  of  childhood  lead  poisoning.  The  other  was  a series 
of  documents  which  served  as  the  basis  for  the  implementation  plan 
of  Public  Law  91-695  of  the  Bureau  of  Community  Environmental 
Management  of  HEW. 

This  Bureau  is  prepared  right  now  to  administer  the  lead  poisoning 
program  as  soon  as  funds  are  available. 

On  November  23,  1970,  just  1 month  after  the  Surgeon  General's 
statement  was  issued.  Dr.  John  J.  Hanlon,  Deputy  Administrator  of 
the  then  Environmental  Health  Services  of  the  Public  Health  Service 
testified  in  front  of  the  Subcommittee  on  Health  of  the  Senate  Com- 
mittee on  Labor  and  Public  Welfare. 

Many  of  us  in  HEW  expected  strong  support  from  Dr.  Hanlon  for 
a vigorous  implementation  of  a lead  poisoning  program.  Before  com- 
ing to  HEW,  Dr.  Hanlon  was  director  of  community  health  services  in 
the  city  of  Philadelphia  and  was  instrumental  in  establishing  one  of 
the  first  lead  poisoning  programs  in  the  country. 

Of  all  the  witnesses  testifying  before  that  committee.  Doctor  Hanlon 
as  spokesman  for  this  administration  was  the  onl}^  one  who  testified 
against  the  lead  poisoning  bill. 

The  reason  for  the  objection  was  interesting.  According  to  Dr. 
Hanlon,  “The  legislative  authority  to  cary  out  adequate  and  broad 
based  lead  control  programs  is  already  in  existence.” 

He  was  referring  to  section  314(e)  of  the  Public  Health  Service  Act 
which  has  broad  authority  to  deal  with  local,  regional,  or  national 
health  programs. 

What  was  not  brought  out  in  testimony,  however,  was  that  section 
314(e),  whose  budget  in  fiscal  year  1971  was  $109  million,  had  no  free 
money  available  to  combat  lead  poisoning. 

In  fact,  the  administration  request  for  314(e)  in  fiscal  year  1972 
was  decreased  to  $105  million.  It  was  clear  to  me,  that  this  administra- 
tion did  not  want  to  spend  any  money  on  lead  poisoning  programs. 

The  bill  was  finally  passed  by  Congress,  in  spite  of  administration 
opposition,  with  an  authorization  of  $30  million  over  a 2-year  period. 

On  January  13, 1971,  President  Nixon  signed  the  bill  into  law  with- 
out comment.  No  mention  was  made  of  lead  poisoning  in  the  Presi- 
dent’s health  message  to  Congress  1 month  later.  The  initial  fiscal  year 
1972  budget  did  not  include  funds  for  lead  poisoning. 

In  March  of  this  year.  Secretary  Richardson  addressed  the  employ- 
ees of  the  Health  Services  and  Mental  Health  Administration  where  I 
worked. 

I asked  him  about  plans  for  implementation  of  a lead  poisoning 
program  in  1971  now  that  the  President  had  signed  the  bill  into  law. 
He  stated  that  there  would  be  $2.5  million  available.  That  request  never 
materialized. 

After  much  work  on  the  HEW  lead  poisoning  committee  and  with 
all  the  frustration  of  writing  papers  and  memos  about  the  problem 
with  no  obvious  results,  I brought  this  issue  to  health  employees  for 
change.  This  group,  of  which  I was  an  active  member,  consists  of  about 
100  phj^sicians  and  other  health  workers  within  the  Department  of 
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Health,  Education,  and  Welfare  committed  to  improving  the  health 
of  this  country. 

After  much  discussion,  the  group  decided  that  with  respect  to  lead 
poisoning,  it  was  no  longer  possible  to  work  within  the  administration 
and  through  normal  channels. 

On  May  10, 1971,  health  employees  for  change  issued  a public  state- 
ment concerning  childhood  lead  poisoning  and  criticizing  this  admin- 
istration for  its  unwillingness  to  act. 

I am  submitting  this  statement  for  the  record.  It  recounts  the  sub- 
stance of  my  testimony  today.  I quote  from  the  last  paragraph,  “We 
again  repeat  our  deep  concern  at  the  present  inactivity.  What  is  called 
for  is  effective  action  now,  and  not  simply  discussion  about  the  prob- 
lem.” 

At  the  time  of  the  health  employees  for  change  statement,  both  Rep- 
resentative Ryan  and  Senator  Kennedy  were  vigorously  supporting  a 
strong  and  effective  lead  poisoning  program. 

Congressman  Ryan  along  with  many  of  his  colleagues  sent  a letter 
to  Secretary  Richardson  expressing  concern  about  administration  in- 
activity. 

It  was  the  result  of  his  action,  and  that  of  Senator  Kennedy  and 
many  others,  that  the  administration  has  just  recently  decided  to  add 
$2  million  to  the  1972  budget. 

I need  not  remind  this  committee  that  the  authorized  level  for  the 
act  is  15  times  that  requested  by  the  administration. 

Two  million  dollars  is  insufficient  to  even  begin  to  solve  this  prob- 
lem. HEW  estimates  that  there  are  400,000  children  affected  by  lead 
poisoning  each  year.  To  identify  these  400,000  children,  at  least  2 mil- 
lion will  have  to  be  screened  (about  20  percent  of  all  children  screened 
have  elevated  blood-lead  levels) . 

At  a cost  of  about  $5  per  blood  test,  at  least  $10  million  would  have 
to  be  made  available  immediately.  In  addition,  the  law  authorizes  the 
appropriation  of  $15  million  for  repair  of  housing. 

Using  a conseiwative  effort  of  $600  per  housing  unit  for  wallboard 
repair,  the  law,  if  fully  implemented,  could  take  care  of  25,000  housing 
units. 

According  to  the  Surgeon  General’s  statement — 

All  children  who  are  diagnosed  as  having  lead  poisoning  should  he  removed 
from  the  source  of  lead  exposure  at  home,  or  in  any  other  environment,  until 
proper  corrective  action  has  been  taken  to  eliminate  the  hazards. 

While  $15  million  is  a small  amount,  it  will  certainly  help.  Finally, 
the  law  authorizes  the  appropriation  of  $5  million  in  much  needed 
research  in  new  methods  for  removing  the  lead-based  paint  from  sur- 
faces of  dwellings. 

A final  word  about  another  aspect  of  the  law  is  in  order.  As  you 
know,  title  IV  requires  no  appropriation.  It  calls  for  the  Secretary 
to  take  such  steps  and  impose  such  conditions  as  may  be  necessary  or 
appropriate  to  prohibit  the  use  of  lead-based  paint  in  residential 
structures  constructed  or  rehabilitated  after  the  date  of  enactment  of 
this  act  by  the  Federal  Government  or  with  Federal  assistance  in  any 
form. 

It  has  been  6 months  since  the  date  of  enactment  of  this  act,  and 
there  has  been  no  implementation  of  title  IV  and  no  coordination  of 
the  necessa.ry  Federal  agencies  involved. 
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In  closing,  I can  only  say  that  if  policy  decisions  on  health  issues 
were  made  on  a medical  basis,  rather  than  for  other  reasons,  we  would 
not  have  children  developing  brain  damage  and  dying  from  lead 
poisoning  today. 

There  are  many  health  workers  in  HEW  who  share  my  view.  They 
continue  to  remain  frustrated.  I left  the  Department  of  Health,  Edu- 
cation, and  Welfare  a few  weeks  ago  equally  frustrated. 

We  do  not  need  any  more  medical  research.  We  know  the  cause 
of  lead  poisoning.  We  know  how  to  screen  children  and  treat  them, 
and  we  know  how  to  remove  them  from  the  dangerous  environment. 
In  his  health  message  to  Congress  on  February  18,  1971,  President 
Nixon  stated — 

If  more  of  our  resources  were  invested  in  preventing  sickness  and  accidents, 
fewer  would  have  to  be  si>ent  on  costly  cures.  If  we  gave  more  attention  to 
treating  illness  in  its  early  stages,  then  we  would  be  less  troubled  by  acute  di- 
sease. In  short,  we  would  build  a true  health  system,  not  a sickness  system 
alone. 

This  administration,  in  spite  of  the  rhetoric  mentioned  above,  is 
unwilling  to  invest  those  necessary  resources.  It  is  now  up  to  you  to 
do  so. 

I therefore  urge  and  recommend  the  full  appropriation  to  imple- 
ment this  program  to  save  the  minds  and  lives  of  little  children. 

Thank  you. 

Senator  ^Magnuson;  Thank  you.  Dr.  Siegel. 

Dr.  Siegel.  Mr.  Chairman,  I wish  the  sheet  attached  to  my  statement 
be  inserted  in  the  record. 

Senator  Magxusox.  The  attached  sheet  entitled  “For  Immediate 
Release,  Health  Employees  for  Change  Position  Statement,  Lead 
Poisoning  in  Children,”  shall  be  inserted  and  placed  in  the  record. 

(The  statement  follows:) 
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MAY  10,  1971 

HEAI/fH  Ki-PIOYEES  FOIl  CriA]-'GE  rOSITIOi;  STA7F:-nvin: 


LKAT  roisoiiiiiG  .in  cpiiii'Rnn 


Ir(  spite  Ox  the  Adrainistration' s concern  for  prevention  and  health 
Euii'inte nance,  there  lias  been  little  support  for  action  prcp^ranis  to 
deal  vith  a cl.early  preventable  disease  that  ki  11s  liundreds  and 
leaves  hundreds  of  thousands  of  children  vith  sene  forja  of  nieasui'able 
bfa.in  damage  each  year:  Lead  Poisoning. 

Health  Empj.oyees  for  Change  is  deeply  concerned  at  this  inactivity. 

Lead  Poisoning  in  a disease  mostly  of  the  Ghetto,  affecting  children 
from  one  to  six  years  of  age.  Lead  gets  into  tlie  children’s  bones, 
blood  stream,  liver,  kidney,  and  the  brain.  These  chil.dren  acquire 
lead  poisoning  by  eating  paint  chips  containing  lead  frora  the  val_ls 
and  vindovjsills  of  di  l.api.dated  houses  built  prior  to  19‘^0.  It  is 
estiiiiated  tha,t  some  'i00,000  children  riiay  be  poisoned  each  year,  and 
that  some  ]?,000  i'.o  l6,000  children  are  treated  and  survive  each  ye?.r 
and  sorse  200  children  die  each  year.  Based  on  one  large  study,  of 
all  children  having  lead  poisoning,  39/5  t->o  on  to  develop  sorae  measurable  '• 
amount  of  brain  damage.  Of  all  children  entering  the  hospital  or  clinic 
vith  acute  lead  poisoning  about  10  to  15p  of  these  children  will  have 
signs  of  symptom's  of  brain  involvement:  convulsions,  and  coma.  Of  those 
V*ith  neurological  involvement,  8?.^  vill  be  l.eft  v/ith  permanent  handicaps, 
vil.l  have  recurrent  convulsions,  3&7'  vill  have  mental  reta.rdation, 

13^  vill  have  optic  atrophy  (hence  loss  of  vision).  ^(Perlstein  MA, 

Attala  R,  Neurologic  Sequellae  of  Plumbism  in  Children,  Clinical  Pediatrics 
i>:292,  196"6:  '■  ; ■ ~ 

In  November  1970,  tiie  Surgeon  General  issued  a policy  statement  on  the 
medical  aspects  of  lead  poisoriing  in  children.  A.t  that  time  the 
Administration's  position  in  front  of  the  Senate  Health  Sub-Co..u.-.ittee 
v/as  to  opuiose  S 3216  v;hich  vould  have  authoris.ed  the  appropriation  of 
funds  for  screening  and  treatment  of  children  vith  lead  poisoning  as 
\;ell  as  for  encouraging  coramuniti es  to  develop  local  p2.'ograms  to 
eliminate  the  hazards  of  lead  based  paint  poi.soning.  Opposition  vas 
based  upon  a desire  to  stop  the  development  of  still  another  categorical 
program,  and  because  there  vaS'  enough  authorization  under  Section  31^1  (e) 
of  the  Public  Health  Service  .Act.  While  the  above  are  both  true,  it 
vas  brought  out  in  testi.mcny  that  the  Administration,  under  the  current 
authorized  programs,  has  no  intention  to  develop  a comprehensive  program 
for  lead  poisoning  in  children.  Vihile  it  is  true  that  there  is  sufficient 
authorization  under  Section  31^  (e)  5 there  are  no  free  funds  available'.  ,. 

In  addition,  there  were  2?  requests  totalling  over  $39  million  dollars 
submitted  to  HEW  to  support  comprehensive  childhood  lead  poisoning  programs. 

Ir|  spite  of  the  Administration’s  opposition,  the  lead  poisoning  bill 
vas  passed  by  Congress  and  signed  vithout  comment  by  the  President, 
against  the  reconumendations  of  HH.I.  Since  the  signing  of  the  bill, 
happened.  The  President  did  not  mention  lead  poisoning 
iq  his  health  message,  nor  vas  a request  presented  in  the  I972  budget. 

For  those  vho  look  to  31^ (e)  for  support,  the  1972  request  vas  decreased 
fr.om  I09  million  to  I09  million  and  vill  have  to  absorb  a I6  million 
dollar  obligation  from  GEO  in  the  I05  milJ.ion  reqi^^r-rt.  It  is  highly 
unlikely  that  a lead  poisoning  progra.m  under  the  current  authorized 
programs  can  be  developed.  We  therefore,  urge  Congress  to  aupropriate 
the  necessary  funds  under  the  Lead  Based  Paint  Poisoning  Prevention  Act. 

We  again  repeat  our  deep  concern  at  the  present  inactivity.  Vfhat  is 
called  for  is  effective  action  nov  and  not  simply'  discussion  about  the 
problem. 
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PROHIBITION  ON  USB  OF  LEAD-BASED  PAINT 

Senator  Magnuson.  Now,  I want  to  express  my  regret  to  yon  that 
you  had  to  wait  so  long,  but  we  have  had  a kind  of  long,  rough 

When  you  say  full  appropriation,  you  are  talking  about  the  author- 
ized amount  ? 

Dr.  Siegel.  F ull  authorized  amount. 

Senator  Magnuson.  Now,  I am  interested  in  one  aspect  of  the  law, 
which  requires  no  appropriation,  you  point  out. 

Regulations  could  be  used  to  prohibit  lead-based  paint  or  rehabilita- 
tion of  structures. 

Now,  that  would  involve  an  FHA  loan,  would  it  not  ? 

Dr.  Siegel.  That  is  right. 

Senator  Magnuson.  So  we  would  make  good  headway  if  we  would 
make  good  regulations  at  least  in  this  area.  Now,  the  problem  of  the 
legislative  committees,  what  would  you  do  with  an  old  structure? 

For  the  Federal  Government,  it  would  be  quite  difficult,  I would 
think,  for  them  to  embark  upon  something  that  would  remodel  all 
such  structures,  of  course,  unless  they  got  a Federal  loan.  In  many 
cases  they  do  not,  but  why  does  not  the  city  of  New  York  pass  some 
stiff  building  code  laws  ? 

That  would  not  cost  any  money. 

Dr.  Siegel.  Many  cities  have  laws,  in  fact,  in  New  York,  just 
recently,  Chicago 

Senator  Magnuson.  They  have  a law  ? 

Dr.  Siegel.  They  have  code  enforcement.  Any  person  in  New  York 
City  who  has  lead  poisoning,  and  if  they  find  evidence 

Senator  Magnuson.  I just  said  New  York  as  an  example. 

Dr.  Siegel.  The  cities  of  New  York  and  Chicago,  when  they  find  a 
home  that  has  evidence  of  lead  poisoning,  they  will  notify  the  land- 
lord, and  if  the  landlord  does  not  fix  up  within  10  days,  the  city  sends  in 
its  crews  and  they  will  bill  the  landlord. 

Senator  ^^gnuson.  Is  there  any  good  reason  why  the  city  cannot 
give  a permit  to  remodel  in  those  cases  ? 

You  have  some  pretty  stiff  building  codes  on  sanitation,  and  all 
kinds  of  things,  particularly  in  the  urban  areas. 

I do  not  know  why  the  cities  have  not  moved  on  this.  There  is  a list 
of  cities  here  that  Congressman  Ryan  submitted  as  long  as  your 
arm  that  want  to  get  into  this  program. 

Why  don’t  they  pass  a building  code,  a stiff  one?  It  does  not  take 
much  to  enforce  it.  You  justi  straighten  up  one  builder  that  is  violating 
it,  and  the  rest  of  them  get  the  word  pretty  quickly. 

This  is  a program  that  has  got  to  have  the  cooperation  of  the  local 
areas,  and  this  is  down  at  the  local  government  level,  and  then  we 
can  make  a start. 

Now,  obviously  we  could  make  a start  on  any  new  construction. 
Federal  housing  project,  or  public  housing  project,  or  things  of  that 
kind,  and  this  is  what  bothered  the  legislative  committees. 

Now,  I do  not  know  why  they  changed  their  mind  for  the  $2  million, 
and  that  may  be  some  kind  of  a concession,  but  not  much,  but  I think 
the  real  point  all  of  you  are  trying  to  make  here,  that  here  is  something 
we  know  we  can  correct,  there  is  no  real  problem  involved,  knowing 
what  to  do,  and  it  is  not  always  just  money  that  does  it,  it  is  people 
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saying  you  are  not  going  to  have  this  in  our  community  at  this  time, 
and  if  it  does  not  work  that  way,  maybe  we  will  have  to  start  to  talk 
to  the  paint  manufacturers. 

Now,  I do  not  know  whether  they  are  at  fault  or  not.  I do  not  know 
whether  that  is  true  or  not,  but  we  have  all  kinds  of  product  safety 
laws. 

Senator  Cotton  and  I are  starting  hearings  next  w^eek,  if  we  ever 
get  through  this  hearing,  on  a review^  of  the  report  of  the  Product 
Safety  Commission  which  touches  upon  this. 

Now,  we  can  do  it  with  other  unsafe  things,  toys,  many  other  things, 
and  we  can  do  it  here. 

SUBCOMMITTEE  RECESS 

I have  no  further  questions.  Thank  you  very  much. 

The  subcommittee  stands  in  recess  until  tomorrow  morning. 

(Whereupon,  at  5 p.m.,  Tuesday,  July  13,  the  subcommittee  was 
recessed,  to  reconvene  at  10  a.m.,  Wednesday,  July  14.) 
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